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Pelvic Health Physiotherapy Self-Referral Form
Name:	                    
Address:   
Post Code:   
DOB:        							
Email:
Home Phone:							Mobile Number:                                                  
Can we leave a message on these numbers?    Yes / No  
Do you have any special requirements (e.g. interpreter, support)  

What issues / symptoms are you having? (Tick all that apply):
· Leaking Urine / urinary incontinence	
· Urinary Urgency / Frequency 	
· Vaginal Prolapse	
· Bowel issues (e.g. constipation/ leakage) 
· Pregnancy-related pelvic pain				
How many weeks pregnant?
Do you have any pregnancy complications (e.g. placenta praevia/ vaginal bleeding/ dizziness)

Please note: if you are suffering from pelvic pain that is NOT related to pregnancy, please speak with your GP before referring yourself to the Pelvic Health Physiotherapy Service  

Do you have any of the following? 
	· Persistent abdominal pain
· Pain when emptying bladder
· Any blood within your urine
· Recent weight loss without trying
· Non-pregnancy related pelvic pain
· Any bleeding from the anus (back passage)
· Inability to feel the toilet paper when wiping
· Persistent abdominal bloating that does not go away
· Difficulty eating or finding you feel full early in a meal
· Any change in bowel habits (if you’re over 50 years of age)
· Any unusual/unexpected bleeding or staining from the vagina 
· Tingling or numbness between your legs or around back passage
· Stinging or burning sensation when you pass urine / known cystitis


	


** If you answered yes to any of the above, we cannot see you until you see your GP, who will need to refer you into Pelvic Health Physiotherapy **

How long have you had your current problem for? (please circle)
		Weeks			Months			Years

Is your problem getting: (please circle)
		
Worse 			Better			Not changing

Have you seen any medical professionals for this problem?	Yes / No	
If YES, did they advise you to self-refer?  Yes / No  
Who did you see?                                                             
Was it beneficial?                                                        

Any recent changes to your menstrual cycle?  (please circle) 	Yes / No  
If yes, please give details:                                                        

Do you take hormone-based contraceptives? 	Yes / No
Are you Perimenopausal? 	Yes / No
Are your smear tests up to date? 	Yes / No
Were there any concerns or treatment needed? Please give details:    

Please give a brief history of any relevant medical issues:                                                                                  



Please list any current medication:     



Any additional information:       




** PLEASE RETURN THIS FORM VIA EMAIL to:- ctt_physio_mskreferrals@wales.nhs.uk or VIA post to:- Physiotherapy Admin Hub, Ysbyty Cwm Cynon, Mountain Ash, CF45 4BZ **
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