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	Referral to Adult Epilepsy Specialist Nurse Service

	Referral criteria:

· Confirmed diagnosis of epilepsy

· Over the age of 16

	Patient Details:

	Patient name:
	     
	Date of birth:
	     

	Address:
	     
	NHS number:
	

	
	
	Tel number:
	

	
	
	Mobile number:
	     

	Email address:      
	Preferred contact setting:

	
	 Clinic setting
	 Telephone

	The patient needs an  interpreter  FORMTEXT 

      (specify language)       Lipspeaker      BSL interpreter

	Patient Consent:

	
	In line with GDPR, please confirm that you have spoken to the patient, and or parent / carer, and they have consented to the referral and the sharing of their data with this service

	

	Accessible Information Standards

	Please specify below if the patient and or parent / carer, have additional needs related to:

	
	Patient:
	Parent / Carer:

	Vision
	
	

	Hearing
	
	

	Speech
	
	

	Other communication difficulties
	
	

	The patient, and or parent / carer, requires an:

	
	Interpreter (specify language)
	 FORMTEXT 

     
	
	Lip speaker      
	
	BSL interpreter


	Referrer Details:

	Referrer name:
	     
	Address:
	     

	Discipline:
	     
	
	

	Date of referral:
	     
	
	

	Email address:
	     
	Telephone No:
	     

	

	GP Details:

	GP name:
	     
	Address:       

	Any known lone working risks: 
     

	Reason for Referral: (Please provide list of medication, seizure descriptions and any other health conditions)

     


Please send to:

Central Booking Team, Norwich Central Hub
Norwich Community Hospital

Bowthorpe Road

Norwich, Norfolk NR2 3TU

Phone: 01603 216021 Email: eec.centralbooking@nhs.net
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