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          Spasticity Management Team

Neuro-Rehab Outpatients Department

Walkergate Park

Centre for Neuro-Rehabilitation and Neuropsychiatry

Benfield Road

Newcastle upon Tyne

NE6 4QD

Tel: 0191 287 5100
	Patient Name
	Next of Kin

	*Surname:                  

*Forename:

*D.O.B.                           

*NHS No:

*Address
*Post Code

*Tel. No. 
*Ethnicity
	Surname:

Forename

Tel. No

Address

Relationship:

	*Date of Referral:

*Name of Referrer:
*Profession:
*Address of referrer:

*Tel. No/Bleep of referrer:
	*Interpreter required?        Yes   □     No   □
*Language:_____________________

*Ambulance required?       Yes   □      No   □
*Hoisting required?            Yes   □      No   □
*Patient aware of referral?  Yes  □     No   □

	*GP Details

Name:

Address:

Tel. No.
	Other professionals involved:

Nurse:

Physio: 

OT:

Consultant:






Spasticity Management Service


Referral Form





This information will be triaged therefore please complete the information in full. 


Sections highlighted * must be completed or the referral will be returned and may therefore lead to a delay in the provision of a clinic appointment. Please return the referral form to the address above. 





Email referrals must remain secure and be sent from an organisation on the NHS Digital accredited list, from nhs.net accounts or with password protection.  


Email: � HYPERLINK "mailto:NROutpatientAdmin@cntw.nhs.uk" �NROutpatientAdmin@cntw.nhs.uk� 











*Diagnosis and medical history 





*Presenting Problems (Related to spasticity)





*Current Medication: (please include dosage)

















Is the patient on Warfarin?  Yes (   No (


Any known allergies?           Yes (  No (  Details__________________________________





Any oral anti-spasticity medication or botulinum toxin been tried? Yes (  No (  





Detail dose/response________________________________________________________





*Presence of Aggravating Factors:


Pain                      Yes (  No (  


Pressure Sores     Yes (  No (  


Infection                Yes (  No (  


In-continence        Yes (  No (  


Other (detail)


Please ensure that these are being currently treated





Outcome Measures Used/Assessment Results/Other interventions tried: 








*Reason for Referral: (goals of treatment/identified need)

















Does the patient have spasticity? Yes (  No (  Unsure (








Chairman: Jules Preston MBE

Chief Executive: Gillian Fairfield



