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Integrated Community Services Team

REFERRAL FORM 
Date of Referral    


Service you require (If known):      
	REFERRED PERSON’S DETAILS

	Forename
	
	Surname
	

	Address
	

	Postcode
	
	Date of Birth
	
	Age
	

	Telephone
	

	Preferred Contact Method
	Please provide details      

	Gender
	
	Religion
	

	Ethnicity
	
	Occupation
	     

	Serving Member of the Armed Forces? 
	Yes

No

Don’t Know



	PERSON’S REQUIREMENTS

	· What is the person’s first language?
	

	Is an interpreter needed?
	Yes

No


	Is communication support required?

 (E.g. Braille, Large Print letters etc.)
	Yes

Please state        No
 

	· Does the person have capacity to understand the referral? (If not please give details)
	Yes

No

Don’t Know


	If ‘No’ Capacity Information:

	· Has the person given consent to share

·  Information with relevant parties.  Who with? *
	Yes

No


	· Is Transport needed?
	Yes

No

Don’t Know



	PERSON’S G.P. DETAILS AND CURRENT  LOCATION

	· NHS No
	· 

	· Current location of person - e.g. Ward
	

	· G.P. Name
	· 
	· G.P. Tel No
	· 

	G.P. Address
	


	MEDICAL /DIAGNOSIS

	· <Diagnoses>      

	Past Medical History
	

	Known allergies
	

	Memory/cognition
	     

	Blood Pressure
	

	Essential clinical information
	     Free text (please state if the patient is currently pregnant)


	CURRENT MEDICATION (attach list or detail below)

	Name
	Dosage
	Frequency*

	
	     
	     


	REFERRER DETAILS

	Name
	     


	Organisation
	     


	Contact phone number
	     

	Team
	     


	CARING RESPONSIBLITY

	Does the patient have any dependents for which they have Carer’s responsibility 

(Children 0-18 or Adults at risk)?
Yes

No


	If ‘Yes’ Please give details: including any concerns or issues with their caring responsibility.
     


	REASON FOR REFERRAL 
(Please provide as much information as possible) 

	<Diagnoses>

	Presenting need <Diagnoses>

	Please delete this section if not appropriate to the referral:

In my opinion this patient is medically fit to undertake a suitable exercise or weight management programme.  


	PUBLIC HEALTH 

Does the patient need an intervention / support for:

	Specialist Weight Management Service (Tier 3)
	

	Height      
	Weight      
	BMI      

	NEXT OF KIN/SIGNIFICANT OTHER  

	Name
	

	Telephone No
	     

	Relationship
	


	OTHER RELEVENT OTHER AGENCIES/PROFESSIONALS INVOLVED

	

	SOCIAL SUPPORT INFORMATION

	Formal support e.g. care package
	     

	Informal Support e.g. Family/Friends
	     

	ACCOMMODATION

	Lives Alone
	Yes

No


	If ‘No’ Who with?
	     

	Tenure Type
	     

	Accommodation Type
	     

	POTENTIAL HEALTH AND SAFETY RISKS BEFORE CONTACT

	Please give details:
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