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Referral Form


Inpatient Services 
Neurorehabilitation and Neuropsychiatry
Any individual with acquired brain injury or other neurological condition, who has the potential to benefit from assessment and/or rehabilitation, can be referred to the service. This can be done by any health or social care professional.  We offer various streams of intervention including, Neurobehavioural, Neuropsychiatry, Neurorehabilitation, minimally conscious and cognitive assessments.  In light of the above information, if you still feel your patient is appropriate for our service then please continue.
In order to process your referral without delay, please provide us with the patient’s demographics and answer the following questions.  This will aid us in directing your referral to the most appropriate service. 

	Patient Details

	Title
	
	Patient NHS No.
	

	Forename (s)
	
	Patient ID No. (if known)         
	

	Surname
	
	Date of Birth         
	

	Ethnicity
	
	Gender
	

	Home Address:
Street name & number

Town or City

County

Country

Postcode
	

	Is the above your usual resident address? 
	Yes          No

If no please provide usual address: 



	Current location of patient:
	Other (please specify)


	Hospital Details if applicable:
Hospital name

Ward number / name

Telephone number
	


	GP Details:
GP not known

GP name

Surgery address

Telephone number
	

	Details of next of Kin:
           Name

           Address

Tel No
	

	Patients Occupation and employment status: 
	

	Social Worker:
          Name

          Contact number/email
	

	Referrers Details

	Title
	
	Job Title
	

	Forename (s)
	
	Telephone/Pager
	

	Surname
	
	NHS.NET Email
	

	Location (Hospital, GP surgery etc)
	
	Consultant (if applicable)
	

	Therapy Team
	Names: (PT, OT, SLT, Psychology)


	Contact Numbers:




	Patient Condition

	What is/are the patient’s diagnosis and dates? 
	

	What is the main reason for referral/current problems?
	

	What are the patient’s goals for admission?
	

	Is the patient medically stable?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
               
	Comments:

	Is the patient’s behaviour currently difficult to manage?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Is the patient displaying any of the following conditions:

(Note: If yes then Ward 1/2, if No Ward 3/4)
	Agitation                           Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

Wandering                        Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

Physical aggression         Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

Verbal aggression            Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
      

	Is the patient at risk of harm to self or others?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Is the patient on anti-psychotic or sedative medication?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Which nearest describes the patients status?
	Alert and Orientated  FORMCHECKBOX 
     
In Prolonged Disorder Of Consciousness  FORMCHECKBOX 
  

	Has patients’ consent been given for referral?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
        
Lacks Capacity   FORMCHECKBOX 


	Is the patient independently mobile?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Does the patient have pressure sores?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Is the patient PEG or NG Fed?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
         
Neither   FORMCHECKBOX 


	Does the patient have a catheter?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Does the patient have a tracheostomy?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Does the patient require constant supervision?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Does the patient have a history of drug/alcohol abuse?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Does the patient require a translator?
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Is there an identified discharge plan/destination? 
	Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
     
	

	Further information:

	Referral Letter attached?  Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

If no please give further information below:
Contact details 

Walkergate Park 

Single Point of Access 
Walkergate Park

Benfield Road

Newcastle upon Tyne

NE6 4QD

Tel: 0191 287 5101 (Direct Line)

Email: SPAWalkergatePark@cntw.nhs.uk
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Neurological Services


Walkergate Park, 


Benfield Road, 


Newcastle upon Tyne, 


NE6 4QD


Tel: (0191) 2875101


Fax: (0191) 2875098
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