Coventry and Rugby CCG	Version 4.0 	New LLP Process

	Patient Consent Given*:
	[bookmark: Consent]YESYES

	Patient Details
	Referrer Details

	Surname:
	
	Referring GP:
	

	Forename:
	
	Usual GP:
	

	Address:
	
	Address:
	

	Home tel:
	
	Tel:
	

	Mobile tel:
	
	Email:
	

	Date of Birth:
	
	Referral Date:
	

	NHS Number:
	
	Interpreter Required:
	Yes
	No 

	
	
	Preferred Language*:
	[bookmark: Language]English



	Speciality*:
	Orthopaedics
	Clinic*:
	Foot and Ankle

	Referral Status*:
	Routine
	Urgent 
	Intended Place of Referral*:
	[bookmark: Intended]ACUTEACUTE

	HALLUX VALGUS (BUNIONS)

	Eligibility Criteria

Requests for the removal of symptomatic bunions will only be considered if specific criteria are met, as detailed below.
Age, gender, smoking, obesity and co-morbidity should not be barriers to referral.
Patients with significant co-morbidities (systemic or local) should have treatment, which optimises these before referral.

	Referral Criteria (Please complete all sections): 
	Guidance

	1. Please confirm and indicate that ONE of the following eligibility criteria applies to the patient
☐ The patient has deteriorating symptoms

☐ The patient has failure appropriate conservative measures after 3 months (applying ice and elevating for pain and swelling AND optimum analgesia)

☐ The patient has persistent pain and disability which has not responded to up to 12 weeks of non-surgical treatments (Wearing wide cut or specially altered shoes with increased medial pocket to minimise deforming forces AND externally fitted devices to improve alignment and reduce irritation, e.g. orthoses and bunion pads AND stretching exercises to improve / maintain joint flexibility.) AND the patient is prepared to undergo surgery

Please attach any relevant tests, investigations or clinic letters.
	

ONE box needs to be ticked to meet the criteria for referral


	
2. Please provide the following information below:
Is the patient a smoker?					Yes  	No 

If yes, has patient been referred to smoking cessation? 	Yes  	No 

	Please complete

	Is weight management relevant for this patient? 		 	Yes  	No 

If yes, has a referral been made to weight management services? Yes  No 

	Please complete

	3. CONSENT FOR REFERRAL
 Please confirm that the patient (or responsible carer) consented to specialist referral

	4. CLINICIAN DECLARATION 
 I personally confirm that the above information is complete and accurately describes the patient's condition
Note: treatment should only be undertaken in secondary care if this form is approved.

	Allergies:

	

	Consultation Information:

	

	Active Problem Information:

	

	Current Medication:

	



	Relevant Information 

	Alcohol:
	BMI (Within the last 3 months):

	
	

	BP:
	Smoking Status:

	
	

	Patient Sex:
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