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Adult Community Referral Form               
                                                                            






                                                                                                                                                                            Referrals MUST be faxed to the numbers below.                                                                               

	Supported Discharge/Extended Primary Care Services Referrals Form Including Virtual Ward
Mon - Fri: 8am - 5pm:  
SINGLE POINT OF ACCESS (EAST / WEST LOCALITY TEAMS): 

Tel: 020-8709-5555             Fax: 020-8475-2146
TELEHEALTH: 

Tel: 020-8536-2335             Fax: 020-8536-2153
Out of Hours, Weekends & Bank Holidays only
Tel: 07852-156-952             Fax: 020-8475-2146

	Referral Made By: ………………………….                                                        
Date of Referral: ……………………………
Ward / Dept / GP Practice: …………………………………………………
Tel: ……………………………………………
Estimated Discharge Date (EDD): .....................................................................
Date 1st Visit required: ..............................

Fax receipt confirmed by (i.e. state name of receiver)
 ………..………………………………………...

	Patients Name: Mr/Mrs/Ms/Miss: 
D.O.B: 
NHS No: 
Gender: 
Address For Visit: 
Post Code: 
Tel:
Religion: ……………   
Ethnicity: ………………..            
First Language: 
Interpreter/advocacy required? Yes/No        
Allergies?  YES / NO please specify……………
	GP Name: 
Address:
.
Post Code: 
Tel:……………………………………………
Hospital Social Worker: …………………………                 
Contact Number: …………………………………             
N.o.k / Carer contact details:
Relationship: 
Tel: 
Other Contact Tel: ………………………………..

	Does the Patient Live Alone: Yes / No           Access Details: …………………………………………

	Date of Hospital Admission: ……………..    Main Diagnosis: …………………………………………..
Past medical history: 
Summary of Nursing/Hospital Care Given: ………………………………………………………………..
……………………………………………………………………………………………………………………...
Infection Control status: e.g. MRSA

	Reason For Referral /Care Required: (please supply 3 days appropriate appliances e.g. pads or wound dressing or clip removal etc.) 


	Mobility/Walking Aids: ……………………………            

Manages Stairs: ……………………………………           
Transfers: …………………………………………         
	Continent of urine: Yes/No    Faeces: Yes/No

Catheter: Yes/ No.  Size: …… Date changed / 
Inserted: ………….   Stoma:  Yes / No

	Diet:   Special Diet/Enteral Feeding (please specify)…….............  

Weight: ……………………
	TTAs given to patient:   Yes / No 
Does patient currently receive social care: Yes / No
Discharge summary and meds list faxed: Yes / No

	Patients Skin Condition: Intact / Broken 
Waterlow Score: …  Pressure Ulcer Grade: …..        Location: …………………………………………...
Date: …………………………        
	Wound Care required: (make sure patient has 3 days supply of dressings/clip/suture removal pack from hospital): …………………………………………………………                                                      

………………………………………………



OTHER SERVICES (& CONTACT DETAILS) INVOLVED WITH THE PATIENT:

1) .

2) .

3) .                                                                                    

4) .

5) .

NAME & DESIGNATION OF REFERRER

……………………………………………………………………………………………….
CONTACT DETAILS OF REFERRER
……………………………………………………………………………………………….

