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	Referral for Wheelchair Assessment
At Re-Enablement Services Centre (RSC)



Please note – Referral does not guarantee provision 

	Criteria for Assessment 
 For complete details, please see full eligibility criteria

	Manual Wheelchair
	Patient has limited walking ability and a long-term disability or illness, which is likely to be in excess of 6 months. The NHS will only supply a wheelchair if it is required a minimum of 4 times per week.

	Powered Wheelchair
	Patient must be permanently unable to walk, or unable to functionally propel a wheelchair in their home. The NHS does not supply powered wheelchairs for outdoor use only.

	Temporary / Short term use
	NHS does not supply wheelchairs for temporary or short-term use.

	Care, Residential, and Nursing Homes
	NHS does not supply transit wheelchairs for indoor use only in care, residential, or nursing homes. Patient must be leaving the care home site a minimum of 4 times per week.



Please be advised that all non-urgent patients will be sent a pre-screening questionnaire via email or post. It is essential that this is completed and returned therefore please ensure contact information is up to date to avoid delay. 

Please complete all sections in BLOCK CAPITALS and ensure boxes marked with * are completed to avoid delay in processing the referral and provision of equipment



	Patient Details

	Surname:
	     
	Address:
	     

	Forename:
	     
	
	

	Date of Birth:
	     
	
	

	NHS Number:
	     
	
	

	Contact Telephone No.:
	     
	Postcode:
	     

	Accessible Information Standards

	Please specify below if the patient has additional needs related to:

	Vision
	     
	Speech
	     

	Hearing
	     
	Other communication difficulties
	     

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

	☐
	Interpreter (specify language)
	     
	☐
	Lip speaker      
	☐
	BSL interpreter

	[bookmark: _Hlk124846116]Referrer Details

	Referrer Name:
	     
	Date of Request:
	     

	Discipline:
	     
	Address:
	     

	Email:
	     
	
	

	GP Details

	Regular GP:
	     
	GP Practice:
	     

	Contact Number:
	     
	Practice Address:
	     

	Email:
	     
	
	

	* Current Medical Diagnosis / Presentation (in brief)

	     

	*Reason for referral – anticipated equipment requirement

	☐  Children’s Push Buggy
	☐  Electrically Powered Indoor Chair (EPIC)

	☐  Manual wheelchair – Attendant Propelled  
	☐  Electrically Powered Indoor & Outdoor Chair (EPIOC)

	☐  Manual wheelchair – Self Propelled
	

	* How often will the wheelchair be used? e.g. daily, 4 times a week, etc.

	     

	* Where will the wheelchair be used most? Please tick one box:		
	
☐   Indoors at home	

	
	☐   At home and outdoors

	
	☐   Outdoors only

	
	

	* How long would the wheelchair be used at one time? Please tick one box:

	☐	More than 3 hours

	☐	Less than 3 hours

	* Mobility 
	

	☐	Unable to walk
	☐	Able to walk independently

	☐	Able to walk short distances unaided indoors
	☐	Able to walk short distances indoors with aid (state aid)

	Comments about sitting posture / balance e.g. Able to sit independently? Can they sit up straight? Unsupported / supported?
Gross Motor Function; Classification for children

     

	[bookmark: _Hlk173840049]* Transfers
	

	☐	Supervision – i.e. verbal prompting
	☐	Help from 1 person

	☐	Independent
	☐	Help from 2 people

	☐	Independent with equipment 
(e.g. slide board, Ross Return, stand aid (please state which)
	☐	Hoisted

	[bookmark: _Hlk173844088]*Falls within the last 6 months. 
Please state how many and reason for falls if known e.g. during transfers, losing balance when walking, legs giving way.  

	☐	Indoors
	☐	Outdoors

	Does the patient have cognitive deficit? (e.g. learning disability, communication problems)

	[bookmark: Text27]     


	Continence

	☐	Continent
	☐	Urinary incontinence

	☐	Catheterised
	☐	Doubly incontinent

	Pressure care needs

	Does the patient have a history of a previous pressure sore?
	☐   Yes /   No   ☐
	[bookmark: Text31]If yes – site      


	Does patient have current pressure sore?
	☐   Yes /   No   ☐
	If yes – site      


	*How much does the patient weigh in kilograms? (essential information)
	Weight *       kg
	*What is the patient’s height? (essential information)
	Height *
      cm

	[bookmark: _Hlk173844139]Existing Wheelchair information (if applicable) 

	[bookmark: Text34]     

	*Are there safeguarding concerns? Please indicate yes or no:          ☐   Yes /   No   ☐

	Other Information (e.g. Details of others to be invited to initial assessment)

	[bookmark: Text35]     

	

	Please return to RSC, Julian Hospital Site, 201 Bowthorpe Road, Norwich NR2 3UD or email to rsc@nchc.nhs.uk
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