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Please indicate which team is required:

CRT   Community Resource Team    
IRMC   Integrated Referral Management Centre   
	CRT REFERRALS ONLY –

Does the referral require an urgent (within 4 hours) clinical response: (please tick)
[   ] Yes   [   ] No     
SERVICE REQUIRED: (please tick as many as required; if unsure please ring to speak to a member of staff.)

[   ] Rapid health and social care intervention to prevent an avoidable acute hospital admission.

[   ] To prevent or stop a progressive deterioration in a person’s physical condition or level of independence

[   ] To improve independence following hospital discharge

[   ] To reduce dependency on a social care package 

[   ] To prevent premature admission into a long term care home setting 









	REFERRAL DETAILS:
Date of referral: __________________________     Referrer contact details: ____________​​​​​​______________       _
Name of referrer:    _______________________       _________________________________________________
Relationship to client: 


________
Signature: 

_________________________


	CLIENT DETAILS: This referral cannot be accepted without the consent of the client   Consent  yes [ ] no [ ]


Surname:

Forename:

Preferred Name:

NHS Number:
Title:
Date of Birth:
Current address:

Postcode:

Home Telephone:
Mobile:

If in Hospital:
Admission date 
Expected date of discharge
Ward

Consultant

Permanent address (if different):
Postcode:

E-mail:
Indicate preferred contact number*
Does the client live alone?

Yes

No

If No, with whom (e.g. family, carer etc.)

Does the client have equipment/alarm to help them get help in an emergency?

Any services being received by the client at present?
Religion:

Ethnic Group:

Occupation:

Sex:

Male

Female

Other

Marital Status:

Married

Single 

Widowed

Divorced
First Language:

Interpreter required:

Yes

No

Preferred Language:

Method of Communication:

Speech 

Sign

Other

GP Surgery Name:

GP Surgery Address:

Telephone:

Fax:

Is GP aware of referral:
Yes
No


	Reason for referral (e.g. History of present condition, any surgery, post op regimen, weight bearing status, recent life events)

Any cognitive or mental health problems?
Past Medical History/Known Allergies                           
(If Allergies: Allergy to What / Type of Reaction / Action Needed)

Current medication
( Please complete all boxes)                          

Function

Normally (Add any goals)

Present

Physiotherapy

Mobility Distance

Mobility Aid used

Stairs

Social Network and activities

Occupational Therapy 

(any equipment used and level of assistance)
Transfers  Chair                  
                             Bed

                   Toilet

Washing and dressing (any equipment used and level of assistance) 

Meal preparation (eg level of assistance, meals at home needed, help with shopping)
Nursing

Skin integrity (eg pressure areas, broken areas, dressings, pressure relief needed, DNs involvement, etc) 

Continence (eg continence equipment, catheter care, etc)
Medication Issues (eg assistance, prompts, recent changes in medication, insulin, blister pack)
Other (eg SALT, dietician, social issues)
Is client able to manage finances?
Yes
No
CLIENT’S NEXT OF KIN/SIGNIFICANT OTHER:

Name: 
Relationship:
Contact Details:
CLIENT’S MAIN CARER:

Name:
Relationship:

Age:

Gender:

Contact details:

(if different from client)

Does client’s carer have other caring responsibilities?

Is client’s carer a child?

Yes

No


Yes

No

Specify: 
Client lives with:

Spouse

Alone

Relative

Other

(please specify)

Dependents:    

No

Yes 

Specify:
Is the client a Parent/Carer with responsibilities for children/others?

Yes

No

Specify:

Does the client’s condition directly affect the care of children/relatives/others?

Yes

No

Specify:

Accommodation Type:

Rented

Home Owner

Tenure:

House 

Bungalow

Flat

Residential Home

Nursing Home

Sheltered Accommodation
Other

Accommodation Facilities:

Stairs/lift

Number of floors:

Bathroom/toilet :

Upstairs

Downstairs

Shower

Bath

Bed:

Upstairs

Downstairs

Heating:

Coal

Gas

Oil

Other

Aids to independent living: e.g. rails 

Yes

No

If yes, specify:

Are there any environmental or lone work risks which health or social care workers need to be aware of?

Yes

No

If yes, specify: 

Does client have a Care Co-ordinator?

Yes

No

If yes, state contact details



	 


