
	GP Referral

Osteoarthritis Hip and Knee
	
	Referral Date: 
GP Review Date:  
Feedback Requested:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


	Referral to:

Name:      
Address:      
     
Phone:      
Fax:      
Email:      
	
	Referring General Practitioner (stamp):


Service requested

	     

	


Patient / client details
	Name:      
Date of Birth:     /      /    
Preferred name/s:      
Sex:
 FORMCHECKBOX 
  Male 
 FORMCHECKBOX 
  Female

Title:
 FORMCHECKBOX 
  Mr
 FORMCHECKBOX 
  Mrs
 FORMCHECKBOX 
  Ms
 FORMCHECKBOX 
  Miss
	
	Address:      
     
Phone:      
Work:      
Mobile:      
Email:      

	Alternative Contact:      

	Indigenous Status:


Reason for patient referral

	     


Other notes (eg current services)
	     


	Interpreter required:      
Preferred language is:      
Pension Card Number:      
	
	DVA Number:      
Insurance:      
Medicare Number:      


Consent to referral and sharing of relevant information:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
Attach ‘Patient Consent Form’ if restrictions apply.

	Referring doctor:      
Patient name:      
Date:       /      /      
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	VSRF+ Osteoarthrits Hip and Knee
	
	


Clinical information

Warnings:

Allergies:

Current Medication:

	Drug name
	Ltd. elapse
	Strength
	Dose / frequency / special

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Social History:
     


	Past Medical History:

     


	Investigation / Test Results:

     

	Referring doctor:      
Patient name:      
Date:       /      /      
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	VSRF plus Osteoarthritis Hip and Knee


Patient’s expectation of referral outcome:

	     


Main site affected:

	     


Diagnosis:

 FORMCHECKBOX 
  Osteoarthritis        FORMCHECKBOX 
  Rheumatoid arthritis        FORMCHECKBOX 
  Juvenile arthritis        FORMCHECKBOX 
  Other        FORMCHECKBOX 
  Diagnosis unclear
Basis of diagnosis:

 FORMCHECKBOX 
  Clinical only        FORMCHECKBOX 
  X-ray   X-ray date:      /      /              FORMCHECKBOX 
  Report attached (include weight bearing views)

Main impact on individual:

	     


Falls:

	Number in last 12 months:       


History of conservative management

(tick only those that are relevant to referral):

 FORMCHECKBOX 
  Simple analgesics
 FORMCHECKBOX 
  Opioid analgaesia
 FORMCHECKBOX 
  Non-selective NSAIDs
 FORMCHECKBOX 
  Tramadol
 FORMCHECKBOX 
  Cox-2 inhibitors
 FORMCHECKBOX 
  Physiotherapy
 FORMCHECKBOX 
  Disease Modifying Anti-Rheumatic Drugs (DMARDs)
 FORMCHECKBOX 
  Nutritional assessment
 FORMCHECKBOX 
  Intra-articular injections (Corticosteroid)
 FORMCHECKBOX 
  Occupational therapy (Activity of Daily Living Assessment)
 FORMCHECKBOX 
  Intra-articular injections (Hyaluronan)
 FORMCHECKBOX 
  Podiatry/Orthotics
 FORMCHECKBOX 
  Prednisolone
 FORMCHECKBOX 
  Formal self-management education program
 FORMCHECKBOX 
  Other:      
Relevant comorbidities & risks

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Anticoagulant medication
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Antiplatelet medication

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Other medication that can affect
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Corticosteroids (potential adrenal

haemostasis

suppression)

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Benzodiazepines (withdrawal)
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
Multiple medications (>5)

Smoking status:

 FORMCHECKBOX 
  Current smoker     Number:       
 FORMCHECKBOX 
  Ex-smoker
Quit date:      /      /      
Alcohol use:

	     


Other surgical risks:

	     


Additional relevant information

(eg blood borne viruses, and psychological considerations):

	     


	Referring doctor:      
Patient name:      
Date:       /      /      
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