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SOMERSET NEUROLOGICAL REHABILITATION CENTRE REFERRAL FORM
*This form should be completed for patients requiring admission to Somerset Neuro Rehab Centre for inpatient specialist neurological rehabilitation. It can also be used to request advice from the consultant in rehabilitation medicine. The form should be completed by all appropriate members of the multidisciplinary team.
Once completed, please attach this form and send it via the E-referral section on our web page. Alternatively it can be emailed directly to: SNRC.E-referrals@SomersetFT.nhs.uk
If you would like to discuss a referral further please contact SNRC on 01823 431953.
	PATIENT DETAILS

	PATIENT NAME:

	
	DATE OF BIRTH:
	

	LOCAL HOSPITAL IDENTIFIER:
	
	NHS NUMBER:
	

	ADDRESS:
	

	REFERRAL INFORMATION

	DATE OF REFERRAL: 
	
	REFERRING DR:
	

	CURRENT CONSULTANT:
	
	HOSPITAL:
	

	WARD:
	
	WARD CONTACT NUMBER:
	

	KEYWORKER / LEAD THERAPIST (if applicable):
	
	CONTACT NUMBER:
	

	REASON FOR REFERRAL (please delete as appropriate):

	Advice 
	

	Transfer to SNRC for inpatient rehabilitation 
	

	Outpatient appointment 
	

	CURRENT ADMISSION DETAILS

	DATE OF ONSET:
	
	DATE OF ADMISSION:
	

	ADMITTED FROM (e.g. ward, hospital / home):
	

	DIAGNOSIS & SUMMARY OF HISTORY:
	

	NEURO SURGICAL INTERVENTION

 (if applicable): 
	

	RELEVANT INVESTIGATIONS 

(e.g. imaging):
	

	DETAILS OF ANY SEIZURE ACTIVITY:
	

	LEVEL OF AROUSAL / RESPONSE:
(Including GCS score)
	

	PAST MEDICAL HISTORY: 
(Including Mental Health history)


	

	SOCIAL HISTORY:

	

	PREVIOUS LEVEL OF FUNCTION:

	

	PACKAGE OF CARE DETAILS: 
(If relevant)

	

	DRIVER? 
	

	OCCUPATION / EDUCATION STATUS:
	

	COGNITIVE / NEUROBEHAVIOURAL STATUS

	COGNITIVE DEFECITS 

(e.g. Memory, Attention, Concentration):
	

	LEVEL OF INSIGHT: 
	

	DOES COGNITION PRESENT A BARRIER TO ENGAGEMENT IN THERAPY?

 (Yes / No / Comments)


	

	CURRENT ORIENTATION
(e.g. Disorientated;

In Post Traumatic Amnesia; Confabulating)
	

	IS THE PATIENT DISPLAYING CAHLLENGING BEHAVIOUR? 

(Yes/ No / Comments)
	

	IS THERE A FUNCTIONAL ELEMENT (OVERLAY) TO THE PRESENTATION?

(Yes/ No / Comments)


	

	IS THERE EVEIDENCE OF ANY MOOD DISORDER?

(Yes/ No / Comments)


	

	ARE THERE ANY SIGNIFICANT PSYCHOLOGICAL STRESSORS?

(Yes/ No / Comments)
	

	IS THE PATIENT EMOTIONALLY LABILE?

(Yes/ No / Comments)


	

	RISK STATUS

	RISK OF DELIBERATE SELF HARM?
(Yes/ No / Comments)


	

	RISK TO OTHERS?
(Yes/ No / Comments)


	

	LEVEL OF SUPERVISION REQUIRED: 

(e.g. 1:1, distant supervision, day and night time supervision levels)


	

	SENSORY SYSTEMS

	VISION:

	

	HEARING:
	

	COMMUNICATION

	COMMUNICATION ABILITY:

	                           

	SWALLOW /FEEDING

	SWALLOWING STATUS:
 (E.g. PEG, NG, textured diet).                             
	

	NUTRITIONAL STATUS:
(e.g. Eating and drinking independently /requires assistance)
	

	SKIN INTEGRITY

	ARE PRESSURE AREAS INTACT?
(Yes /No /Comments)
	

	ARE TISSUE VIABILITY NURSES INVOLVED?
(Yes /No /Comments)
	

	CONTINENCE

	BLADDER CONTINENCE MANAGEMENT:
(e.g. catheter, ISC, Pads, continent

Day and night)
	

	BOWELS CONTINENCE MANAGEMENT:
(Day and Night)
	

	INFECTION CONTROL

	ARE ANY INFECTION CONTROL RESTRICTIONS IN PLACE?
	

	PERSONAL CARE

	LEVEL OF ASSISTANCE REQUIRED:
	

	MOBILITY / TRANSFERS

	ARE THERE ANY WEIGHT BEARING RESTRICTIONS?
	

	HOW IS THE PATIENT TRANSFERING?
	

	HOW IS THE PATIENT MOBILISING?
	

	HAS THE PATIENT HAD ANY FALLS IN THE LAST YEAR?
(If yes please give details)
	

	HAS THE PATIENT HAD ANY FALLS DURING CURRENT ADMISSION?
(If yes please give details)
	

	THERAPY/ OTHER ASSESSMENTS 

	THERAPISTS INVOLVED
	LEAD CONTACT NAME
	CURRENT GOALS (If relevant):

	PHYSIO                           
	
	

	OT                                           
	
	

	SALT                                
	
	

	DIETITIAN                     
	
	

	NEUROPSYCHOLOGY   
	
	

	MENTAL HEALTH          
	
	

	OTHER E.G. SAFEGUARDING
	
	

	CONSENT / PARTICIPATION

	IS THE PATIENT ENGAGING IN THERAPY?
(Yes /no /comments)
	

	DOES THE PATIENT CONSENT TO REFERRAL? 

(Yes /no /comments)
	

	ARE THE PATIENT’S FAMILY IN AGREEMENT WITH SNRC REFERRAL?
(Yes /no /comments)
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