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PHYSIOTHERAPY 
SELF REFERRAL 

 

Surname: DoB: NHS No: 

First Names: Sex: Consultant if applicable: 

Address: 

 

 

 

Tel. No.: Home:                                          Happy with messages    Y   /   N 

Mobile: 

GP name/address: 

 
Why do you want to see the Physiotherapist? 
 
…………………………………………………………………………………………………………………… 
 
For how long have you had the problem? 
 
…………………………………………………………………………………………………………………… 
 
Have you had Physiotherapy for this problem previously?  If yes, when? 
 
…………………………………………………………………………………………………………………… 
 
 
Are you currently off work due to these symptoms? If yes- for how long have you been off? 
 
…………………………………………………………………………………………………………………… 
 
Are you the main carer for another person at home?  If yes, are your current symptoms preventing 
you from carrying out this role? 
 
…………………………………………………………………………………………………………………… 
 
Have you any medical condition that may affect the timing of your appointment? i.e. diabetes 
 
…………………………………………………………………………………………………………………… 
 
Have you any other serious health problems?  
 
…………………………………………………………………………………………………………………… 
 
 
Once you have completed your form, either: Hand in to your GP reception, hand in directly to 
Keynsham Health Centre Physiotherapy Department or post direct to; Physiotherapy Department, 
Keynsham Health Centre, St Clements Road, Keynshasm, Bristol, BS31 1AG 


