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ADMIRAL NURSE REFERRAL FORM
CHECKLIST
THE PERSON/S BEING REFERRED SHOULD BE CARE GIVER/S.

Carers can self-refer via the following number:
Telephone: 0300 303 3131
For those Unable to use the telephone referrals can be made directly with the following completed form and emailed to: CRCCG.CRGPAadmiralnurses@nhs.net 
Referrals must have either a confirmed diagnosis of dementia or a highly likely diagnosis and one or more of the following:

	
	Person with dementia has significant symptoms and declines investigation but is likely to have a dementia

	
	☐	

	
	Significant problems for the person with dementia (PWD) or carer accepting the diagnosis which may be causing psychological distress and /or affecting well being 

	
	☐	

	
	Significant physical or mental co-morbidities for the carer or PWD leading to the  needs of the carer or person with dementia not being met

	
	☐	

	
	Pre-existing or newly diagnosed mental health conditions which are being exacerbated by the caring role

	
	☐	

	
	Changes in behavioural and psychological symptoms of dementia resulting in carer stress. (These may include agitation, disinhibition, anxiety, for example)

	
	☐	

	
	Complex family dynamics affected by the diagnosis

	
	☐	

	
	Need for advance care planning

	
	☐	

	
	Loss, change and end of life issues

	
	☐	



IF YOUR REFERRAL RELATES TO SOCIAL CARE NEEDS, (RESPITE, DAY CARE, A DOMICILLIARY CARE PACKAGE) PLEASE REFER TO ADULT SOCIAL CARE ON 02476 833478 (COVENTRY) or 01926 410410 (WARWICKSHIRE). THANK YOU.










	
1. Referrer details (If not own GP)


	Date of referral
	

	Name of referrer
	

	Organisation
	


	Contact 
Address

	

	Postcode

	

	Contact Numbers
	home
	
	mobile
	


	
2. Carer Details – Person being referred to Admiral Service (mandatory)


	
Name of carer
	

	
Relationship to PWD
	

	
Address

	 

	Postcode

	

	Contact Numbers
	home
	 
	mobile
	

	Date of birth
	

	Ethnicity
	

	
NHS Number

	

	First language
	
	Interpreter required?
	Yes
	☐	No
	☐
	
GP
	

	
Address

	

	Postcode

	
	Telephone
	

	3. Reason for referral/Summary of carers needs (mandatory)




image1.jpeg
®
X g
COVENTRY

& RUGBY
GPALLIANCE




image2.jpeg
(g

DementiaUK

Helping families face dementia




