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REFERRAL FORM FOR HALTON INTERMEDIATE CARE SERVICES 

RARS

Tel: 0151 511 7645        Fax: 01928 500767


	SURNAME ​​​​​                                                                                                                                        Title:  Mr   Mrs   Miss   other

FORENAMES                                                      

Date of Birth                                                                                                                                        Gender   M    F (Please Circle)   

	NHS no
	CareFirst No

	Lives alone      YES / NO  

If no, with whom (family, children, pets)

	GP:                                                                                                Practice:
	Tel no:


	Has the Person Consented to this Referral         
yes        no
	Capacity Assessment required Yes /No



	Usual Place of Residence (Home)
	 Current Location if Different 

	
	

	
	

	
	

	Post Code
	Post Code

	Tel No
	Tel No

	Next of Kin:
	Main Carer:

	Address
	Address

	
	

	
	

	Post code
	Post code

	Tel no
	Tel no

	Relationship
	Relationship

	Reason for referral:



	Presenting problem and associated diagnosis: 



	Previous medical history including long term conditions, falls, mental health history:



	Known allergies: 

	Additional Information

A list of current medication and GP consultations also required



	Name of referrer:___________________________________Location:___________________________

Date: __________________________________________________________Time:___________________

Contact telephone number
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