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CONTACT ASSESSMENT / REFERRAL FORM

	Is this form being used as a Section 2 Notification?           YES / NO    (circle as appropriate)

	Hospital:
	Ward:
	Ward 

Tel No:
	Date of

Admission:

	Current Location of Patient / Service User:

……………………………………………………..

……………………………………………………..

……………………………………………………..

Relevant Telephone Number(s):

……………………………………………………..


	Consent given to referral?                       YES / NO




            (circle as appropriate)

Informed consent given to share

information with all agencies, as
     YES / NO
required to provide care?

(circle as appropriate)

If no, state with whom information must not be shared:

· …………………………………………………………

· ………………………………………………………

	Patient / Service User Details

Surname:  …………………………….  Title: ……...

Forename:  …………………………………………………...

Address: …………………………………………….

……………………………………………………..

Post Code: ..………………………………………..

DoB:  ………………………………  Age:  ……..

Tel Nos.  …………………………………………

               …………………………………………


	NHS Number :

	
	Gender:                                M  /  F  (circle as appropriate)

	
	Known Allergies:

	
	Religion:

	
	Ethnicity:

	
	Language:

	
	Interpreter Required? 
     YES / NO   (circle as appropriate)

	
	Current or past occupation:

………………………………………………………………



	Lives alone?   
YES / NO   (circle as appropriate)      If no, lives with ……………………………………………………………

Accommodation, specify type: eg. house, bungalow, etc.  ……………………………………………………

*Owner occupied / rented                 * Nursing Home / Residential Home / Sheltered Accommodation


Access and any risk issues identified?   *YES / NO (see back page)                      (*circle as appropriate)



	
	Relationship
	Name
	Address
	Contact No.

	Next of Kin
	
	
	
	

	Next of Kin
	
	
	
	

	Main Carer
	
	
	
	

	Other Contact
	
	
	
	

	Please use table below to identify formal involvement (referrer and / or other professionals)



	
	Name (print)
	Address / Location
	Contact No.

	Referrer
	
	
	

	General Practitioner
	
	
	

	Print Name:
	Designation:

	Signature:
	Date:




Time:
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	Patient Name:
	Location:
	NHS number:


NOTE:  ALL SECTIONS MUST BE COMPLETED

	Reason for referral / presenting problems / diagnosis:

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….



	Potential solutions identified by the patient / service user / carer (in their own words)

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….



	Is there a Care Package in place? Please give details:
………………………………………………………………………………………………………………………..

Attendance at Day Centre, please give details:

…………………………………………………………………………………………………………………………



	Previous relevant medical history / essential clinical information / medication, etc.

Specify hospital attendance and/or admission in the past 12 months

(Additional documents can been added if necessary)

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….



	The nature, significance and length of time the problem has been experienced (include any recent life events or changes relevant to the problem)

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….



	Initial Assessment:  include any other important information, including communication difficulties

……………………………………………………………………………………………………………………….



	Potential Risk Issues before Initial Contact

	Is there any information about the person, relatives or their home environment that staff should be aware of to ensure their safety?  PLEASE STATE CLEARLY

……………………………………………………………………………………………………………………….



	Checklist completed for NHS Continuing Care:   Yes / No

If applicable, date referral for full consideration for Continuing Healthcare: …………………………..

	Print Name:
	Designation:

	Signature:
	Date:




Time:


3

