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COMMUNITY SERVICES REFERRAL
(e-Referral should be used where available)

Referrals to be emailed to: access@ecchcic.nhs.uk 
Tel: 01493 809 977

	Patient Details

	
	

	D Number: 
	NHS Number: 

	Patient Name: 

	Address: 

	DOB: 
	Tel No: 

	GP: 
	Consultant: 

	NB: For Neurology nurse referrals, patient must have a confirmed diagnosis by a Neurologist
	Neurologist:
	     

	
	Hospital:
	     


	Please indicate which service is required :

	 FORMCHECKBOX 

	Musculoskeletal Outpatient Physiotherapy
	 FORMCHECKBOX 


	Integrated Community Neurology: 
 FORMCHECKBOX 
 Neurology Physiotherapist 
 FORMCHECKBOX 
 Neurology Occupational Therapist 

 FORMCHECKBOX 
 Neurology Nurse

	 FORMCHECKBOX 

	Orthopaedic Domiciliary Physiotherapy
	
	

	 FORMCHECKBOX 

	Community Physiotherapy (PCH)
	
	

	 FORMCHECKBOX 

	Community Occupational Therapy (PCH)
	
	

	
	
	
	


	If the service user requires an interpreter, please specify language

	     

	Accessible Information Standards

	Does the service user have additional needs related to:
	Please specify below as applicable:

	Vision
	

	Hearing
	

	Speech
	

	Other communication difficulties
	


	Patient Information

	History of Presenting Condition / Diagnosis: 


	Ward: 
Date of Admission:  
Date of Discharge: 
Surgery: 
Findings: 
Weight-bearing status: 

	Patient’s Ongoing Symptoms/Difficulties: 


	Current Level of Mobility/Function: 


	Previous Level of Mobility/Function: 

	

	Patient’s Goals / Therapy Goals: 


	Previous Medical History: 


	Drug History: 

	 

	Social History: 

	

	Can this patient attend clinic?
	 FORMCHECKBOX 
 Yes / No 
	Home visit required?
	Yes / No  FORMCHECKBOX 


	Initial contact may be sooner if patient can attend clinic
	Please note initial contact may take longer

	Attending Team:
	 Single  /  Double    FORMCHECKBOX 


	Any known risks?

	

	Any reason why the patient cannot participate in a group / class?

	


	Urgency:
	
	Routine
	 FORMCHECKBOX 
 
	Urgent

	A final decision on urgency will be made by the triage coordinator, considering the information provided on this form. This is also dependent on individual service specifications.

	Name of Referrer: 
	
	Date of Referral: 
	

	Signature of Referrer: 
	

	Designation:
	

	Organisation:
	

	Contact number:
	


	Please note – it is essential that all sections of this referral form are completed in full. Incomplete referrals will NOT be accepted and will be returned to sender.
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