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Community Matron Team

Referral Form
	Date:
	Tel: 01273 – 265593
Fax: 01273 - 265596

	Patient:

Name:

Address:

Tel:
	DOB

	
	NHS No:

	Referrer:

Name:

Address:

Tel:
	Other Services

	Patient GP:


	Risks/Access

	Reason for referral:



	Referral Criteria:  
Registered with Brighton & Hove GP (with CM attached)



	Plus 3 or more of the following:



	Recent emergency contacts or admissions

	Requiring frequent GP appointments/visits

	At risk of admission

	4 or more medications

	Recent bereavement

	Recent falls

	Significant impairment in one or more of the major activities of daily living (bathing, toileting, dressing, walking)

	Significant impairment in one or more of the instrumental activities of daily living (preparing meals, shopping, housekeeping)

	Active Chronic Diseases

	Recent and severe exacerbation of LTC

	Signed:


	Date:
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