
	PDRS:
	
	RATS:
	
	Rehab:
	
	OT:
	
	Response Team:
	
	Sensory HI/VI:
	

	Domi P/T:
	
	JES:
	
	Tech:
	
	OTA:
	
	Information Worker:
	
	Support Worker
	

	

	Date of Ref:      
	GP Details: 

	Patient Name:      
	GP Name:      

	D.O.B/CHI:      
	GP Surgery:      

	Swift No:      
	Tel No:      

	Address:      
	Consultant:      

	
	Next of Kin:      
Relationship:      
Contact No:      

	Post Code:      
	

	Telephone No: 


	

	Lives alone

Patient aware of referral

Can patient allow access
	Yes:   FORMCHECKBOX 
     No:   FORMCHECKBOX 
                

Yes:   FORMCHECKBOX 
     No:   FORMCHECKBOX 
           

Yes:   FORMCHECKBOX 
     No:   FORMCHECKBOX 
           
	Referrer Details:  

	Do you consent to your information being shared with other services to assist with delivering a quality support and service’      
Yes:   FORMCHECKBOX 
     No:   FORMCHECKBOX 
           
	Name:      

	
	Designation:      

	If No Keysafe:  FORMCHECKBOX 

	Door Entry:  FORMCHECKBOX 

	Address:      

	Type of housing: Private:  FORMCHECKBOX 
 Tenancy:  FORMCHECKBOX 
  Agency:  FORMCHECKBOX 

	Contact No:      

	

	Hospital Referrals:

1) Ref from A/E       Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 

 (1hr response)

2) Is this a rapid assessment hospital discharge?
(<72hrs since admission)  Yes:  FORMCHECKBOX 

No:  FORMCHECKBOX 



3) Referral from ward         Yes:  FORMCHECKBOX 

No:  FORMCHECKBOX 



Date of admission:      
Date of discharge:      
	All Referrals:
Response Time Requested – 
Urgent:  FORMCHECKBOX 
     High:  FORMCHECKBOX 
       Routine:  FORMCHECKBOX 


Has a SMAT/SSA/SCI referral been completed?

Yes:  FORMCHECKBOX 
 No:  FORMCHECKBOX 



(If so please attach)

	Diagnosis:      


	Reason for Referral:      


	Past medical History/General Information:   


	For office use only:

	Taken By:
	     
	Date:
	     
	Time:
	     

	Method of referral:
	Tel:  FORMCHECKBOX 

	SCI:  FORMCHECKBOX 

	Fax:  FORMCHECKBOX 

	Letter:  FORMCHECKBOX 

	Email:  FORMCHECKBOX 

	Face to face:  FORMCHECKBOX 


	Triaged by:
	     
	Date:
	     
	Time:
	     


	Current care situation:       


	Mobility:
	Assistance Required:
	Comments:

	Does the person Walk:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   

	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   
	      

	Can they walk outdoors:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   
	      


	Can they manage stairs:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
  
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   
	      

	Transfers:
	Independently:
	Needs assistance:
	Type of aid in place:

	Toilet:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
  

	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
    

	      

	Chair:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   

	     

	Bed:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   

	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   

	     

	Bath/Shower:
	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
   

	Yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 
  

	     

	Functional Status: 

	Prepare meals:
	     

	Personal care:
	     

	Swallowing/Communication:

	Communication:
	     

	Swallowing foods and liquids:
	     

	Choking/coughing on foods or liquids:
	     

	Any recent  chest infections:
	     

	Profoundly deaf/wears hearing aids:
	     

	Diet:

	Height:      
	Weight:      
	BMI:      

	Has there been any changes to:
	Appetite:                   

	
	Meal pattern:           

	Has there been unintentional weigh loss in the past 6 months:     Yes:   FORMCHECKBOX 
          No:  FORMCHECKBOX 
  

	If yes, How much:
	     

	Risks Involved:
	No risk:
	2 person visit:
	Other action

	Location:
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	      

	Violence:
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	      

	Substance Abuse
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	      

	Moving and Handling:
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	      

	Outcome:
	

	     

	Referral should be returned to: icrs@inverclyde.gov.uk


	PLEASE ASK THE FOLLOWING BASIC SCREENING QUESTIONS?

	
	Yes
	No

	1. Have you fallen more than once in the last 6 months (NOT the result of a simple accidental slip or trip)? i.e. fell over the cat.


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IF NO, please got to QUESTION 6


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Did you experience a blackout or any dizziness/light headedness/palpitations when you fell?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Have you experienced any difficulties carrying out your usual activities since you fell?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4: Are you worried about falling again?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5: Were you unable to get up from the floor after you fell?

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6: Do you have any unsteadiness on your feet, or have difficulties with your walking or balance?

OR

Has the screener observed any unsteadiness or difficulties with the person walking or balance?


	 FORMCHECKBOX 

	 FORMCHECKBOX 



R       





N       





Integrated SPOA Referral Form


Rehab Teams/ICIL








