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Shepway Day Hospital Referral

Tel : 01303 854483         Fax: 01303 854482
	Name
	DOB

	Address
	Hospital Number

	
	GP

	
	Consultant

	Telephone Number
	Primary contact if next of kin


Diagnosis 
1.


2.


3.

Aims of referral
1.


2.


3.

Past Medical History:

Medication:
Mobility (Please tick):
Unaided (
1/2 Sticks (
Frame (
Wheelchair (
Frequent Falls (
Social Background:

Lives (please tick)
Alone
(
With relatives
(
Residential Home
(

Warden Control
(
Nursing Home
(
Communication:
Does the patient have difficulty understanding?
Yes/No


Is the patient’s speech clear and grammatical?
Yes/No


Is there any facial weakness?
Yes/No


Have any swallowing problems been noted?
Yes/No

Special Precautions/ 
Contra-Indications e.g. weight bearing status:
Further Information:


Signature:
Designation:
Date:
GP Practice Stamp (If applicable):
Name (Please print):
Place of work / Telephone number:
[image: image2.wmf]
Date: Jul-13
DHREF.DOC


