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	BIRMINGHAM NEURO- REHAB TEAM REFERRAL FORM


	Please check patient meets all criteria below before completing this form. 
NB:  Referrals not meeting the service criteria, or incomplete referrals, will be returned to the referrer.  Transfer summaries/rehab prescriptions/discharge reports are helpful but cannot be accepted in place of a completed referral form.


IF YOU ARE UNCERTAIN ABOUT WHETHER A REFERRAL IS APPROPRIATE,
PLEASE PHONE OUR DUTY THERAPIST BETWEEN
3.00pm-4.30pm (MONDAY TO FRIDAY) TO DISCUSS

REFERRAL CRITERIA CHECKLIST:

Tick if yes
	The patient is registered with a Birmingham GP
	

	The patient requires specialist rehab for a neurological condition
	

	The patient has short term rehab potential with clear functional goals
	

	The patient requires intensive, short term input from two or more disciplines
	

	The patient has had a recent neurological event/relapse
	

	The patient is aware of the referral and is willing and motivated to actively engage in intensive rehab from more than one discipline
	

	The patient is medically stable
	

	In the case of inpatients the patient is due to be discharged from hospital in the next 2 weeks
	

	Patients in a nursing home have functional goals that are achievable in a nursing home environment
	


Patient’s Details
	Surname:
	Title:  Mr/Mrs/Ms/Miss

	Forename(s):
	Date of Birth:

	Address:
	Telephone No:

	
	Next of Kin:

	Postcode:
	Relationship:

	NHS No:
	Telephone No:


Please circle most appropriate ethnic group

	(A)  White British
	(G)  Mixed any Other
	(N)  Black or Black British African

	(B)  White Irish
	(H)  Indian or British Indian
	(P)  Black or Black British any other Black Background

	(C)  White Other
	(J)  Pakistani or British Pakistani
	

	(D)  Mixed White and Black Caribbean
	(K)  Bangladeshi or British Bangladeshi
	(R)  Chinese

	(E)  Mixed White and Black African
	(L)  Asian British/Any Other Asian Background
	(S)  Any other Ethic Group

	(F)  Mixed White and Asian
	(M)  Black or Black British Caribbean
	

	Interpreter required:                   Yes (
 No (

Language:


Medical History:  MUST BE CLEARLY COMPLETED IN FULL
Please attach extra paper if more space required
	Diagnosis:
Date of onset:

Planned discharge date if in hospital:
BNRT SSNAP Team Code:  C425

In the case of Stroke patients, please transfer them to BNRT on your SSNAP web-tool
	Scan/ investigation results:

	
	Alerts/Allergies:

	Past Medical History:

	Current medication:

	Social History:


	Present Functional Status:


	GOALS FOR BNRT: Please state at least one specific, functional and achievable rehab goal, for each discipline that is required:

	OT:


	SLT:

	PT:


	Psychology:

	RISK ASSESSMENT:

As our role involves lone working we require the following information to progress with this referral:
BEHAVIOUR – CLIENT/CARER/OTHERS

YES/NO/NOT KNOWN

PLEASE GIVE DETAILS
History of verbal/physical aggression? (patient/carer/family/friends)                                                                          

 Is there a history of substance misuse?(patient/family/friends)

Is there a history of mental health problems that may cause inappropriate/challenging behaviour? (patient/family/friends)
ENVIRONMENT
YES/NO/NOT KNOWN
PLEASE GIVE DETAILS
Have you carried out a home visit to the patient’s home? 
Are there any concerns regarding geographical location or external access to property? e.g. High crime area; no parking; isolated; high rise; anti-social behaviour
Are there any dangerous pets in the property?
If assault – did it take place at home?                                                    

Are there any health and safety issues? e.g manual handling; cluttered/dirty environment; loose flooring etc. 
MEDICAL/INFECTION CONTROL

YES/NO/NOT KNOWN
PLEASE GIVE DETAILS
Are there any medical or allergy alerts? 

OTHER

YES/NO/NOT KNOWN
PLEASE GIVE DETAILS
Are there any complaints against BCHC,made by the patient/family? 

Have there been any safeguarding/DOLS issues? 
Any other concerns/information?:             



Therapies/Services currently/previously involved:
Please tick and write name of therapist/contact telephone numbers
	Physio (
	SW (

	OT (
	DN (

	SLT (
	HC (

	Psychology (
	Other (

	Have you referred onto any other service?
Yes (

No (
If yes, please state which service:



    Doctor’s Details:
	Please ensure patient is registered to Birmingham GP

Registered GP: ………………………………..
Address:          …………………………………
Postcode:        ………………………………...
Telephone Number:………………………..….
	Consultant Name: …………………………………

Contact Details:…………………………………….
……………………………………………………….
Will the patient remain under their present consultant following referral?

Yes (

No (


    Referrer Details: PLEASE COMPLETE THIS SECTION IN FULL
	Name:
	Profession:

	Address:
	Telephone:

	                                          Postcode:
	Date of referral:

	Email:
	Signature:


Return completed form to:
   

Birmingham Neuro-Rehab Team


Tel:  0121 466 6630 (answerphone)
  

Ward 3, Moseley Hall Hospital



Fax: 0121 466 6631
   

Alcester Road, Moseley
   

Birmingham B13 8JL
Or email to: BCHNT.birminghamneurorehabteam@nhs.net
               Date form received in office: …………
DATA PROTECTION ACT 1998 - Personal data supplied on this form may be held on or verified by reference to information already held on computer.  The Caldicott Report concludes that all items of information that relates to an individual should be treated as potentially capable of identifying a patient to a greater or lesser extent and appropriately protected to safeguard confidentiality.
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