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Referral Form

Please complete all questions (use additional sheets if required). Incomplete forms may result in a delay. 

	Client Name
	
	DoB
	
	NHS No.
	

	
	
	
	
	
	

	Client Address
Post Code
Email
	
	Home Tel

Mobile Tel:
	
	Next of Kin / Alt Contact 

Relationship to client 

Tel No
Email
	


	Date of referral 
	
	Referral received by ECS


	(ECS Office use only)



DETAILS OF OTHER RELEVANT SERVICES /TEAMS
	Name of Referrer:

Title/Role

Service

Address

Post code

Tel No:

Mobile No:

Email
	
	GP Name

GP Address

Post Code
Tel No:
	

	Community O.T.

Title/Role

Service

Address

Post code

Tel No:

Mobile No:

Email
	
	SaLT Details

Title/Role

Service

Address

Post code

Tel No:

Mobile No:

Email
	

	Wheelchair Service

Title/Role

Service

Address

Post code

Tel No:

Mobile No:

Email
	
	Other Service: 

Title/Role

Service

Address

Post code

Tel No:

Mobile No:

Email
	


	Diagnosis


	

	Indicate if health condition 

Stable / Progressive /Unpredictable

	

	If progressive or unpredictable please indicate rate of change and urgency of referral


	

	Other relevant health issues
Eg pressure care, Autonomic Dysreflexia, involuntary movements, additional physical or mental health needs
	


	Usual method of communication:
	

	Abilities and limitations:
Please give as much information as possible

i.e Control of Movement of

Head

Trunk 

Arms

Hands

Legs

Feet

Vision & Hearing

Cognitive Ability

Psychological / behavioural

Speech /communication


	

	Social Situation:
i.e .Lives alone  or others living at same address
	

	Accommodation:
i.e own home, rented, housing association, supported living, residential, nursing home
	

	Care arrangement:
i.e. Package of Care, carer input, funding source if relevant

	

	Time Client alone:
Day time:

Night time:

Current means of calling for help if alone:
	

	What does client want to control with Environmental Control Equipment?
	


COMPUTER ACCESS
	What computer does the client currently use?

Operating System


	None        ☐            Laptop  ☐         Desktop  ☐     Tablet  ☐
Window    ☐           Mac       ☐         Other     ☐

	What experience does the client have in using a computer? 


	None        ☐           A little     ☐  Moderate ability ☐      A lot ☐


	If not, what support do they have to learn?


	

	How does the client currently access the computer?


	

	What is the computer currently used for?


	

	What would the client like to use the computer for?
	


	Home visit advice for ECS Team 


	

	Phone to discuss as appropriate or detail below e.g. advice on parking, lone working, accessing the clients home (please do not supply key safe numbers), days/times client availability


	Please return this form to:


	ECS, The Howard Centre, Christchurch Hospital, Fairmile Road, Christchurch, BH23 2JX
Telephone: 0300 019 5278
Secure email: from NHS.net to NHS.net as follows:

uhd.environmentalcontrolservice@nhs.net


Has the patient consented to this referral?


Yes ☐      No ☐  


Date: _____________________


	





Select which referral this is for:


Environmental control	☐	                  


Computer Access        ☐


	








         Name                                                       DOB                                                 NHS      
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