MULTIDISCIPLINARY TEAM - REFERRAL TO INTERMEDIATE CARE FACILITIES 
Please return to:eit.spoc@nhs.net

	Patient Name:

Address: 

Contact number:

Date of Birth:

IC NHS Number:
Gender
	Consultant  Name :

Bleep:
	Ward:

Admission Date:

Date & Time of Discharge:


	
	GP Name:
Contact Number and Bleep :
Fax:
Address: 


	

	Diagnosis and active medical problems:
	Reason for referral:


	
	Expected Outcomes:



	Past Medical History:

	Management and Progress:



	Allergies:
	

	Investigations / Results:
Bloods:

ECG


	Medication on discharge:



	Chest X ray:

IV therapy and or phlebotomy required: 
Pending investigations:

	Necessary information for lone-working:

	Weight bearing status:       F (    P (    T (    N (
Pre morbid mobility level:
	CPR status:
Has this been discussed with patient?      YES/NO


	Infection status:

	Has this been discussed with relatives:    YES/NO

	MTS/MMSE:
	Follow-up appointment date and time
Location:



	Has patient a diagnosis of dementia:   YES/NO


	

	Is patient medically stable for transfer?              YES/NO

	Service pt referred on to: Home Based Rehabilitation:
Urgency for Home Based Team: <1week  <2 weeks  <4 weeks 

	Name of referring professional: (Print)
Signature:

Position held:

Bleep no:
Date:


MULTIDISCIPLINARY TEAM - REFERRAL TO INTERMEDIATE CARE FACILITIES 

	Patient Name:

Address 

Date of Birth 

IC NHS Number
	Has referral been agreed by multidisciplinary team?

YES/NO

Date agreed:
	Name of discharge co-ordinator:

Bleep:

Has patient agreed to participate 
in rehabilitation ?   YES/NO

Relatives informed / next of kin informed ?

	NURSING AND THERAPY ASSESSMENT

	
	Current
	Baseline
	Goal
	Signature & bleep

	Continence:
Urine:

Bowels:

	
	
	
	

	Skin/pressure areas:

Ulcer location & grade:


	
	
	
	

	Swallowing problems:

Diet:

Peg / NG
	
	
	
	

	Functional ability:


	
	
	
	

	Cognition:


	
	
	
	

	Transfers:


	
	
	
	

	Mobility:


	
	
	
	

	Name of Social Worker:



	Discharge destination:



	Estimated discharge date:
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