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(Camden Access to Rehabilitation in Intermediate Care)
(Tel) 0203 317 3292/3        (Fax) 0203 317 3270
Incomplete forms will not be accepted 

           Referral will not be accepted without NHS number  (
SECTION 1 – Patient Details

SECTION 2 – Referral Details




SECTION 3 – Medical Information (this section must be completed by the Doctor)


September 2011
SECTION 3 – Medical Information 



Section 4 - MDT Information (any member of the MDT to complete)

Section 5 - Communication


Section 6 – Vision


Section 7 – Eating and Drinking


Section 8 – Continence


Section 9 – Pressure Care


Section 10 – Postural Management


Section 11 – Mobility/Transfers (to be completed by physiotherapist)
	Activity
	Previous Function
	Level on Admission
	Current Function

	Bed Mobility


	
	
	

	Transfer Bed ( ( Chair

Transfer (  ( Toilet
	
	
	

	Walking/Mobilising including aids used
Stairs- if applicable
	
	
	


Names of Physiotherapist:





Telephone:









Bleep:
Section 12 – Activity of Daily Living (to be completed by occupational therapist)
	Activity
	Previous Function
	Level on Admission
	Current Function

	Washing/ Dressing


	
	
	

	Toileting


	
	
	

	Domestic ADL’s

	
	
	



Section 13 – Cognition


Section 14 – Mental Health

Section 15 – Psychosocial

Section 16 – Spouse / Carer / Family / Nok / Support


Section 17 – Learning Disabilities

Section 18 – Any Other Information


Referring ward/Department/centre:

PRINT NAME:




Designation:


Date : .. / .... / ......
Signature of Consultant/Special Registrar of Geriatric/Care of the Elderly Team:
PRINT NAME:





Date : .. / .... / ......

Now fax to 020 33173270. Any queries contact CARIC on 0203 317 3292 / 3
Referral form for In Patient Rehabilitation, St Pancras Hospital 








This form must be completed and signed by relevant members of the MDT


*Incomplete forms will not be accepted*





NHS No:








GP’s Name:








GP’s Address:








Postcode:                                 Borough:   








Tel:                                           Fax:





Patient Name:			Sex: Male/Female              	


                                                                                             


Date of Birth:                                                                               





Patient Address:                                                                 


                                                                                          





Postcode:		             Borough:                                                                                              


Tel:				Fax:


Preferred Language:                                                          


Ethnicity:


Date of Admission:


Date of Surgery (if appropriate)





Names of Doctor and Nurse to contact about this referral:


(Please print) Doctor                                       


Bleep No


                   Nurse   


Ext No			





Hospital Name & Address:








Name of Ward:			Bed number:





Tel:			Fax:





What purpose for admission has the Consultant and the MDT defined?








Can this be achieved within 6 weeks					Yes	   (		No  (					


Has the patient been seen by the Geriatric/Care of the Elderly Team? * 	Yes	   (		No  ( 


*Referral form must be signed by consultant/Specialist Registrar of Geriatric/Care of the Elderly Team








Reason for most recent admission:














Any Infection Control Issues?						Yes  (		No ( 


If yes, explain: __________________________





Past Medical History:








Results of investigations and any outstanding investigations/procedures for further follow up including dates: (E.g is the patient for PEG insertion?)














Current medication (please list)























Does the patient have any allergies? If so please specify				Yes  (		No  (





Most Recent Weight: 								_________________





Is patient medically stable?							Yes  (		No ( 


(If no please define)








CPR  


Has a CPR decision been made?                                                                            Yes  (               No (            


What is the decision? (This will not influence the decision to admit)                       DNAR(    For CPR (                                                                                                                           


Has a CPR decision been discussed with patient/family?				Yes  (		 No ( 


If so who was it discussed with and outcome of discussion





Date of discussion:	…./…./…….


Name (printed):					Designation:			Signature:











What are the rehabilitation goals/disability management issues?


1.





2.





3.


Has the MDT made recommendations on an ultimate discharge destination


from St Pancras?	                                                                                           Yes  (	             No  (	


If Yes, Please specify, if no why not?








Has this been discussed with the patient?					Yes  (		No  (





Is patient in agreement?								Yes  (		No  (





Has this been discussed with the family/carers?					Yes  (		No  (





Are the family/ carers in agreement?						Yes  (		No  (





Could discharge be achieved within 2 weeks					Yes  (		No  (





Comments: 








Has the patient got communication guidelines?					Yes  (		No  (


If yes please enclose the guidelines	





If not please comment on language comprehension expression and speech














Is the patient hearing impaired?							Yes  (		No  (


Strategies use to assist:








Do they use hearing aids?							Yes  (		No  (


(If yes – please ensure these are transferred with the patient)


Please state type, number of aids and ear worn in:











Are they visually impaired?							Yes  (		No  (


If yes, please explain:





Do they have aids- i.e. glasses							Yes  (		No  (


(If yes – please ensure these are transferred with the patient)














Please circle:		Blind registered / partially sighted








Does the patient have swallowing guidelines					Yes  (		No  (


(If yes, please enclose)





Does the patient have a nutrition/hydration regime?				Yes  (		No  (


(If yes please enclose)





Nutritional supplements – type & quantity:








If the patient does have guidelines, please comment on ability to self-feed, any modified foods and fluids, alternative feeding/hydration, supervision/set-up required, nutrition screening score, seating and equipment used.








Is there a presence of incontinence?						Yes  (		No  (





Faecial incontinence?								Yes  (		No  (





Urinary incontinence?								Yes  (		No  (





If a catheter is present – date of last change:  …./…./……





How is the incontinence being managed at present?








Describe pressure needs / condition of skin: ………………………………………………………………………….





Grade of mattress being used:    …..…………………………………………………………………………………...





Site and grade of ulcer/s:        …………………………………………………………………………………………..





*Please remember to send splints/braces with patients


Lying (please comment on positioning, PROM programmes, splints and other devices):








Sitting (please specify current chair/cushion and accessory requirements and how long sitting per day):








Do they have their own wheelchair?						Yes  (		No  (


Type of chair and cushion?  ……………………………………………………………………………………………………………………………..





Has there been a referral to the wheelchair service?				Yes  (		No  (











Previous care package/support:











Environment


Has an assessment of the patient’s home environment been completed?		Yes  (		No  (


(Please include any information/reports including updates on recommendations made)








Names of Occupational Therapist:					Telephone:


									Bleep:




















Has a capacity assessment been undertaken?					Yes  (		No  (


If no, why not?





Has the patient consented to this referral?					Yes  (		No  (


If not, why not, and who has given consent in their place?








Please comment on insight, safety awareness, and ability to follow instructions and retain information:














Has a diagnosis of dementia been given?					Yes  (		No  (


(If yes, please define)








MMSE score:					Date obtained: …./…./……











Are there any current Mental Health needs that require specialist intervention?	Yes  (		No  (


Does the patient display any of the following behaviour?


				-  Verbal aggression				Yes  (		No  (


				-  Physical aggression				Yes  (		No  (


				-  Wandering by night				Yes  (		No  (	


				-  Wondering by day				Yes  (		No  (	


				-  Noisy at night					Yes  (		No  (	


				-  Noisy by day					Yes  (		No  (	


				-  Anxiety					Yes  (		No  (	


				-  Anti-social behaviour				Yes  (		No  (				              


Triggered by:








Has the patient been seen by psychologist/ psychiatrist during this admission	Yes  (		No  (








Please describe the behaviour and how it is managed:








Please comment on mood, motivation, and pre-admission employment:











Are there any adult protection issues?						Yes  (		No  (


(If yes please define)








Please provide NOK details and contacts


Name:





Telephone Number:





Relationship to patient:





Are they actively involved in the rehabilitation programme?


Please describe:

















Does this patient have a known Learning Disability?
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