[image: ]Lotus Rehabilitation Centre Direct Referral/Triage Form


Please complete referral and send to pho-tr.lotus.ukroc-referrals@nhs.net . The Rehabilitation Team will contact the referring team within 3 working days Mon-Fri to acknowledge receipt. 
No referrals will be accepted until they have been discussed. 

	REFERRAL DETAILS

	Referrer Name:
	
	Hospital:
	

	Tel / Bleep:
	
	Ward:
	

	Referral Date:
	
	Hosp. Adm. Date:
	
	EDD:
	

	Medically stable:
	  Yes / No
	Resus status:
	For Resus / Not for Resus (DNAR completed)



	PATIENT DETAILSRCS score:                                                     PCAT score + category:



	Patient Name:  
	
	NHS No:  
	
	DOB:
	

	Address: 

	Tel:
	
	NOK Name & Tel:
	

	GP surgery:  
	
	CCG:     
	



	Primary Diagnosis and date of injury:
	

	Relevant PMH:
	




	CAPACITY / LEGAL STATUS

	Consent obtained for referral?   Yes / No / Best Interests              
      
Comments:

	Does the patient have the capacity to make decisions?  (please detail)  Yes / No / Other:

	Do they require 1:1 supervision?                Yes / No
	Legal status:  DOLS or MHA section?        Yes / No



	DIET & SWALLOW NEEDS?   Yes /  No                                (If YES please complete below)

	Has the patient been swallow screened?                                                                                                                       
	Yes / No 

	Do they require SLT input for swallow?                                                                                                      
	Yes / No 

	Have they already been seen by an SLT on the ward?                                                                              
	Yes / No 

	Do they have NG, PEG, RIG? (please detail): 
	Yes / No 

	Comments/Concerns/Plan:


	Fluids level:  Thin /  Slightly thick(Level1) /  Mildly thick(Level2)  /  Moderately thick(Level3) /  Extremely thick(Level4)

	Diet level: 
	Regular (7) 
	Regular Easy-Chew(7)
	Soft and bite sized (6)
	Minced and moist (5)
	  Pureed(4)
	Liquidised(3)


	MEDICATION 

	Medication List: 


	IV medication: (detail)                                      Yes / No                
	Oxygen: (detail)                                               Yes / No   

	Is the patient independent with their medications?  Yes/No 
If no- What assistance is needed?
	





	NURSING NEEDS?    Yes  /  No                                                              (If YES please complete below)                           

	Comments/Plan (e.g. pressure areas, wounds, dressings, PEG /RIG management)




	CONTINENCE NEEDS?    Yes /  No                                                       (If YES please complete below)     

	Bladder: Continent / Incontinent
	Management:  Catheter / Pads / Convene  /  Bottles   / Commode / DN ref.

	Bowels: Continent / Incontinent
	Management:  Pads / Commode  / DN Ref.

	Night-time Toileting Needs:  Y /  N   Comments:




	PHYSICAL IMPAIRMENTS?   Yes / No                                                  (If YES please complete below)

	Comments: (Consider: UL, LL - strength & function, gait, spasticity, pain, orthotics)


	Transfers:   
	Current Mobility: 

	Stairs:     Downstairs living / Stair lift / Supervision / Independent / Unable / Not required

	Comments: 





	COMMUNICATION IMPAIRMENTS?  Yes /  No                                      (If YES please complete below)  

	Comments: (consider dysphasia, reading/writing, dysarthria, dysphonia, dysfluency)       




	COGNITIVE IMPAIRMENTS?   Yes /  No                                                (If YES please complete below)     

	Impairment details: (consider memory, orientation, attention, info. processing, executive function, MOCA score & date)




	SENSORY IMPAIRMENTS?  Yes / No                                                   (If YES please complete below)     

	Vision:         Normal /  Altered (detail): 
Comments/Plan: 

	Hearing:         Normal /  Altered (detail):
Comments/Plan: 

	Other:   (consider sensation, sensory neglect)
Comments/plan: 



	MOOD / ANXIETY CONCERNS?  Yes / No                                           (If YES please complete below)      

	Anxiety   /   Depression   /   Adjustment / Neuropsychology req?
Comments/Plan: 



SOCIAL CIRCUMSTANCES    

	Living situation  
	Lives alone     /     Lives with (detail): 



	Home type
	House/ bungalow/ flat etc: (describe):




	Staff Safety Concerns?
	Yes / No   Please detail concerns: (e.g. Shared housing /drug use/behaviour):



	Comments:





	Input required:
	Nursing  /  OT (Cog/function)  /  Physio   /   SLT  /   Psychology  /  Dietician / DC planning team:




	Primary Problems – Including a current medical update (please list):

	














	Goals (please list):

	






Thank you for completing the referral. Please email to  pho-tr.lotus.ukroc-referrals@nhs.net 
A member of the team will reply within 3 working days Mon-Fri. No referral is accepted until they have been discussed. 

Lotus rehabilitation Centre
Ward D10                                                                                                     
Queen Alexandra Hospital                                                                                                 
Cosham                                                                                                                                    
Portsmouth
PO6 3LY
02392 286155
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