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REHABILITATION SERVICE REFERRAL FORM
Please fill in all the information you can
	Surname:
	Forename(s):

	Date of Birth:         

    
	NHS/ Rio Number:


	Referrer (including service):                                                                     Date of Referral:
Which service do you feel is most appropriate (please click box to tick):
(  Inpatient Rehabilitation

(  Community Rehabilitation (East Kent only*) 

(  Support with decision for Out of Area Placement Decision

*please note that clients being referred for Horizons accommodation must be on the relevant housing register before an assessment can take place

	Home Address:

Postcode: 
Tel No:


	Consultant Psychiatrist:
Care Coordinator:
Locality: 
Contact Tel No: 

	Clinical Diagnosis:


	Is the client currently an inpatient?

Ward:

Admission date:

If so what is their current MHA Status? 
Describe current level of unescorted leave: 
Are they subject to Section 117?                        

	Current Medication 

(please include frequency and dose)

	Additional Clinical Information

Does the client have any issues in the following areas? (please tick)
· Physical health 
· Mobility
· Safeguarding
· Substance misuse

· Forensic History
Please provide details at the end of the form

	Social Care Input
Is the client currently open to social care?

If so who is their social worker?:

If not have they received/been referred for a care act assessment?:
What was the outcome?

	Other Professionals Involved 

Please include names and contact details of any other services involved in the client’s care (e.g. probation service, substance misuse services, psychology etc.) 



	Is an interpreter  required for the assessment?

If so please give details:



	Describe the client’s current accommodation situation



	Describe the client’s current financial resources:
Are they currently responsible for their own finances?

If not who is?






	Who is the client’s nearest relative?
Name:

Relationship:

Contact details:

Describe the client’s current contact and support from family and carers


	Accommodation Goals

[image: image2] Independent Living                    
[image: image3] Supported Living                    
[image: image4] Residential Care
      

	Is the treating team considering any alternatives? (what other referrals are being made?)



	What do you think the rehabilitation needs of the client are?



	What else might the client want to achieve in rehabilitation?


	Would it be helpful for you (referrer) to have a telephone conversation to discuss the referral in more detail?            
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	Once completed please email referral forms to the following: 

EAST KENT (including SWALE):
KMPT.rehabadmin.east@nhs.net
Telephone: 01843 263780
WEST KENT & MEDWAY:

kmpt.westrehab.admin@nhs.net
Telephone:01622 766900 (select option 4)
Or  01622 766923
	FOR OFFICE USE ONLY

Date Referral Received:
     
Date of assessment:

     
Date Report Uploaded:
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