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COMMUNITY NEUROLOGICAL REHABILITATION SERVICE 
REFERRAL FORM

Unfortunately, we are unable to accept incomplete, inaccurate or illegible referrals, these will be returned.

Please note we are not a rapid response service and must not be considered when preparing a discharge plan from hospital.  It should also be noted that we provide goal related episodes of care.
Does the patient

· have a Leeds GP?









    Yes□ No□
(out of area referrals to the inpatient service and outpatient clinics at the Community Neurological Rehabilitation Centre will be accepted)
· have a neurological condition?                                             


    Yes□ No□
· need co-ordinated multidisciplinary rehabilitation from two or more disciplines?  Yes□ No□          

· have specialist rehabilitation needs that are not being met or able to be met by other

existing services?                                                                             


    Yes□ No□
· have involvement with or has been referred to any other service? 


    Yes□ No□
If so, please give details:



· do you consider this referral to be a high priority? 




    Yes□ No□
If yes, please explain why:  

· Does the person have capacity to consent to you referring them? (e.g. do they         Yes□ No□
understand that you are referring them, and know why you are doing so)
   If YES, please. Does the person consent to this referral?



   Yes□ No□
   If NO, Please confirm that you are referring the person in their best interests because you   

   have a reasonable belief that they lack capacity to consent to this referral, please add in supporting information
    (see Mental Capacity Act 2005 Code of Practice, Chapter 5)

Referrals not appropriate for our service;

If referring for the reasons below contact the relevant service
	Reason for referral
	Appropriate service and contact details

	Speech and Swallowing 
(There is no Speech and Language Therapy within CNRS)
	Refer to Speech and Swallowing Team : 

Woodhouse Health Centre Cambridge Road, Leeds LS6 2SF 

	Physiotherapy ONLY
	Appropriate Integrated Neighbourhood Team or 
Neuro Outpatients Physiotherapy, Chapel Allerton Hospital, Tel.: 0113 392 4523

	Occupational Therapy ONLY
	Appropriate Integrated Neighbourhood Team

	Psychology  ONLY 
	Dept of Clinical Psychology, St James’s University Hospital, Tel.: 0113 206 5897

	Dietetics ONLY
	Adult Nutrition & Dietetics, Parkside Community Health Centre, 311 Dewsbury Road, Leeds, LS11 5LQ   Tel.: 0113 843 0890

	Nurse ONLY
	Appropriate Integrated Neighbourhood Team

	Equipment and adaptations ONLY and home care support
	Adult Social Care, Disability Services Team, Tel.: 0113 222 4401


Patient Details
	Surname:
	Title:              Mr□  Mrs□  Ms□  Miss□

	Forename(s):
	NHS No:

	Address:

Postcode:
	Date of birth:

	
	Next of kin:

Relationship:

Telephone No:

	Telephone Number:
	


GP Details

	Name:
	Address:

Postcode: 

	Tel No: 


	


Referrer Details

	Name:
	Address:

Postcode:

	Job Title:
	

	Telephone No:
	

	Is this a self-referral?         Yes □ No □
	Date of referral:

	Signature: 




Medical History
	Diagnoses (neurological and others, including date of onset):

	Current medication:

	Past medical history:


	Previous rehabilitation history:

	Has the patient had a recent hospital stay?                                                             Yes □ No □
Hospital/Ward:                                                                     Date of discharge:

Consultant:

	Interpreter required?                                  Yes □ No □         Language: 

Communication Problems                         Yes □ No □         
Comments:

   

	Is the patient able to travel to a clinic appointment?                                          Yes □ No □
Comments:


	Is the patient in receipt of Continuing Health Care funding?      Yes □ No □  Don’t know □


	Are there any potential risks for a home visit or any issues to highlight before we arrange an initial assessment? 



Rehabilitation Requirements
	Support required from Community Neurological Rehabilitation Service
(please tick all that apply:)




	Neuro Occupational Therapist  □
	Neuro Dietitian             □
	Neuro Nursing                       □

	Neuro Physiotherapist               □
	Neuro Psychology        □
	Neuro Rehab Consultant       □


	Please state patient’s goals and requirements for rehabilitation



	
	GOAL

	Behavioural

	

	Carer Strain

	

	Cognitive Function

	

	Continence


	

	Domestic Activities

	

	Emotional

	

	Medical Issues 

	

	Mobility/transfers


	

	Nutrition


	

	Personal Care 

	

	Postural Management 


	

	Skin Integrity


	

	Social Activities

	

	Spasticity


	

	Vocational/ Educational Activities

	

	Other/Additional Information 
	

	Please use this section for any additional information, including any carer issues.



Please circle most appropriate ethnic group

	(A) White British
	(G) Mixed any other
	(N) Black or black British African

	(B) White Irish
	(H) Indian or British Indian
	(P) Black any other

	(C) White Other
	(J) Pakistani or British Pakistani
	(R) Chinese

	(D) Mixed white and black Caribbean
	(K) Bangladeshi or British Bangladeshi
	(S) Any other ethnic group

	(E) Mixed white and black African
	(L) Asian British/ Asian any other
	

	(F) Mixed white and Asian
	(M) Black or black British Caribbean
	


Please return referral and copies of relevant discharge summaries/clinic letters etc. to:

Community Neurological Rehabilitation Service
St Mary’s Hospital, Green Hill Road, Leeds LS12 3QE
Tel: 0113 855 5082      Fax: 0113 855 5081     Email: communityneurologyservices@nhs.net
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