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Referral Form
	Consider before referring:
· Patients are aware that the focus of the programme is on pain management rather than pain relief
· Patients understand the programme is about self-management and are prepared to embrace a new lifestyle 
· Patients understand that the programme is group based

· Does your patient have cognitive problems (e.g. sensory impairment, poor English) which may impede understanding - if yes, provide details



	Patient Details

	Name of Person Referred: 

	Address: 

Postcode: 

	Tel/Mobile No: 
	

	Email Address: 
	

	Date of Referral:
	

	Has patient given approval for this information to be shared with Pain Association staff and has this been recorded in patient record?

               
    Yes               
Name of Referrer……………………………….…….
Base:        ……………………………………………..

                  …………………………………………….

Profession:   …………………………………………….

Speciality eg MSK
Signature…………………………….…….

	Please send to: 

Pain Association Scotland, Pain Association Scotland

Unit 3,  Mullion House , Maidenplain Place, Aberuthven, Perthshire, PH3 1EL or email the form to info@painassociation.com 

	Your patient will be sent a letter of invitation to attend their local monthly meeting.



I agree to the above details being sent to Pain Association Scotland and am happy for them to contact me about their chronic pain management groups.

Signed ……………………………….

Date ………………………………………….

Copy to be kept in case record please
