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Neurological Physiotherapy Outpatients Referral Form (v2 Jan 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 a minimum of one of the following boxes:
* The patient has consented to the referral.  ☐   
   Or 
   The patient lacks capacity and this 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:                                                                      
*Patient Address and Post Code:                                       *Registered GP Practice:
Email Address (if available):
Interpreter Required:    Yes  ☐      Language:                      Preferred Interpreter Gender:
Does the patient need help with appointment e.g. wheelchair access, literacy, learning or mental health needs:   
Yes  ☐      Please give details:

	*REFERRED BY      

 Name:                                              Designation:                             Service:                                 Tel. No.:      

	EXCLUSION CRITERIA 
The service is unable to accept referrals for individuals: 

• Patients who require the assistance of more than one therapist during treatment.
• Patients who require hoisting.
• Patients who do not have independent sitting balance.
• Patients who have a neurological condition whose functional levels have not changed in the last 6 months.
• Patients who have a neurological problem but have been referred to physiotherapy for the treatment of a musculo-skeletal problem. e.g a patient who has Parkinson’s disease who has acute neck pain or ankle sprain.
• Patients age < 16 years still in full time education or < 19 years with learning disabilities (refer to community paediatric service)
• Referral for hydrotherapy.
• Referral only for the provision of splints / orthotics/ walking aids (directly refer to orthotics).
• Patients who require physiotherapy treatment / assessment at home.

	*REASON FOR REFERRAL 






	*EXPECTATION OF REFERRAL 





	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 more information: 


	MEDICATION (Please include details of any prescribed medication):





	MEDICAL HISTORY   






	SOCIAL HISTORY 





	CURRENT MOBILITY / ACTVITY LEVEL
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