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REFERRAL TO COMMUNITY OCCUPATIONAL THERAPY TEAM



PLEASE CONTACT US IF THERE IS A CHANGE IN CLIENT'S CONDITION/CIRCUMSTANCES AND/OR IF REFERRAL NO LONGER REQUIRED

RETURN TO: UNIT 8, THE FORUM, COOPERS WAY, TEMPLEFARM IND ESTATE, SOUTHEND-ON-SEA SS2 5TE   TELEPHONE:  01702 442128       EMAIL: epunft.duty@nhs.net

Form Version: 05/06/17
NHS Number:   Enter NHS Number	Patient CHC Funded:  ☐
(PLEASE NOTE – REFERRALS WILL NOT BE PROCESSED WITHOUT AN NHS NUMBER)

Surname:  Enter text.	Forenames:  Enter text.		
	
DOB:  Enter text.	Sex:  Choose item.	

Address:	Enter text.	Ethnicity: Enter text.  		

Postcode:	Enter text.	Tel. No:  Enter text.	

Height:  Enter text. (approx)	Weight:  Enter text. (approx)

[bookmark: Text11]Next of Kin:  Enter text.	NOK Contact No:  Enter text.	

ARE THERE LIKELY TO BE DIFFICULTIES COMMUNICATING WITH OR CONTACTING PERSON?
If yes, please state preferred means of contact: 
Enter text.


G.P: Enter text.	Address:  Enter text.
		
Tel. No:  Enter text.	

Diagnosis & Past Medical History   (Form will be returned if this section is not completed)	
Enter text.

Does client live alone?     ☐ Yes  ☐  No        If no, who with? Enter text.

Risks: (Is there anything staff/lone workers visiting patient need to be aware of?) 
Enter text.

Mobility
Please describe client's current mobility:   ☐  Unaided      ☐  Stick/s      ☐  Walking Frame           

☐  Full time wheelchair user      ☐  Hoisted      ☐  Other, please state:        

Reason for Referral   (Please note: form will be returned if not completed)
Enter text.

Referred by (Full Name):  Enter text.	Professional Title:  Enter text.		
Address:	Enter text.	
Contact No / Email Address:  Enter text.	Date: Select date.  		
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