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Patient Name………………………………………..


Referral to Linden Lodge Neuro-Rehabilitation Unit

Please Fax the completed form to: 0115 962 8008
	SECTION 1: To be completed by referring team.*  Please complete all questions.

Name:                                                                              Hospital No:                

Address:                                                                       
                                                                                         DOB:

Tel No:

	GP Name:

GP Address:                                                                                     GP Tel No:



	Patient’s Neurological Diagnosis & Date of Diagnosis:

Other Diagnoses:

Reason for Referral:    

Current location (please circle):          

     City Campus?           State ward…………………..          City OP Neuro Clinic            City OP Spasticity Mx Clinic

     Queen’s Campus?    State ward ………………….

     Currently at own home              Other …………………………………………….
Current Medical Consultant:                                                     Consultant supports referral   yes / no  (please circle)


	Date referral made:   

Name of referrer:                                                              Contact tel / bleep:    

Signature of referrer:               

If referral made by phone, staff member receiving call needs to print name here:

PLEASE GO TO SECTION 2 & 3 TO COMPLETE REFERRAL ( ( (



	SECTION 2: To be completed by referring team *

Please answer every question from 1 – 11.  Circle as many as words as are relevant.                         
	Additional comments?

	1.
	Social situation 

Own home        Other accommodation          Lives alone              Lives with others        Currently receiving care package at home
	

	2.
	Skin condition        Waterlow score =
Intact               Pressure sore               Wound
	

	3.
	Infection

None              MRSA                 Other 
	

	4.
	Continence

No problems            Catheter             Bowel regime               Incontinent of urine           Incontinence of faeces
	

	5. 
	Swallowing & Nutrition

Normal diet & fluids        Modified diet        Thickened fluids

NG          PEG        PEJ  
	

	6.
	Communication 

Normal           Communication problems          Aphasic

English Is NOT patient’s first language
	

	7.
	Behavioural Issues

No problems            Aggressive +/ or agitated         Disorientated

Requires 1:1 supervision              May wander off unit
	

	8.
	Transfers & Wheelchairs

Normal             Hoist           Other

Manual wheelchair      Electric wheelchair
	

	9.
	Walking

Normal            Unable to walk           Walks with walking aid

Walks with supervision of staff 
	

	10.
	Splints

None       Ankle splint        Hand splint      Elbow splint    Other
	

	11.
	Other Useful Information

Uses environmental controls

Tracheostomy

Botulinum toxin / phenol – when?

Other comments…


	

	Signature, Date & Time: 




	SECTION 3: To be completed by referring team*

History of current condition



	Past medical history



	Main Clinical Findings



	Medications




	Date / Time / Signature
	Additional Notes

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	SECTION 4: To be completed by LLNRU staff
Goals of Admission: please circle – add comments if necessary
1. Transfers / walking / wheelchair / posture……….…………………………………………...…………

2. Spasticity management / botulinum toxin / phenol / FES / orthoses / splints / casting……………

3. ADL / fatigue management…...…………………………………………………………….……………

4. Perception / cognition / orientation.……………………………………………………………….…….

5. Swallowing / speech / communication………………………………………………………………….

6. Behavioural management …..……………………………………………………………………….….

7. Continence………………………………………………………………………………………………...

8. Wound / pressure areas / self-medication …………………………………………………………….

9. Advice / education for patient / family / carers…………………………………………………………

10. Trial of specialist equipment / environmental controls……………………………………………….

11. Other……………………………………………………………………………………………………….

Length of Admission:    1 week       2 weeks       2 months       3 months      More than 3 months  

     (please circle)              Other ………………………


	SECTION 5: To be completed by LLNRU staff
Plan for Admission

(eg ensure SLT available on week of admission, needs single room, needs pressure care mattress)

· 

	Provisional Admission Date:

	SECTION 6: Transport to be arranged by referring ward. If patient admitted from community transport to be arranged by patient / relatives.
If transport needs to be arranged by LLNRU consider the following: (please circle)        

     ambulance lying         ambulance sitting          taxi front seat        taxi any seat 

Also consider whether they need to be during equipment in from home:    (please circle)    

mattress     needs escort      manual wheelchair     electric wheelchair       shower chair    walking frame    


	SECTION 7: Audit - to be completed by LLNRU assessment team

Name:                                                                              Hospital No:                
(Use sticker)



	Date Referral Received:

	Date Placed on Waiting List:

	Date of Planned Admission:



	Date of Admission: 




	Date / Time / Signature
	Additional Notes

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Any questions about the referral process? – call LLNRU on 0115 962 8077

Any questions about the referral process? – call LLNRU on 0115 962 8077
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