[image: image1.jpg]Sheffield Teaching Hospitals INHS

NHS Foundation Trust

Referral for Wheelchair Nother Genral osptal

Herries Road

and/or Mobility Seating Sheffied 55 7AT

Tel: 0114 2715807
Fax: 0114 2269220

INCOMPLETE REFERRAL FORMS WILL NOT BE ACTIONED BUT RETURNED TO THE REFERRER
FOR COMPLETION

(this will delay assessment or provision)

Patient Details NHS No D.0.B MOFO

Title - Mr / Mrs / Ms / Miss (surname) (forename)

Home Address

Post Code Tel. No. Mob. No
Delivery Address
(if different)

Post Code Tel. No. Mob. No
Other Address
(Schooi, Day Centre)

Post Code Tel. No. Mob. No

Essential Contact Details

GP Name Practice code

Practice Address

Post Code Tel. No. Fax. No

Medical Social Worker Name

Contact Address

Post Code Tel. No. Mob. No

Health Visitor Name

Contact Address

Post Code Tel. No. Mob. No




[image: image2.jpg]Wheelchair or Service Requested

e Self Propelling YWheelchair Non Powered

e Attendant Push Wheelchair Non Powered

User has a limited walking ability and a long term disability or illness
which is likely to be in excess of 8 months, or is terminally ill.

e Attendant Controlled Outdoor Powered VWheelchair

Patient is unable to propel a manual wheelchair outdoors and
attendant is unable to push a non powered wheelchair.

Please state name, height and any physical disability of main attendant/carer

FirstIssue O Review O
FirstIssue O Review O
Firstlssue O Review O

e Occupant Controlled Indoor Powered Wheelchair

Patient must be unable to walk functionally, or propel a
non powered wheelchair within their home.

e Occupant Controlled Indoor/Outdoor Powered VWheelchair
(Patient must meet the criteria for an indoor powered wheelchair).

Firstlssue O Review O

Firstlssue O Review O

Powered Wheelchairs For Qutdoor Use Only Are Not Supplied
All requests for powered wheelchairs will lead to further assessment

e Pressure Care Cushion

e Special Mobility Seating
(moulded or modular custom seats on mobilty/wheelchair bases)
(accredited referers only)

e Non Powered Specialist Wheelchair
(accredited referers only)

e Voucher Scheme Wheelchair Non Powered
(details upon request)

For a change of equipment or review please state why:-

Firstlssue O Review O
Firstlssue O Review O
Firstssue O Review O

Interested 0  Not Interested O

Accessories requested:-
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Primary Disability (reason for this referral)

(do not abbreviate)

Other Disability Information (e.g. physical, sensory, visual, amputation, pressure sores, epilepsy, cardio-respiratory, communication)

Limb Function State if any reduction in power, range of movement, tone or coordination

LeftLeg O Right Leg O Left Arm O Right Arm O

Method of Transfer into Wheelchair
Independent 0  Assisted O Hoist O  Other O

How often will the wheelchair be used?

Every Day O Most Days O Once a week or less [J

How long will the person be sitting in the whelchair?

Under 2 hours per day O 3-8 hours per day O More than 9 hours per day O

Physical Measurements Height

Weight
Weight is critical and must not be estimated

Hip Width (A)
Measure straight across and not around the waist

Back of Knee to Foot (B)

Rear of Buttocks to Back of Knee (C)

Mid Scapula Height (D)

Additional Comments
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To help us ensure that the services we provide are unbiased and equally accessible to everyone, we wish to re-
cord the ethnicity of the people that use our services. Would you please help by giving us the following informa-
tion. This will be freated confidentially.

Please mark Please mark
x x
White Black or Black British
A | British M | Caribbean
B | Irish N | African
C | Any other White background P Any other Black background
PA | Somali
Mixed
D | White and Black Caribbean Other Ethnic Groups
E | White and Black African R Chinese
F | White and Asian S Any other Ethnic Group
G | Any other Mixed background SA | Vietnamese
SF | Yemeni
Asian or Asian British
H | Indian Not Stated
J | Pakistani Z | Not stated
K | Bangladeshi
L | Any other Asian background

Length of time patient has been resident in the UK

Warnings and Alerts This referral may lead to a home visit. Please advise us of any known risks

Please give details

Are there any Child/Adult Protection issues Yes O No O

If yes please give details

Referring Clinician

Profession

Contact Address

Post Code Tel. No. Mob. No.

Signature Date

Referrers should inform the patients GP of this request

Office use only:-





