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Continence, Urology and Colorectal Service
	Referral type
	(

	Colorectal
	

	Urology
	

	Stoma
	


    Halton Clinic

2A Primrose Lane

Halton

Leeds 

LS15 7HR

Tel: 0113 8433715
Email: info.cucs@nhs.net 
Self Referral Form

	Patients Full Name: ________________________________________D.O.B:______________________
Address:_____________________________________________________________________________
_________________________________________________________Postcode:___________________
Telephone Number:________________________________________Ethinicity:___________________



	Power of Attorney:
	

	Please indicate whether this patient has a Power of Attorney in place.  If so, please provide details.
	________________________________________


	Does the patient receive home visits from their GP?
	________________________________________

	If Interpreter required, which language?


	________________________________________

	Are there any access problems / moving & handling issues / safety issues for patient/staff?  Yes/No
	Please explain:

________________________________________


	G.P. name:_____________________________ Telephone number: ____________________________
Address: ____________________________________________________________________________
____________________________________________________________________________________



	Date of referral:_______________________________________________________________________
How did you know about the service? ________________________________________________                
Name of referrer (if not the patient) and how known to patient: ______________________________
Telephone Number: ___________________________________________________________________
Address: ____________________________________________________________________________  
PLEASE CONTINUE ON SECOND PAGE


	Reason for referral and comments (please give as much information as possible)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Once you have completed this form please return it to the address on the first page.  Your referral will then be processed and you will receive a letter asking you to book into a clinic of your choice.

ALL FIELDS ARE COMPULSORY TO COMPLETE









