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Single Referral Form. 
Please complete this form in full and email it to: wcnt.Gpreferrals@nhs.net
	Patient Details 

	Surname 
	
	Forename
	

	Title
Mr
	Gender

	Ethnicity 

	Date of Birth

	NHS No.


	Home address

(or place of residence if different)
	
	Telephone numbers:

Home:  
Mobile:  
Work:   

	Name of GP
	
	Practice Name 
	

	NoK details or best contact person inc Tel No:   

	Main spoken language: 


	Service(s) referring to:  


	Date of referral
	

	Reason(s) for referral
*Please be precise as inadequate information will lead to a delay in the process and we will need to contact you as the referrer for clarity

	


	Urgency
	  Routine            Urgent         Within 4 Hours (Admission avoidance only)          


Has the patient recently been reviewed by the referrer   
 Yes
 No 
Covid-19 – symptoms    
 Yes
 No 
MEDICATION: 

Does medication need to be administered?
 Yes
 No

Is there family / friends who can help administer?
 Yes
 No 

Have you provided prescription / PMAC**?
 Yes
 No

Is the medication with the patient now ?
 Yes
 No

*PLEASE ATTACH A GP SUMMARY WITH YOUR REFERRAL 

**PLEASE ATTACH PMAC INFORMATION WITH YOUR RFERRAL 
Wound care: 

	Please provide precise details:

Where is the wound?

 Is there a dressing required? 

Are there any signs of infection? 

Are there any pressure ulcers / leg ulcer?



Catheter care : 

	Please provide precise details:
Reason for insertion
What is the catheter issue? 
Is the patient usually seen by the Bladder and Bowel Service or Community Nursing Service? 

Are there spare catheters in the house or to bring to clinic?  



	Additional information

	The patient needs an Interpreter                       Lip speaker                             BSL Interpreter 




	Does the patient have any cognitive issues?
 Yes
 No

Does the patient have any learning disabilities?
 Yes
 No 

Does the patient have capacity to make decisions about their care?
 Yes
 No

Is the patient palliative?
 Yes
 No

Does the patient consent to referral being made?
 Yes
 No

Does the patient consent to data share with other organisations?  
 Yes
 No

Is the patient (or close family member) currently a member of the Armed Forces, Reservist or Veteran?  Yes      No

	Patient lives alone                  Lives with carer                    Package of care in place   

	Housebound Status
	 Housebound     Temporarily Housebound     Partially Mobile    Mobile 

	A patient is Housebound if they are NOT able to leave their home with minimal assistance

	Any known safety risk when visiting?
	 
	Access requirements
e.g. Key safe
	 Yes       No 




	Referrer details  

	Referrer name
	. 
	Telephone No.
	

	Referrer discipline

(or Relationship)
	
	Organisation / Location
	 

	Practice e-mail 
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