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Home Physiotherapy Service

Alexandra Park Health Centre

2 Whitswood Close

M16 7AP


Tel: 0161 209 9981

Fax: 0161 227 9867

Email: mft.homephysio@nhs.net

Section 1:
Personal details

Title: _________
Surname: _____________________
Forename: _____________________

Address: ______________________________________________________________________  
_______________________________________________ 
Postcode: _____________________

Tel: ________________________
Date of birth: ___________________

NHS number: _________________________

Sex: MALE / FEMALE

Religion: ____________________________

Ethnicity: ___________________________

Section 2:
Communication

First language: _________________________

Interpreter required: YES / NO


Communication difficulties: YES / NO
           if yes please give details: _____________________


_______________________________________________________________________________


Lives alone: YES / NO

Access problems: ______________________________________


Is there any relevant information known about the patient or home environment that may affect
the safety of the therapist: _________________________________________________________


Patient consent obtained for referral: YES / NO

Section 3: Main Carer details:                                                

Title: _________
Surname: _____________________
Forename: ______________________

Address: ________________________________________________________________________

_______________________________________________
Postcode: _____________________

Tel: ________________________
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Section 4: Relevant Medical History 

Section 5: Problems requiring physiotherapy assessment; including date of onset

Section 6: Drug History

Section 7: Allergies or sensitivities

Section 8: Referrer details

Name: ____________________________________________

Profession: _________________________________________

Address:_______________________________________________________________________________________________________________________________________________________

Tel: ______________________________
 Fax: ________________________________

Date of referral: ______________________________

Section 9: GP details

Name: _____________________________________________

Practice:________________________________________________________________________

Tel: _______________________________
Fax: _________________________________           
