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ADULT COMMUNITY NURSING & THERAPY REFERRAL FORM PRIMARY CARE 
(Patient must be aged 18 or over, registered with a Coventry GP and meet specified house bound criteria)
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ADULT COMMUNITY NURSING, PHYSIO & OT REFERRAL FORM 

	Please complete this referral form fully to enable safe clinical triage & prioritisation  

	SURNAME:
	FIRST NAME(S):
	MALE
☐
	FEMALE
☐
	Does not wish to disclose 
☐

	D.O.B:
	
	NHS NUMBER:
	
	ETHNICITY:
	

	CURRENT HOME ADDRESS:

POSTCODE:
MOBILE / TELEPHONE:
IS CURRENT ADDRESS PERMANENT ☐ OR TEMPORARY ☐
	GP NAME:
GP ADDRESS:

POSTCODE:
TELEPHONE:

	PRIMARY LANGUAGE SPOKEN:

	INTERPRETER REQUIRED? YES ☐ NO ☐

	IS PATIENT HOUSE-BOUND: YES ☐ NO ☐
Refer to housebound definition – see page 2
	COVID STATUS (if known):

	DOES THE PATIENT LIVE ALONE: YES ☐ NO ☐
	HOME ACCESS:
Carer or relative will open door ☐
Key safe (do not list code) ☐

	HAS THIS REFERRAL BEEN DISCUSSED & AGREED WITH PATIENT?
YES ☐ NO ☐
	N.O.K NAME, RELATIONSHIP & CONTACT DETAILS:

	KNOWN ALLERGIES / SENSITIVITIES YES ☐ NO ☐
If yes, please state:
	COGNITIVE IMPAIREMENT:
YES ☐ NO ☐

	PACKAGE OF CARE IN PLACE? YES ☐ NO ☐
PROVIDER:
NUMBER OF CALLS PER DAY:
	HEALTH & SOCIAL RISKS:
Risk to healthcare staff: YES ☐ NO ☐
If yes, please state risk:

	CURRENT MOBILITY & FUNCTIONAL BASELINE:
EQUIPMENT USED:

	Fully mobile: Yes ☐ No ☐
Assistance of 1: Yes ☐ No ☐
	Able to do stairs: Yes ☐ No ☐
Able to get on a couch: Yes ☐ No ☐

	SAFEGUARDING CONCERNS / ALERTS? YES ☐ NO ☐ *PLEASE NOTE or CONTACT US IF YOU PREFER TO DISCUSS



	PATIENT LOCATION AT TIME OF REFERRAL:

	PATIENTS HOME ☐
	CARE HOME ☐
	HOSPITAL ☐
	RELATIVES HOME ☐

	REASON FOR THIS REFERRAL












	SELECT COMMUNITY SERVICE REQUIRED
*Please complete otherwise referral will be rejected*
Community Nursing ☐ Tissue Viability ☐ Continence ☐ Parkinson’s ☐ Therapy ☐

	UNPLANNED CARE / PRIORITY PHYSIO / OT ASSESSMENT (WITHIN 24-48 HOURS)

	Wound Care ☐ (add detail below)
Blocked Catheter ☐
Continence Problems ☐
Constipation Management ☐
Urinary Retention Management ☐
Urgent Bloods ☐
Medication Administration: 
Insulin administration ☐
Anti -coagulant therapy ☐
	Palliative care and end of life support: 
Symptom Management – Urgent Nursing Intervention☐
Equipment Provision – Urgent Nursing Intervention ☐
Please confirm the following are in place in the patients’ home  
ReSPECT Form: Yes ☐ No ☐
Medicines Administration Chart: Yes ☐ No ☐
Anticipatory Medicines: Yes ☐ No ☐

	Admission avoidance Physio / OT service ☐
Does the patient require assessment for an urgent package of care? Yes ☐ No ☐
(Please note that care is only available to those patients who are medically unwell and at risk of hospital admission.Capacity is limited and varies day to day. 
For carer breakdown please refer to Adult Social Care 02476 833003)

	PLANNED CARE / PRIORITY PHYSIO / OT ASSESSMENT (BEYOND 24 HOURS)

	Home Nursing service (for house-bound only):
Medication Administration (excl. oral/prompting) ☐
Wound Care ☐
Location and type of wound ……………………………………..
Date wound occurred ……………………………………………….
Current treatment of wound ……………………………………..
Pressure Ulcer: Yes ☐ No ☐
If yes: Category & site …………………………………………….
Suture / Clip Removal ☐ date of removal …………………….
Continence Assessment ☐
Bowel Care ☐ Catheter Care ☐
Pressure Ulcer Prevention ☐
Pressure Relieving Equipment provision ☐
Pre Chemotherapy Bloods ☐

Parkinsons Nurse Referral (see referral criteria) 
Acute problems ruled out ☐
Taking prescribed PD medication at correct times ☐
Currently taking antibiotics ☐

	House Bound Definition

	
	A patient will be deemed to be housebound when they are unable to leave their home environment through physical and/or psychological illness.   An individual will not be eligible for a home visit if they are able to leave their home environment on their own or with minimal assistance to visit public or social recreational public services (including shopping).
Eligibility for a home visit will be determined on an individual patient basis by the assessing clinician, based on the above definition. 
Referrals to the Community Nursing Service will not be accepted for individuals who do not meet the above definition. 
[bookmark: _Hlk71110883]NB: All Patients requiring catheter care and diabetes management will be seen including ambulatory and housebound

	Physiotherapy ☐
	Occupational Therapy                 
	  ☐             Falls Prevention         
	Walking aids ☐

	(Please note that the Falls Prevention Service only consists of Physio & OT, please refer to the Falls Clinic UHCW for medical investigations and management)

	UHCW OOH Adult (18+) Community Physio and OT service criteria
· Coventry GP
· Unable to attend an out-patient department due to being housebound or attendance at a clinic would require increased physical effort and/or significant support and be at detriment to the individual.
· The home environment needs to be considered as part of the assessment and treatment process
· Individual requires support to return to or improve their level of function and independence and the skills to help themselves manage their health and well-being.
Referrals to the Community Physio & OT Service will not be accepted for individuals who do not meet the above criteria. 
Equipment: Please note that all referrals solely for provision of equipment (except for walking aids) such as commodes / stair lifts / home adaptations need to be directed to Adult Social Care (02476 833003).

	REFERRER NAME & DESIGNATION (Print):

	REFERRER ORGANISATION, WARD & ADDRESS: 


	REFERRER CONTACT NUMBER:

REFERRER EMAIL: 

	REFERRAL DATE:


	RELEVANT MEDICAL HISTORY (Long term conditions, diagnosis, treatment, investigations etc.)



	CURRENT MEDICATION (attach medication list) 





Rejected referrals: 
Once a referral is received it will be triaged by a clinician and allocated to the most appropriate therapy team.  If a referral is rejected, referrers will be informed as soon as possible, by telephone and e-mail, by the triaging clinician, confirming why the referral has been rejected.
 NB: It is the responsibility of the referring clinician to inform the patient if the referral has been rejected.
[bookmark: _Hlk70686974] Email / E fax FULLY COMPLETED FORM TO: OOH.ISPA@uhcw.nhs.uk
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