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Adult Services Directorate

	PERSONAL INFORMATION

Client Name: ………………………………….  D.O.B.  …………………… NHS No.  …………………………..
Address:  ……………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………….
Tel. No.  ……………………………………………    Mobile No.  ……………………………………….. ………..
N.O.K. Name, Address & Contact No. ……………………………………………………………………………..
……………………………………………………………………………………………………………….……………
Ethnicity:  …………………………………………...         Language:  …………………………………………….

Neurological condition / diagnosis: ……………………………………………………………………………….

……………………………………………………………………………………………………………………………
Living Situation / Carer: …………………………………………………………………………........................
…………………………………………………………………………………………………………………………….
Accommodation Status:  …….…………………………       Working Status:  ………………………………...
G.P. Address & Contact No.  ……………………………………………………………………………………….
…………………………………………………………………………………………………………………………….
Other Agencies Involved & Contact No.  ………………………………………………………………………...
…………………………………………………………………………………………………………………………….
Reason for referral: …………………………………………………………………………………………………
…………………………………………………………………………………………………………………………….

Referred by: ……………………………………………   Signature: ……………………………………………..
Position: ………………………………………………..   Contact No.  ……………………………………….......
Address: ……………………………………………………………………………………………………………….

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

Date of Referral: …………………………….. ……….   Has client consented to this referral Yes / No
                                                                                        If no, are there any capacity issues? Yes / No
Identified Risks (Are there any potential risks when visiting this patient?  Please give details):

……………………………………………………………………………………………………………….………………………………………………………………………………………………………………………………………….
Clinical Information
Diagnosis (relevant dates, investigations, attach information if possible): ……………………………….
……………………………………………………………………………………………………………….…………….………………………………………………………………………………………………….………………………..
……………………………………………………………………………………………………………….……………

Current presentation / recent significant changes (e.g. level of consciousness, physical ability, cognition, mood, behaviour, rehab to date and rehab potential):  

……………………………………………………………………………………………………………….……………………………………………………………………………………………………………….………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………….
Current Medication
Past Medical / Psychiatry History

Any History of Drug / Alcohol Use

Likely discipline:    Occupational Therapy          Physiotherapy          Psychology

Parkinson’s and Neurological Conditions Nursing            (please circle service required)
Additional Information: ………………………………………………………………………………………………
…..……………………………………………………………………………………………………………….……….……..………………………………………………………………………………………………….………………….……..………………………………………………………………………………………….………………………….
Please attach any discharge reports / home visit reports / cognitive assessments. The more comprehensive the information given the more effectively we will be able to process the referral. 


Referral Form for Neurosciences Team


Please complete all sections and return to:


Neurosciences Team, Bridgewater Community Healthcare NHS Trust, First Floor, Orford Jubilee Park, Jubilee Drive, Orford, Warrington, WA2 8HE


Telephone No.  01925 251366 / Fax No.  01925 251569 


Website: � HYPERLINK "http://www.bridgewater.nhs.uk/warrington" �www.bridgewater.nhs.uk/warrington�


Refer to website for inclusion / exclusion criteria
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