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Home Visiting Referral Form

	

	 
	Does the patient consent to the sharing of data recorded here with any other organisation that may care for the patient?

 No Yes        
Patient's full name 
	 

	
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	Patient's Date of Birth
	 
	 
	 
	 

	
	
	

	 
	 
	 
	 
	

	 
	Patient's NHS number
	 
	 
	 
	 

	
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Acceptance Criteria – Referrals will only be accepted if the answer to the following questions are “YES”

	 
	IIs the Patient registered with a Barnsley GP?
	 
	Is the Patient housebound?
	 

	
	 No Yes        
	 
	
	 No Yes        
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	Is the Patient over 19 years old?
	Has the Patient consented to a Home Visit?

	
	 No Yes        
	 
	
	 No Yes        
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	Has a member of your clinical team confirmed this visit as appropriate?

	
	
	
	
	 No Yes        
	 

	 
	
	 
	 
	 
	 
	 
	 

	
	Is the visit for minor illness or acute in nature?
	
	
	

	
	 No Yes        
	
	
	

	Please note the Practice will remain the point of contact for any deterioration to the patient’s condition

Exclusion Criteria – Referrals will only be accepted if the answer to the following questions are “NO”



	 
	Is the Patient receiving end of life palliative care?
	 
	Does the Patient have complex needs?
	 

	 
	 
	 
	 
	 
	 
	 
	 

	
	 No Yes        
	 
	
	 No Yes        
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	
	Is the visit urgent?
	
	
	Is the visit to request confirmation of death?
	
	

	
	 No Yes        
	
	
	 No Yes        
	
	

	ADDRESS DETAILS
	 
	 
	 
	 
	 
	 

	Address line 1
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Address line 2
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Address line 3
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Address line 4
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Postcode
	
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Keysafe Code
	     
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Telephone No
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 

	GP PRACTICE DETAILS
	 
	 
	 
	 
	 

	Clinical Referrers name
	 
	 
	 
	 
	 
	 

	 
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Practice Name
	 
	 
	 
	 
	 
	 
	 

	 
	
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Mobile contact telephone number of the On Call GP / or Practice bypass number

	 
	 
	 
	 
	 
	 
	 
	 

	 
	
	 
	 
	
	 
	 


REASON FOR VISIT
PAST MEDICAL HISTORY
ALLERGIES

GFR >45ml/min
Please email your completed form to:

syicb-barnsley.bhfhomevisiting@nhs.net. 
1

