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Government of South Australia

SA Health




	Orthotics & Prosthetics South Australia (OPSA)

1 Rockville Avenue

Daw Park SA  5041

p: 08 7117 2655 

f:  08 7117 2669
e: health.rghopsa@sa.gov.au




COMPRESSION STOCKING REFERRAL FORM
	Appointment Time
Date      ____/____/____
Time      ____________am
	Patient Information                     FMC / RGH (circle)
Surname                                   Given Names
DOB                            File No.                       DVA No.



	Length Required (Please Tick)
□  Thigh High
□  Below knee
	Compression Required (Please Tick)
  □  Travel Stockings

□  Light Compression        (Class 1) 18-21 mmHg
□  Medium Compression   (Class 2) 23-32 mmHg 
□  Strong Compression     (Class 3) 34-46 mmHg

□  Other (Please specify)

_________________________________________



	Relevant Allergies 
□  Elastin
□  Other (Please specify)


	

	Relevant Medical Information



	Referring Doctor           
Name(Print)__________________Signature___________________Pager/Ext________


	NB: Please advise patients there is a cost for stockings supplied through OPSA. 



