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REFERRAL FORM                                                    NHS Foundation Trust






HIGH PEAK COMMUNITY REHABILITATION TEAM --- ADDITIONAL INFORMATION
Patient’s Name…………………………………………………DOB………………………………………….


HIGH PEAK COMMUNITY REHABILITATION TEAM, CAVENDISH HOSPITAL.


Telephone:	01298 212865      Fax:01298 212861      Email: � HYPERLINK "mailto:DCHST.HighPeakCRT@nhs.net" �DCHST.HighPeakCRT@nhs.net�
































Patient’s Name …………………………………………… DOB …..………………………………….


Address …………………………………………………………………………………………………..


……………………………………………………………………………………………………………..


Post Code …………………………………….                  Tel No  ….…..……………………………


NHS No………………………………………..





Diagnosis/History of/Presenting problem and date of onset:





Overall Reason for Referral  (Please tick relevant reason(s)):


To prevent hospital admission				


To support early discharge from hospital


To prevent/delay long-term nursing or residential care / promote independence


Urgent YES / NO  If yes, please provide more detail





Other Conditions/Relevant Details (with dates):





Name of Referrer: ………………………………  Profession: ……..……………………        


Contact telephone number .....................................


Signature: …………………………………………Date of referral: ………………………
































 





Patient’s GP: …………………………………  Patient’s Consultant: …………………………





For the attention of:-     Occupational Therapy		             Physiotherapy


                                          Rehab Nurse


 (please tick relevant disciplines)						





Relevant Tests and Results – X-Ray, Scans, Blood Tests, etc





Current Drug Therapy:





Progress so far:





Discharge package already organised:





Future therapy aims:














Any other relevant information:





Equipment in place or on order:








