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Neighbourhood Rehabilitation Service 
Referral Form (v6 June 26)

Date of referral……………………………………….

Any sections marked with an asterisk (*) are mandatory.  If they are not complete, the form will not be processed and will be returned to the referrer. 

* Tick one of the two following boxes:
The patient has consented to the referral  ☐   
  	 Or 
   	The patient lacks mental capacity regarding this referral, and the referral is being made in their best interests ☐      

Fully review the exclusion criteria below before completing the form.
	PATIENT DETAILS 
*Name:                                                                                  *Patient telephone number: 
*Date of Birth:                                                                         NHS Number:                                                                      
*Address and Post Code:                                                   *Registered GP Practice:
Email Address (if available):
Interpreter Required:    Yes  ☐      Language:                      Preferred Interpreter Gender:
Does the patient need help with appointments? (e.g. literacy, learning or mental health needs):   
☐ Yes   ☐  No   ☐ Not Known   If yes, please give details:

	*REFERRED BY       Name:                                              Designation:                            
                                   Service:                                           Tel. No.:      

	*REFERRAL URGENCY    If Crisis (within 2 hours) please ring the Single Point of Access on 01226 644575 to refer.

Urgent (within 24 hours)   ☐                        Provision of Proactive Care (Over 7 Days)  ☐                      

*Has the problem occurred in the last:    ☐ 24 hours      ☐ Few days       ☐ Weeks      ☐  Months or more

	EXCLUSION CRITERIA 
The service is unable to accept referrals for individuals for the following: 
• Major adaptations (i.e. stairlift/wet room) - please refer directly to the Equipment, Adaptations and Sensory Impairment Team.
• Equipment provision (excluding mobility aids) - for routine equipment provision with no rehabilitation goals,
please refer directly to the Equipment, Adaptations and Sensory Impairment Team.
• Routine moving and handling assessments - please refer directly to the Equipment, Adaptations and Sensory Impairment Team.
• Wheelchair assessment - GP/Nurses/all therapy services can refer directly to Sheffield Wheelchair Service.
• Patients age < 16 years or < 19 years with learning disabilities – please refer to Barnsley Children’s Therapy Service.
• Hydrotherapy – please refer directly to Barnsley MSK Physiotherapy Service.
• Is the patient able to get to clinic? – consider referral to MSK Physiotherapy service, Neurological Outpatient Physiotherapy, BOPPAA.
Please consider: Has the patient been referred for the same reason within the last 6 months? If so, has anything changed? GP – Please check therapy discharge letter from last intervention.


	*REASON FOR REFERRAL   Occupational therapy  ☐    Physiotherapy  ☐
What does this person need help with? What does the person wish to achieve from rehabilitation?
If the referral is for falls, please complete falls assessment in your professional capabilities first, ensuring medical needs are addressed. Refer onto therapy if concerns remain regarding gait, balance or neurological symptoms.







	FUNCTIONAL ABILITIES
Please complete the following to the best of your ability. Is the individual able to complete the following: 
 
*Access food and drink    ☐ Yes    ☐  No   ☐ Not Known
*Access toileting facilities    ☐ Yes    ☐  No   ☐ Not Known
*Access their bed    ☐ Yes    ☐  No   ☐ Not Known
*Mobilise safety around their home    ☐ Yes    ☐  No   ☐ Not Known
*Safely complete transfers with current equipment    ☐ Yes    ☐  No   ☐ Not Known
Comments regarding above (if necessary):


*What support does the patient have already? (please provide name of care agency / family member)
☐ None  ☐ Not Known

What equipment does the individual already have at home (if known)?


What are the individual’s current moving and handling abilities?


	*SAFEGUARDING AND SAFETY CONCERNS including PREVENT
a) Are there any known safeguarding risks:  ☐   Yes    ☐ None Known 
If yes, tell us who will provide more information:   Email Address (if available):
Name:		                                      Contact Details: 	
b) Are there any known safety risks?  ☐   Yes    ☐    None Known
If yes, please provide further information: 
c) Are there any infection control risks?  ☐   Yes    ☐    None Known
If yes, please provide further information:

	*RELEVANT MEDICAL HISTORY including known allergies






	*MEDICATION (Please include details of any prescribed medication):
☐  Tick if Not Known
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