

COMMUNITY BRAIN INJURY TEAM REFERRAL FORM
NB: All sections must be completed or the referral will be returned.
	Please note that the Community Brain Injury Team does not accept referrals where there is a diagnosis of stroke or spontaneous (non-traumatic) subarachnoid haemorrhage, this will be covered by the Stroke Services.  We do not accept referrals for progressive tumours or degenerative conditions.
· Is this episode a single incident non deteriorating brain injury?

· Are current problems relevant to a recent brain injury?

· Is the patient over 18 years old? 
· Does the patient require therapy from two or more therapists from the team (e.g. occupational therapy; physiotherapy; psychology; speech & language therapy)?

· Has the patient potential for rehabilitation?

· If a tumour, has active medical intervention finished?
N.B. If the answer to any of the above questions is no the patient does not meet the team criteria and therefore the referral cannot be accepted.


	Yes/No

Yes/No

Yes/No
Yes/No

Yes/No

Yes/No



	PATIENT DETAILS
Name of Patient:



M / F


Date of Birth:
Home Address:






NHS Number:
Post Code:                                                                                       
Telephone Number:





            Marital Status:
Present Address:                                                                             Next of Kin:

                                                                                                           Allergies:
If patient is still on ward, when is their discharge date?
(Please advise if this date is revised, or patient is kept in hospital for any reason)


	MEDICAL INFORMATION       PLEASE INCUDE ANY DISCHARGE SUMMARYS FROM HOSPITAL STAY
Diagnosis:
Date of Onset:
Investigations: (Dates and details) 
MRI

CT scan

GCS                      PTA

MEDICAL / SURGICAL INTERVENTIONS:
Previous Medical History:


	Are there any particular RISKS we need to be aware of when dealing with this patient and members of the household in the community? (eg: history of aggression, disinhibition, drug/alcohol abuse, other)   
If yes, a member of the team will contact you for more information
Has this patient consented to referral?
If not, does this patient have capacity to consent to this referral? 
Has a decision been made that the referral is in their best interests? 
(In line with the Mental Capacity Act 2005)

	Yes/No

Yes/No

Yes/No

Yes/No



	PRESENTING NEEDS TO BE ADDRESSED: 
Physical / Mobility

Communication

Cognitive / Thinking

Emotional / behavioural 


	FUNCTIONAL IMPLICATIONS: eg. Walking ability, safety, level of independence etc.


	SOCIAL INFORMATION: eg. Home situation, family members, care package etc.
OCCUPATION :

	Ethnicity:

                                                                                                 Religion:
	Preferred language:
Is an interpreter required?  YES/NO


	OTHER PROFESSIONALS INVOLVED:
Consultant:





Care Manager:
Name and Address of GP:
Therapists:
 



            Other:


	Name of referrer:




Designation:
Address:
Contact Tel Number:                                               Date of referral: 


Completed forms should be returned by post / email to: kamnascpt.neuropsych@nhs.net
Community Brain Injury Team, Disablement Services Centre, Medway Maritime Hospital, Windmill Road, Gillingham, Kent ME7 5NY Tel: 01634 833937
May 2019

