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                                                                                  ASHBY WARD 

REHABILITATION MEDICINE SERVICE 

LINCOLN COUNTY HOSPITAL 

LINCOLN  LN2 5QY

TELEPHONE:  01522 572380   

REFERRAL FOR ADMISSION FOR REHABILITATION /ASSESSMENT


WARD/HOSPITAL:





REFERRED BY:

CONSULTANT:





CONTACT NO:


DIAGNOSIS:   Brief Clinical History

SIGNIFICANT CLINICAL INFORMATION:

GCS    Lowest






GCS   Present

TRACHEOSTOMY?





TEMP/PERM.

RESPIRATION:

HAS THE PATIENT HAD ANY SEIZURES?

If so please give details of type, timing in relation to injury and number 

CT/MRI SCAN FINDINGS: 

MRSA:

TENDENCY TO WANDER/LEAVE WARD?

CURRENT MEDICATION: 

CURRENT FUNCTIONING:  (Please give brief details)

FEEDING AND NUTRITION:
N/G/PEG/ORAL (Modified diet & Fluids) /Oral Normal diet

SKIN INTEGRITY:/PRESSURE SORE

ELIMINATION:

COMMUNICATION:

BEHAVIOURAL/COGNITIVE PROBLEMS:

PERSONAL/SELF CARE:

In case of musculoskeletal injury, please indicate if patient can weight bear

MOBILITY:  (With/without equipment/aids)


SOCIAL HISTORY 

Details of family/carer – please state the main contact person, their relationship to patient and contact number.

DETAILS OF ACCOMMODATION:

OCCUPATION:


DOCTORS SIGNATURE  (CONSULTANT OR GP)

PRINT NAME:



CONTACT NUMBER:



DATE:


PLEASE SEND COMPLETED FORMS TO:

Dr A RASHEED  (NORTH LINCS)



DR V WILLIAMS  (SOUTH LINCS)

Telephone:
01522   573926




Telephone:
01522   573928

Fax:

01522   573599




Fax:

01522   573599
e-mail:  
ulh.rehab.secretaries@nhs.net
INCOMPLETE FORMS WILL BE RETURNED FOR FURTHER DETAILS

IMPORTANT NOTE:
SHOULD YOU MAKE ARRANGEMENTS TO TRANSFER  PATIENTS ELSEWHERE FOLLOWING REFERRAL   PLEASE INFORM ASHBY WARD 

PLEASE SEND HOSPITAL NOTES WHEN PATIENT IS TRANSFERRED

GP NAME:





GP ADDRESS:











TELEPHONE NO:





PATIENT NAME:





ADDRESS:











D.O.B:





NHS. No:








