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REFERRAL TO FALLS CLINIC FROM WHITTINGTON HEALTH ICTT TEAM


Name of patient:  

DOB:  

Address:  

Tel: 

Does the patient need an interpreter?              Yes/No
If yes, which language? 


Transport required?                                           Yes/ 
If yes, has this been arranged?                              No

I confirm that the patient is aware of this referral and agrees to attend falls clinic when offered an appointment                             Yes  


Name of GP: 
Address:  


Tel no: 


Reason for referral:  

Past Medical History

Current medication



Summary of therapy & risk factors identified 
(include copy of assessment form if completed)


Details of therapy input to date & other referrals made

Name of referrer: 

For patients living in N13, N11, N15, N17, N22, refer to Dr Cohen, Falls Clinic, Ambulatory/care Day Unit, Pymmes Building, NMUH, Sterling Way, Edmonton 
N18 1QX

Tel no: 020 8887 2474
Fax number: 020 8887 3415


For patients living in N2, N4, N6, N8, N10 refer to Dr Gray, Falls Clinic, Dorothy Warren Day Hospital, The Whittington Hospital, Highgate Hill N19 5NF

Tel no: 020 7288 5081
email – s.smallwood@nhs.net 
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