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Referral Date:                                    .

Patient’s Details

	Housebound?
	☐ Yes ☐ No (Housebound = Patient is CLINICALLY REQUIRED to stay at home either permanently or temporarily, and so must be visited)

	Title:
	                           
	First Name:
	Legal Name + Preferred Name (if Relevant)

	NHS Number:
	Or State N/A
	Last Name:
	                                     

	Date of Birth:
	                             
	Gender:
	                              , 
Tick if current gender differs from birth gender ☐

	Patient’s Phone Number:
	                             
	Ethnicity:
	                             

	Home Address:
	                             
	Can Someone Answer the Phone?
	☐ Yes ☐ No

	Current Location:
	☐ Home
☐ Hospital, 
Specify Which Hospital & Ward ☐ Other (Specify)
	Next of Kin (Name, Phone, Relationship):
	,

	Can Someone Open the Door?
	☐ Yes ☐ No, but state mitigations, if known
	Patient Consented?
	☐ Yes ☐ No

	Key Safe Code (If Known):
	                             
	Interpreter Required:
	☐ Yes, for language ☐ No

	Smoking Status:
	☐ Never Smoked ☐ Previously Smoked ☐ Current Smoker ☐ Current Vaper



Pathway(s) Requested 
* Housebound-only services, i.e. patients must be clinically necessary to stay home

	☐ District Nursing* 
☐ Community Rehabilitation (Physio/OT)* 
☐ Community Rehabilitation (Speech)*
☐ Neurological & Stroke Service (Physio/OT/Speech/Psychology) 
☐ Heart Failure 
☐ COPD 
☐ Home Oxygen 
☐ Complex Care (Frailty) Service 
☐ Nutrition and Dietetic Service 
	CLINICS
☐ Catheter Clinic 
☐ Falls Clinic (Physiotherapy Led) 
☐ Smoking Cessation 
☐ Neuro Active Classes 
☐ Pulmonary Rehabilitation Classes 
☐ Diagnostic Spirometry 







Urgency & Exclusion Criteria

For the Urgent Community Response (UCR) admission avoidance pathway, please call 020 7685 6966 to refer directly

	DISTRICT NURSING (CICH) Urgency Suggested
	Key Exclusion Criteria

	
	☐ 2 Hrs, with ☐ MAR chart attached
e.g urgent care, palliative pain control
	
	For all services, please consider:
· If there is a healthcare need, or the patient is better seen by social services 
· We do NOT cover practice nurse absences (sickness, vacation, vacancies)

See this link for additional information on the services and complete service inclusion/exclusion criteria (filter for Camden to see full list of services):  https://www.cnwl.nhs.uk/services/community-services

	
	☐ 4 Hrs, with ☐ MAR chart attached
e.g end-of-life, insulin administration, urgent catheter change
	· 

	
	☐ 24 Hrs, excl. bank holidays + weekends
e.g. highly exuding wounds, pressure ulcer management, post-op
	· 

	
	☐ 48 Hrs, excl. bank holidays
e.g. routine dressings, nursing care, bladder and bowel care
	· 

	
	☐ 5-10 Days
e.g continence assessment, flu immunisation
	· 




Reason for Referral
The more relevant upfront detail provided, the quicker and better we can assist patients, minimising back-and-forth. 
	Is Patient at Risk of Immediate Hospital Admission?
	☐ Yes ☐ No 

	Is Patient In Need of Immediate Medical or Therapy Input?
	☐ Yes ☐ No 



	Presenting Problems
Include baseline and recent changes related to presenting problem.
	                                                                                                                                                          









	Expected Clinical Outcome and/or Patient’s Goals to be Achieved Within Treatment Period
	                                                                                                                                                          









	Anything Else to Know?
	                 
                                                                                                                                         





	Does the Patient Have a Neurologic Condition? (if yes, provide summary above):
If current presenting problem is directly related, refer to Camden Neurology & Stroke Service
	☐ Yes ☐ No

	Is Primary Reason for Referral Equipment for Home Independence? 
If yes, refer to Social Care 
	☐ Yes ☐ No



Referrer’s Details

	Role:
	☐ GP practice Specify Practice   
☐ Hospital ☐ Patient (Service User) 
☐ Carer/Family ☐ Social Care ☐ Palliative Care CNS
	Name:
	                           

	Phone Number:
	                             
	Email:
	                           



GP’s Details

	GP’s Name:
	                             
	Practice:
	                             

	GP’s Phone Number:
	                             
	
	




Contact Details of Relevant Other Services Involved
e.g. Social Care, Hospital Consultants, Carers, etc.


	Name
	Role
	Organisation
	Phone Number
	Email

	Full Name
	e.g.”Oncology Consultant”
	e.g.”X Hospital (Trust)”
	Direct Dial Preferable
	Direct Email Preferable

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Hospital Discharge Information (If Recently In Hospital)

	Discharge Date:
	                             
	Hospital Discharged From:
	                             

	Discharge Summary Attached to Email?
	☐ Yes ☐ No
	Contact Number:
	                             



Falls (If Relevant)
	Number of known falls in the last 6 months?
When & where was the patient's last fall?
Falls have been medically investigated? (if yes, provide details below)
Does patient require doctor-led falls clinic? (if yes, refer to relevant hospital’s clinic)
	.                               .
.                               . 
 ☐ Yes ☐ No 
 ☐ Yes ☐ No



	Anything Else Falls-Related We Should Know (e.g. medications, potential hypertension, acute conditions etc.):






Catheter (If Relevant)
	Catheter Passport Attached:
	☐ Yes ☐ No



Medical Background

	Medical History (Relevant)
	Advanced dementia

	Current Medications
	                                                                                                                                                          





	Ongoing Investigations (Relevant)
	None – not for hospital admission

	Anything Else to Know?
	                                                                                                                                                          





Known Allergies: No known.
	Medical Summary Attached:
	☐ Yes ☐ No

	Relevant Correspondence Attached:
	☐ Yes ☐ No ☐ None Relevant


Needs & Risks Known

	Are there other people/pets living in the home that could cause a risk?   
Are there any known risks associated with the property?                                     
Areas around the property have adequate lighting & clear/safe access?  
Does patient have any infections that pose a risk to others?       
Does patient have any cognitive impairment/formal diagnosis?                 
… history of mental illness/mood swings/facing high levels of stress?
… problems with violence, drug or alcohol abuse?                
	☐ Yes ☐ No 
☐ Yes ☐ No 
☐ Yes ☐ No 
☐ Yes ☐ No 
☐ Yes ☐ No 
☐ Yes ☐ No
☐ Yes ☐ No 

	Anything Else Risk-Related We Should Know (e.g. safeguarding):







ADDITIONAL SECTIONS BELOW FOR HEART FAILURE, COPD, CNSS OR DIETETIC SERVICES ONLY

Heart Failure
	When + where was diagnosis made?
	Organisation, Site, Date                                                  

	Secondary care consultant (current = contacted in the last year)
	Name, Organisation, Site, Phone, Email                     

	Last Echo (with physician notes)?
	Date, Site                                                                          



Chronic Obstructive Pulmonary Disease (COPD)

	When + where was diagnosis made?
	Organisation, Site, Date                                                  

	Secondary care consultant (current)
	Name, Organisation, Site, Phone, Email                     

	Last Spirometry?
	Date, Site                                                                          

	FEV1: (Litres Value)
	Figure                                                                               

	FEV1: (% Predicted)
	Figure                                                                               

	FVC: (litres Value)
	Figure                                                                               

	FVC (% Predicted)
	Figure                                                                               

	FEV1/FVC Ratio
	Figure                                                                               



Camden Neurological and Stroke Service (CNSS)

	Secondary care consultant (current)
	Name, Organisation, Site, Phone, Email                     


Most Recent Neurology Clinic Letter Attached ☐ Yes ☐ No 
Pathways Suggested: ☐ Physiotherapy ☐ Occupational Therapy ☐ Speech Therapy ☐ Psychology

Nutrition and Dietetic Service

	Current weight (within the last week)
	Figure                                                                               

	Whether weight is measured / reported / estimated
	Measured / Reported / Estimated

	Date of current weight
	Date


	Current height
	Figure                                                                               

	Whether height is measured / reported / historic records / estimated
	Measured / Reported / Historic Records / Estimated

	Body Mass Index (BMI) 
	Figure                                                                               

	Weight history over the last 3 – 6 months (measured / reported / historic records)
	Provide Detail


	MUST score 
	Figure                                                                               





We really appreciate thorough but concise completion of this form, to the extent possible. 
It helps our clinicians to help the patients quickly; by avoiding searching/chasing for information.

NB: REFERRAL MUST BE RECEIVED BEFORE 14:00 IF YOU WISH FOR THE PATIENT TO BE SEEN THE NEXT WORKING DAY (UNLESS REFERRING TO COMMUNITY URGENT CARE OR DISTRICT NURSING TWILIGHT SERVICE)
	We really appreciate thorough but concise completion of this form, to the extent possible. 
It helps our clinicians to help the patients quickly; by avoiding searching/chasing for information.
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