	Patient Name:


	 Date of birth:                        
	    NHS Number:
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Community Integrated Neurology and Stroke Service to (CINSS) Referral Form
Please ensure that you complete ALL SECTIONS to avoid delay and ensure the patient is correctly triaged. 
If a section is not applicable please mark N/A rather than leaving it blank.
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Referrer Information
Name:                                                                                        Profession:             

Referring Service:                                                                    Direct contact no:
Patient aware of and consented to referral:  Yes          No 




	Patients Name:

NHS Number:

Date of Birth:

Main spoken language:
Communication difficulties? / Interpreter required?
Weight:                         Height:

	Patients home address:

Preferred telephone number:



	
	Next of Kin name:

Relationship: 
NOK Contact number:

	G.P. name:
Surgery:

Tel. number: 

	Consultant:
Specialist nurse:
Other health and social care professionals:
CHC status:


	Access details: Key safe?  Yes
No            Key safe number:……………………………………………..
Lives alone?
Yes
   No





	Diagnosis:                                                                                         Date of onset:
Date of dc from hospital/other service:
Medical History including physical, mental health, alcohol and substance misuse: 
Reason/s for referral: 


	Patient Goals:


	Can this patient attend an outpatient clinic? ( without hospital transport) Yes         No            



	Current
	Baseline if applicable

	Mobility

	
	

	Transfers


	
	

	Stairs

	
	

	Personal ADL

	
	

	Domestic ADL

	
	

	Cognition / perception
	
	

	Communication


	
	

	Eating/Drinking 

	
	

	Mood


	
	

	Behaviour


	
	



	What equipment does the patient currently have in property? (please also state if you will be ordering any further equipment):



	Please add any additional relevant information/environmental or patient related risks to visiting therapist:



Please can you advise your patient that they will receive confirmation of acceptance of this referral via letter with a point of contact should their needs change or if they require further information.
	All referrals fax to SPA on 0116 2958786 
or email lptchs.spa@nhs.net
Or via e-referral with referral form completed and attached in record and attachments
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