INPUT PAIN MANAGEMENT SERVICE

REFERRAL FORM

	Consent to Referral

	□ I have discussed a pain management approach with the patient and they understand that it does not aim to reduce pain symptoms but instead focuses on improving quality of life. They have agreed to this referral.


	Patient Details

	Patient Name:
	DoB:

	Address:


	Hospital Number:

	Home phone:
	Mobile:

	Email:


	Medical Information

	Current Diagnosis & History of present condition:



	Relevant Medical History (including investigations, results and treatments):

□ I can confirm that the patient is not undergoing further pain related medical investigations or pain related medical/ surgical treatments.

	Current Medication:

□ I can confirm that the patient is not currently misusing alcohol or other substances (prescription medication will be reviewed as part of the assessment process).

	Please give a brief summary of any psychiatric history (e.g. diagnoses, psychology treatment, admissions etc.):
□ I can confirm that the patient is not suffering from severe mental health problems that require current treatment (e.g. active psychosis, suicidal intent). We can treat people with a stable mental health condition and/or have suicidal ideation but low intent.


INPUT PAIN MANAGEMENT SERVICE

REFERRAL FORM (page 2)
	Reason for Referral

	What does the patient primarily want to work on/ impact on daily life?


	Other Information

	Any other information:




	Referrer Details 

	Name of Referrer:


	Job Title:

	Referrer Contact Details:


	Date of Referral:


	Please send us the completed form via:

	gstt.painreferralsandadmin@nhs.net: 
https://www.guysandstthomas.nhs.uk/referral-guide/input-pain-management
or

INPUT Pain Management Unit

Gassiot House

St Thomas’ Hospital

Westminster Bridge Road 
London SE1 7EH




	Please note we cannot accept referrals for patients who are:

	*Under 18 years old.
*Experiencing pain for less than 6 months.
*Undergoing further pain related medical investigations or pain related medical/ surgical treatments.
*Suffering from severe mental health problems that require current treatment (e.g. active psychosis, suicidal intent). We can treat people with a stable mental health condition and/ or have suicidal ideation but low intent.

*Currently misusing alcohol or other substances. Prescription medication will be reviewed as part of the assessment process.


Thank you for taking the time to complete this referral form. 
