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	Patient details  
Surname                                               

First name                                                  

D.O.B.                                                    

NHS Number                                         

Address 1                                               

Address 2                                                       

Address 3                                                 

Postcode                                              

Tel No                                               

Mobile No                                           
	Referring Consultant/ GP details

Name                                           

GMC No                                            

Practice Code/ Hospital Dept.                                        

GP address 1                                                 

GP address 2                                                 

GP address 3                                                   

Tel No                                                       

Email                                                         

Date of referral                                       



	Does the patient require an interpreter?      Yes / No     
	Height:                        
	Weight:                   
	BMI:      
	


	Occupation
	

	MEDIAN NERVE (CARPAL TUNNEL) SYMPTOMS

	Site
	Right/    Left/    Bilateral 

	Duration 
	0 -6 months  /  6-12 months  /  > 12 months

	Past treatments and patient response
	Neutral Wrist Splint: 

Steroid Injection:  

Activity Modification:



	Indications for referral
	1)  Are the symptoms severe / frequent / functionally impairing? ie permanent paraesthesia / anaesthesia?
	Yes / No

	
	2)  Does the patient have muscle wasting? 
	Yes / No

	
	3) Is there permanent numbness?
	Yes / No

	
	4) Diabetic, if so type and duration
	Yes / No

Type I /  Type II

Duration of diabetes: 

	
	Carpal Tunnel Questionnaire Score
	<3           3-4           5+

	
	If NO to all above 4 questions, please state results of conservative management and state reason for referral:

	ULNAR NERVE SYMPTOMS

	Site
	Right/    Left/    Bilateral 

	Duration 
	0 -6 months  /  6-12 months  /  > 12 months

	Indications for referral
	1) Sensory loss and paresthesias over ring and small finger                      
	   Yes / No

	
	2) Weakness of the interosseous muscles of the hand apparent                 
	   Yes / No

	
	3) Medial Elbow pain                                                                                     
	   Yes / No

	
	4) Is there intact sensation to the medial dorsal portion of their hand         
	   Yes / No  (DUC)

	EXCLUSIONS TO THIS CLINIC

	1). C8-T1 radiculopathies that include neck pain and median motor symptoms.

2). Medial cord/Lower trunk plexopathies – lower trunk or medial cord lesions would include median motor signs (e.g. weakness on thumb abduction) and medial forearm sensory loss.
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