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	COMMUNITY BASED NEURO-REHAB TEAM REFERRAL FORM


	Please ensure client being referred is medically stable and ready to be picked up for assessment within 2 weeks from receipt of referral.

IMPORTANT: Please check client will meet criteria (shaded boxes)before completing the referral 













Yes
NO
	Is client registered to a Berkshire West PCT GP 
	
	

	Does client have short term rehab potential?
	
	

	Has the client consented to the referral? Please inform them that they will be assessed prior to acceptance
	
	

	Does the client have a complex neurological condition ?
	
	

	Does the client have impaired physical function?
	
	


	Does the client have impaired cognitive function?
	
	

	Will access to service prevent hospital admission?
	
	

	Is hospital discharge delayed due to inability to access Rehab service?
	
	

	Planned Discharge date:


Patient’s Details:
	Surname:
	Title:  Mr/Mrs/Ms/Miss

	Forename(s):
	Date of Birth:

	Address:
	Telephone No:

	
	Next of Kin:

	Postcode:
	Relationship:

	NHS No:
	Telephone No:


Please circle most appropriate ethnic group

	(A)  White British
	(G)  Mixed any Other
	(N)  Black or Black British African

	(B)  White Irish
	(H)  Indian or British Indian
	(P)  Black or Black British any other Black Background

	(C)  White Other
	(J)  Pakistani or British Pakistani
	

	(D)  Mixed White and Black Caribbean
	(K)  Bangladeshi or British Bangladeshi
	(R)  Chinese

	(E)  Mixed White and Black African
	(L)  Asian British/Any Other Asian Background
	(S)  Any other Ethic Group

	(F)  Mixed White and Asian
	(M)  Black or Black British Caribbean
	


Medical History:  MUST BE COMPLETED IN FULL Please attach extra paper if space required. 

GP TMP referral report and FACE Contact Assessment Form can be attached                         
	Diagnosis:
Date of onset:
	Scan/ investigation results:

	Past Medical History:

	Drug History:

	Social History:
*Please include details of accommodation, carer support, risk factors eg dogs, visit in pairs*

	Present Functional Status:



Services Involved: Please write name of Professional/contact telephone No’s
	Physio 
	SW 

	OT 
	DN 

	SLT
	HC 

	Psychology 
	Day Centre Services


Please attach any relevant reports to referral form
	Specific Rehab Goals / Outcomes: (achievable within 12 weeks):
*Please ask the individual and all team members involved for their goals*
**Please attach any relevant reports**


Doctor’s Details:
	Registered GP:
Address:

Postcode:
Telephone Number:
	Consultant Name and Contact Details:
Will client remain under present consultant following referral?




Referrer Details:

	Name:
	Profession:

	Address:
	Telephone:

	
	Date:

	Postcode:
	Signature:


Return completed form to:      
                                             

BHFT Referral Hub

The Old Forge

45-47 Peach Street

Wokingham

RG40 1XJ

Tel: 0300 365 1234 ;   Fax:   0300 365 0400
Email: bks-tr.hub@nhs.net
CBNRT Admin: 01635 273303
Date form received in office: 
DATA PROTECTION ACT 1998
Personal data supplied on this form may be held on or verified by reference to information already held on computer.  The Caldicott Report concludes that all items of information that relates to an individual should be treated as potentially capable of identifying a patient to a greater or lesser extent and appropriately protected to safeguard confidentiality.
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