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Community Neuro Service-Newham  Referral Form
Pathway Requested:
Stroke Early Supported Discharge (ESD)
 FORMCHECKBOX 

Community Stroke Rehab


 FORMCHECKBOX 

Community Neuro Rehab


 FORMCHECKBOX 


	Client Details

Name:

Address:

Telephone No:

Date of Birth:
	Client Details

Preferred Language:                                                

Needs interpreter? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

NHS No:

Gender:

Religion:

Ethnicity:

	Next of Kin

Name:                                                      

Relationship to client:

Address:

Telephone No:                                                        

Consent to contact:   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	For Clients Currently in Hospital

Hospital:

Ward:

Telephone number:

Keyworker:

Care Planning Meeting:

Discharge Date:

	GP Details

Name:

Address:

Tel No:

Fax No:
	Consultant Details

Name:

Address:

Tel No:

Fax No:

	Referral Details

Diagnosis:

Date of Diagnosis:

Client aware of diagnosis? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Past Medical History:


	Referred For
 FORMCHECKBOX 
    Occupational Therapy                                      
 FORMCHECKBOX 
    Speech & Language Therapy                                 

 FORMCHECKBOX 
    Physiotherapy       


	Reason for Referral
Does the client consent to the referral?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Has the discharge summary been attached? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Current Functioning

Is client receiving services from Enablement Plus? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Client’s Goals
1.

2.

3.



	Access

Can the client:

Answer the phone?

Open the door?
Give reliable history?

Remember appointment times?


	Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 


	No  FORMCHECKBOX 
 
No  FORMCHECKBOX 

No  FORMCHECKBOX 

No  FORMCHECKBOX 


	Safety

Environment presents health hazards   
Known to be verbally aggressive          

History of severe mental illness           
Other (Please specify):

	Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 

Yes   FORMCHECKBOX 


	No  FORMCHECKBOX 
 
No  FORMCHECKBOX 

No  FORMCHECKBOX 

No  FORMCHECKBOX 



	Referrer’s Details

Name:                                                                                                  Position:

Address:

Tel No:                                                                                                 Fax No:

Signature:                                                                                           Date:



Please provide copies of any relevant medical information e.g. reports and scan results
Please return form to:

Community Neuro Service

East Ham Care Centre 
Shrewsbury Road

East Ham

London

E7 8QP

Email: communityneuroservice.newham@nhs.net
Tel: 020 8586 6464
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