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The Colman Centre for Specialist Rehabilitation Services - Neurological Outpatient Service
	Outpatient Referral Form 

	Surname
	
	Address

	Forename
	
	

	Date of birth
	
	

	NHS no. 
	
	Telephone no. 
	

	GP
	

	Next of kin
	
	Next of kin tel. no. 
	

	Relationship to patient 
	

	Date of referral
	

	Referrer contact

details
	Name:
	Profession:

	
	
	

	
	Address
	Telephone number

	
	

	Current Medical
Condition/Diagnosis


	
	Date of onset

	
	
	

	Past medical history
	

	Consent to referral

	If the patient aware of this referral?
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	Has this patient consented to the referral?                                               
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	Has the patient consented to CCSRS seeking additional information relevant to their health and social care needs eg. GP, Social Worker in order to appropriately triage the referral?                                                                                                                 
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	If not, does this patient have capacity to consent to this referral?      
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	Has a decision been made that the referral is in their best interests?      
	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	1st Language:                                                  
	
	2nd Language:
	

	Reason for referral/ what is the aim of referral? (We are not a rapid response service, patients will be triaged and added to the appropriate waiting list)

	

	

	Patient’s goals which may for example be related to:  Physical/mobility, Communication, Cognitive, vocation/education

	

	

	

	

	

	

	Risk issues

	Are there any particular risk(s) we need to be aware of when dealing with this patient and members of the household in the community?  (e.g. suicide, history of aggression, impulse control, drug/alcohol abuse, safeguarding issues, other):            
	 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No

Please specify: ______________________
___________________________________
___________________________________



	Social and Work Situation E.g. Lives Alone 
	Carers required   

Care frequency (number of daily visits)                

PA                         
Patient lives alone                                            

Patient lives with partner/spouse                      

Patient has dependents e.g. children               
                                       e.g. elderly relative    

	 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No     

 FORMCHECKBOX 
  
 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No     

 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No    

 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No  

 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No       

 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No      

	Any accommodation needs
	 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
   No      

Please give details:______________________________________________________

_____________________________________________________________________

_____________________________________________________________________

	Other agencies involved or referred to at discharge (include contact name and telephone number) 
	Other agencies involved
	Name and Contact Details

	
	
	

	Consultant(s)

Involved 


	

	Any questions, please refer to Medical Secretaries on 01603 255773 or 255772

	Please email this form to: CCSRSmedicalsecretaries@nchc.nhs.uk 

OR alternatively post to:
Consultants in Rehabilitation, Caroline House, Colman Hospital, Unthank Road, Norwich, Norfolk, NR2 2PJ 


Page 2 of 2                      CCSRS/outpatients/documentationandprocesses/outpatientreferralformV.4.2019

