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CAZAUBON UNIT REFERRAL 
TELEPHONE: 0208 475 2029 0r 2150      FAX: 020 8 475 2031
	NAME:


	AGE & D.O.B:

	
	HOSPITAL / NHS NO:

	ADDRESS:



	DATE OF REFERRAL:

DATE OF ASSESSMENT VISIT:

DATE OF ADMISSION:
	
	Sign&print name:

	
	
	Sign&print name:

	
	
	Sign&print name:

	REFERRING WARD:      
TELEPHONE NUMBER ……………………………….

DIAGNOSIS ON ADMISSION



	REFERRING CONSULTANT:

If out of borough  Hosp referral –  ie WX or RLH - please send medical summary from Consultant.  PHYSIO & OT assessment

	REASON FOR REFERRAL TO CAZAUBON UNIT:



	REHABILITATION GOALS IDENTIFIED:



	PRESENTING DIAGNOSIS:

	PREVIOUS MEDICAL HISTORY:



	MEDICATION:



	ANY ALLERGIES?



	IS PATIENT AWARE OF REFERRAL AND HAS CONSENTED?



	ADMISSION CRITERIA CHECKLIST: (please Tick ()

                                                                                                            

 YES   NO

	Patient is over 65?
	 (
	 (

	Patient is Newham Resident?
	 (
	 (

	Plan is for discharge home?
	 (
	 (

	Are there any concerns about patient returning home?

	 (
	 (

	Patient is medically fit/stable?
If out of borough  Hosp referral –  ie WX or RLH - please send medical summary from Consultant.  PHYSIO & OT assessment

	 (
	  (

	Patient requires isolation due to ? MRSA positive or C-diffle toxins

WHEN DID THE CLIENT HAVE DIARRHOEA   DATE………………….

Patient had diarrhoea since admission  = yes = has a specimen sent to lab 

Name of person who gave this info ……………………………………………….
	 (
	  (

	Medical investigations completed?

(If medical investigations pending in next week, book review appointment : Date                              )
	(
	(

	Is pain well controlled?

(If pain poorly controlled, book review appointment: 

Date                              ) 
	 (
	 (

	Drug chart included?
	 (
	  (

	Has patient received Cazaubon Information Leaflet?
	 (
	 (

	Do patient/family understand admission is 2-6 weeks only?
	 (
	 (

	Continence status
	  

	Current mobility including 

any physio input
	 

	Previous Mobility
	

	Current Transfers


	 

	Previous Transfers
	  

	Previous functional ability

Including any OT input
	

	Current assistance required 

in washing & dressing
	

	Details of any memory difficulties


	Able to follow instructions & learn new information?
	YES 

(
	NO

 (

	Is the patient awaiting residential unit        yes or no
What does patient want to achieve from admission to Cazaubon Unit?


	Patient willing to participate in rehabilitation and consents to transfer to Cazaubon?
	YES 

(
	NO 

(


REFERRAL ACCEPTED / DECLINED / Review Assessment Required?






Date of Review:
IF BED NOT AVAILABLE, DATE PLACED ON WAITING LIST:

OUTCOME OF ASSESSMENT DOCUMENTED IN MEDICAL NOTES?
OUTCOME OF ASSESSMENT FED BACK TO STAFF (Name)?

Name of assessor:





Signature:

Designation:







Date & time:
PLEASE DO A OVERVIEW OF THE PATIENTS PROBLEMS.
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