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Community Continence and Urology Service 
Referral Form (ADULTS ONLY) (Version February 26)
(Referrals from Care Homes should use the specific 
Continence & Urology Care Home Referral Form)
 
Date of referral……………………………………….
	PATIENT DETAILS 
Name:     
D.O.B:
NHS Number: 
	Address:

Post Code:       
Tel. No.:                                                                

	REFERRED BY       Name:                                              Designation:                                      Tel. No.:       
     

	[bookmark: _Hlk115690287]INCLUSION CRITERIA 
· Patients aged over 19 years +
· Patients who have a Barnsley GP
· Patients in a Barnsley area (we cannot deliver continence aids out of areas)

ANY PATIENT IN PAIN OR UNABLE TO PASS URINE SHOULD BE RUNG THROUGH TO THE SINGLE POINT OF ACCESS (SPA) ON 01226 644575.  

	REASON FOR REFERRAL (Please tick the primary reason for referral):         
Bladder    ☐                                                        Bowel Problems    ☐                                      End of life (pads)  ☐
Intermittent Self-Catheterisation   ☐                Intermittent Self-Dilatation   ☐                      Ketamine Bladder ☐                
Any additional comments including current symptoms: 

                                                                                                         

	ADDITIONAL INFORMATION REQUIRED
Has the patient had recent surgery, if so what surgery? 

Tick if patient using continence aids already ☐  What are they using currently? (Type / Brand / Size):


	MOBILITY (HOME VISITS WILL ONLY BE PROVIDED TO HOUSEBOUND PATIENTS) 
Tick if patient can come to clinic ☐                                                         Is this patient housebound? ☐

	MEDICATION







E-mail completed referrals to: rightcarebarnsleyintegratedspa@swyt.nhs.uk
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