

Bedfordshire & Luton Wheelchair Service
Referral Form

This form is to refer a new client to the service for an initial assessment.  This must be completed IN FULL by a health professional and include signed consent from the client / carer.  If the client is unable to sign please indicate this on the form. Incomplete forms will be returned to the referrer. 
For a copy of our criteria please visit https://www.elft.nhs.uk/services/bedfordshire-and-luton-wheelchair-service or contact us directly. 

	Section 1 – Client Details

	Name:

	NHS No:


	Title:
	Date of birth:


	Home Address:

	M   ☐       F   ☐

	
	Postcode:


	
	Contact No:


	Main Language: 
Interpreter Needed? Yes ☐ No ☐
	Email Address:


	Next of Kin Details

	Name:

	Contact Details:

	Relationship to client:

	

	Do they have power of attorney? 
Yes ☐	   No ☐     Unknown ☐

	Do they live with the client?
Yes ☐	     No ☐      No but are local to client ☐ 





	Medical information

	Main Diagnosis:





	Medical History & other relevant information:


	Does the client have seizures or blackouts? 
	Yes ☐
	No ☐

	When was the last episode?

	Client Name:

	NHS Number:

	Section 2 – Assessment Details

	Does the client already have a wheelchair?

	Yes   ☐
	No   ☐

	If yes; what type and where is it from?
 
Private purchase   ☐
Community OT or Hospital   ☐
B&L Wheelchair Service   ☐


	Please indicate the type of Wheelchair/Assessment you are requesting:

	Attendant Pushed Wheelchair   ☐ 
Self-Propelled Wheelchair   ☐
Indoor Electric Powered Wheelchair   ☐ 
Outdoor Powered Wheelchair or Scooter   ☐  (not provided by NHS)
Complex postural assessment   ☐
Complex Pressure relieving cushion   ☐
Special seating (modular or bespoke)   ☐
Repair/Re-Assessment   ☐

	What do you require the wheelchair for?

	In the home for all mobility ☐   
Outdoor use   ☐  
Education/Work   ☐
	Weekly Hospital appointments (i.e Dialysis)   ☐ 
Day centre or Day care   ☐


	How often will the client use the wheelchair?

	Once a fortnight or less   ☐
1-3 days per week   ☐
	4 days a week   ☐
Every day   ☐

	Does the client have alternative comfortable indoor seating?     

	Yes   ☐                                                                     No    ☐      

	Client intends to use wheelchair for seating   ☐      
Referral sent to Community OT for seating Assessment   ☐


	How long are they currently able to sit out for? 




	Section 3 

	Functional Ability:

	How does the client currently mobilise indoors?



	How does the client currently mobilise outdoors?


	How does client transfer?                Independently   ☐
                                                    Assistance of 1   ☐
                                                    Assistance of 2   ☐

	Any equipment used?



	Client Name:

	NHS Number:

	Sitting ability:

	Client can sit on the edge of a bed or plinth-       Unsupported   ☐
                                                                             With some support   ☐
                                                                             Requires full support   ☐



	Skin Condition:

	Any Current/History of pressure damage?
	Yes   ☐
	No   ☐

	Details:




	Clinical reasoning

	(Please give details as to why this client requires a referral to the Wheelchair Service for an Assessment):











· If possible and consented to, please send photos of client sitting in a chair to aid triage


	If you are an approved prescriber please provide measurements of client as we may be able to expedite wheelchair provision depending on the situation. This is especially important for Hospital Discharges. 

	https://www.youtube.com/watch?v=iLtvJYLDu7Y for a reminder on how to measure for a basic wheelchair please see this link courtesy of our colleagues in NUH. 

Prescribers Name and Millbrook PIN:…………………………………………………….. 

[image: ]
	Body Measurements   (cm or inches)

	A
	Hip width
	

	B
	Back of buttocks to back of knee
	

	C
	Back of knee to sole of foot
	

	D
	Seat to top of shoulder 
	

	E
	Axilla to axilla 
	

	F
	Seat to axilla 
	






Any known additional accessories required (i.e. stump board/ELR/Headrest etc):
 



	Client Name:

	NHS Number:

	Additional Information:

	Clients height 
	
	Clients weight

	

	Any known risks to lone working?               
	Yes   ☐  
	No   ☐  

	If yes please give details


	Are there any known risks to the client’s health if a self-propelling wheelchair is provided?
	Yes   ☐     
	No   ☐

	If yes please give details



	Section 4 – Referrer Details (Health Professional e.g. Doctor, OT, Physio, District Nurse etc.)

	Name:

	Date:

	Signature:   

  
	Designation:

	Address/Place of work:
	Tel No:


	
	Email Address:



	Section 5 – Consent to Referral.  

	If the client is unable to sign the form but has given consent, please tick the box and identify who they informed.

	Consent to referral given or implied :              
	Given by client    ☐                       
	Unable to consent, best interest decision  ☐

	Who is involved with best interest decision? (if applicable)
	

	What is their relationship to the client?

	

	If different from Referrer provide contact details:
	Address:


Telephone:


	Do they have Power of Attorney for health and/or finance?
	Health   ☐
Finance   ☐
	No   ☐

	Has the client consented to WCS contacting the Next Of Kin for relevant information? 
	Yes  ☐     
	No  ☐
	Unable  ☐



Please return form to:   Bedfordshire & Luton Wheelchair Service
                                        The Verandah
                                        Steppingley Hospital
                                        Steppingley
                                        Bedfordshire
                                        MK45 1AB 

                                        Telephone No: 0345 602 4064 (Single Point of Access)
                                        
                                        Email: elft.wheelchairs.admin@nhs.net
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