Intermediate Care Service
Rapid Response Team

Community Telephone Referral Pro-forma
	Name of person: ~[Title] ~[Forename] ~[Surname]
	Date of birth: ~[Date Of Birth]

	Home address: ~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3] ~[Patient Address Line 4] ~[Post Code]


	Next of Kin: (name, Address and contact details)
     

	Contact Number: 

     

	GP (name and practice)

~[Registered Doctor], Charter Medical Centre, 88 Davigdor Road, Hove, BN3 1RF

Tel: 01273 204059, Fax: 01273 220883

	Referrer name:      

	Time of referral:      

	Does the person require a visit today?

Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

	Is there a need for Home Care?

Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 


	Reason for referral and needs at time of first visit (e.g. medication, equipment, home care)

     


	Any other needs identified:

     


	Have appropriate medications been organised?                       Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Has any equipment been issued?                                              Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If YES, what has been issued:

     


	Have Age Concern Crisis been approached?                           Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If YES, what services are they able to provide and for how long?

     


	Have any immediate social needs been identified?                    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If YES, what re they and how are they going to be addressed:

     


	Does this person have a care package in situ at the present time?        Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If YES, what does the care package consist of?

     


	Access details:

     


	Is the Contact Assessment being faxed over?                           Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 



