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If you are unsure which is the most appropriate Service please refer to the Rehabilitation for Adults & Older People in West Lothian Directory of Services (available on Intranet link for CHCP)

INTRA AHP SERVICES & SERVICES OUTWITH WEST LOTHIAN SHOULD USE THIS FORM TO REFER TO:

· Outreach Occupational Therapy, St.John’s Hospital, Livingston, Tel No:  01506 524133, 

Fax No: 01506 522064 
· Domicilliary Physiotherapy, St.John's Hospital, Livingston, Tel No:  01506 522066, 

Fax No:  01506 522064

· Community Rehabilitation & Brain Injury Service, Ability Centre, Carmondean Centre Road, Livingston, 

Tel No:  01506 774046 / 4047, Fax No:  01506 774049

· Templar Day Hospital, St.John's Hospital, Livingston, Tel No:  01506 523949, Fax No:  01506 523950

· SDRT, Strathbrock Partnership Centre, 189a West Main Street, Broxburn, Tel No:  01506 775651, 

Fax No:  01506 771766

It is not anticipated that referral will be made to more than one Service.

	OUTREACH OCCUPATIONAL THERAPY SJH or                                                        

DOMICILLIARY PHYSIOTHERAPY or   

COMMUNITY REHABILITATION & BRAIN INJURY SERVICE (CRABIS) or

TEMPLAR DAY HOSPITAL or
and / or SDRT

    


Please Tick
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PATIENT / CLIENT DETAILS

	Surname:


	Address:

Post Code:
	Sex:   M / F

Ethnicity:

	First Name:


	
	DOB:

Age:

	Mr / Mrs / Ms / Miss:
	Telephone:


	CHI No:

SWIFT NO:


NEXT OF KIN/OTHER CONTACT:

	Name:                                                            Relationship to Client:



	Address:



	Tel No.




IS THE PERSON AWARE OF THIS REFERRAL

YES / NO

REFERRING AGENT DETAILS:

	Name of Referring Agent:


	Designation of Referring Agent:
	Date of Referral:

	Address:



	Tel No:  




DIAGNOSTIC INFORMATION:

	Diagnosis/Presenting complaint:


	Date of Onset:



	Last Hospital Admission & Discharge Dates If Appropriate:

Name of Hospital(s) / Ward(s):

Details (including surgical intervention and investigations including CT results):


	Past Medical History:



	
	Current Medication:


Any allergies:  Yes / No

Detail:



	Has person had previous rehabilitation for this condition: (if so by whom / when)



	Previous level of function:  




OTHER AGENCIES CURRENTLY INVOLVED:

	Name
	Agency
	Address and Telephone

	
	GP
	

	
	CONSULTANT
	

	
	SOCIAL WORKER
	

	
	COMMUNITY NURSING
	

	
	COMMUNITY O.T
	

	
	
	

	
	
	


CARE PACKAGE DETAILS (inc. home care / day care):

	


ACCOMMODATION DETAILS (incl. access)

	

	Any Concerns about a lone worker visiting this household?
	Yes / No


REASON FOR REFERRAL

	
	TICK
	COMMENTS

	Mobility 
	
	

	Transfers
	
	

	ADL’s Personal
	
	

	ADL’s Domestic
	
	

	Weight Change
	
	

	Eating 
	
	

	Swallow
	
	

	Communication
	
	

	Spasticity / Tone
	
	

	Need for Splints
	
	

	Employment / Leisure
	
	

	Housing / Environment
	
	

	Pain
	
	

	Continence
	
	

	Psychological / Emotional
	
	

	Carer Stress
	
	

	Cognition
	
	

	Medication Review
	
	

	Other
	
	


ANY OTHER RELEVANT INFORMATION

	

	Are there any spiritual, religious, or cultural matters relevant to the provision of Service?:-  

Yes / No

Detail:




REHABILITATION GOALS / AIMS OF TREATMENT

	


	CRABI  REFERRALS ONLY – DISCIPLINES REQUIRED

(PLEASE TICK – FOR STROKE UNIT USE ONLY)


PT                              SLT


OT                              PSYCHOLOGY




	For Office Use Only:




                  Community Health and Care Partnership





West Lothian
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