GENERAL PRACTITIONER REFERRAL LETTER


Sender Information:
Name: _______________________________________________________________
Practice Name: ________________________________________________________
Address: ______________________________________________________________
Phone: _______________________________________________________________
Email: _______________________________________________________________

Recipient Information:
Name: _______________________________________________________________
Department/Specialty: _________________________________________________
Hospital/Clinic Name: _________________________________________________
Address: ______________________________________________________________
Phone: _______________________________________________________________
Fax: _________________________________________________________________

Patient Information:
Full Name: ____________________________________________________________
Date of Birth: ________________________________________________________
NHS Number: __________________________________________________________
Address: ______________________________________________________________
Contact Number: _______________________________________________________

Referral Details:
Reason for Referral:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Relevant Medical History:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Examination Findings:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Investigations and Results:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medications:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Allergies:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Urgency of Referral:
☐ Routine       ☐ Urgent       ☐ ASAP

Additional Information or Requests:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Consent and Data Protection:
I confirm that I have obtained the patient’s consent to share relevant medical information contained within this referral.
This referral and any accompanying information are confidential and intended solely for the addressee. Any unauthorized disclosure is prohibited.


	GP SIGNATURE
	PATIENT CONSENT

	

Signature: _________________________
	

Signature: _________________________

	Name: ________________________________
	Date: _________________________________



Please ensure all relevant documents and test results accompany this referral.




Original source of this document:
https://legaltemplates-uk.com/gp-referral-letter/
Did you find this template helpful?
Find more updated templates at:
https://legaltemplates-uk.com
This template is intended exclusively for personal, non-commercial use.
If distributed or published, the source must be mentioned. © legaltemplates-uk.com




