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COMMUNITY NEUROLOGICAL REHABILITATION SERVICE 

REFERRAL FORM

Unfortunately, we are unable to accept incomplete, inaccurate or illegible referrals, these will be returned.
Please note we are not a rapid response service and must not be considered when preparing a discharge plan from hospital.  It should also be noted that we provide time limited episodes of care.

Please see our referral criteria circulated separately to ensure your referral meets these. 

			
Patient Details
	Surname:
	Date of birth:


	Forename(s):
	NHS No:

	
Patients Telephone Number:

Next of kin:

Relationship:

Telephone No:

	Referrer Name and Title:

Base:

Telephone No:

Email:

Would you like a copy of any reports from our service? Yes ☐    No ☐




Medical History
	Neurological Diagnosis and Relevant Medical History. Please DO NOT copy GP summary






If referral is due to a deterioration then in any non-progressive neuro condition has the cause of deterioration been investigated prior to referral. 
	Are there any potential risks for a home visit, safeguarding concerns or significant events relating to the service user / family / household. Any recent changes to address?



	· Does the service user have capacity to consent to you referring them and to review their medical records? 
·    If YES, please. Does the service user consent to this referral?	        Yes☐ No☐
   If NO, please confirm that you have assessed capacity and are referring the person in their best interests and have documented this as per guidance of Mental Capacity Act 2005.  
I can confirm ☐


	Communication Problems                         Yes ☐ No ☐         
Comments:


Interpreter required?      Yes ☒ No ☐      Language: 

Is the patient able to read and write in English?                   Yes ☐ No ☐
     
How would the service user prefer to be contacted? 
SMS ☐      Phone ☐     Letter ☐     Other 




Rehabilitation Requirements

Single or Multi-Discipline- Fill in Part 1       Clinics- Fill in part 2

Part 1 - What Disciplines does the Service User require? (Please tick)

	Neuro Occupational 
Therapist  ☐
	Neuro Dietitian ☐         
	Neuro Nursing ☐
                   

	Neuro Physiotherapist ☐
     
	Neuro Psychology ☐
	 Rehabilitation Medicine Consultant  ☐






	What are the service user’s main goals affected by the neurological condition and relevant to each discipline ticked above? Are these new problems?









	Could this be met by another service? E.g. Neighbourhood Teams, Neuro Outpatients physio?
	                                        ☐  Yes               
☐  No

	Can they attend a clinic appointment?
If not, please explain why not?
	☐  Yes                     
☐  No

	What has triggered this referral and do you consider it to be a priority? If so why?

	









Part 2- Clinics 

	What clinic does the service user require?
	☐  Splinting (upper limb only)
☐  Spasticity
☐  Rehabilitation Medicine       Consultant Review


	Can the service user attend a clinic setting?
(If not, please state why)
	☐  Yes   
☐  No

	What specific problems is the service user having relevant to the requested clinic? 
e.g.
· Spasticity impacting on transfers/balance/ contributing to falls. 
· Tightness/spasticity has caused actual or imminent risk of skin damage.
· Tightness/ spasticity is making positioning difficult which is compromising skin integrity. 

	




	Do you consider this referral to be a priority and why? 
	 










Please return referral and copies of relevant discharge summaries/clinic letters etc. to:

Community Neurological Rehabilitation Service
St Mary’s Hospital, Green Hill Road, Leeds LS12 3QETel: 0113 8432910     
                                    .Email: lcht.communityneurologyservices@nhs.net
Please send via email if secure to do so to prevent delays due to postal service. 
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