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	             INCOMPLETE FORMS WILL BE RETURNED TO THE REFERRER


	Patient Forename:  
	
	Surname:
	

	House No/Street/Town:
	

	Postcode:
	

	Telephone Number:
	

	Date of Birth:
	

	Has patient consented to referral:
	Yes
	
	No 
	
	(if no state reason)

	Does patient consent to information sharing:
	Yes
	
	No 
	
	(if no state reason)

	GP Name & Surgery:
	

	NHS Number:
	
	Gender:
	Male 
	
	Female
	

	Next of Kin Name:
	

	Relationship to patient:
	

	NOK Tel No:
	

	Ethnicity: 
	
	Have they served in the armed forces? (please circle)
	Yes
	No


	Reason for referral:
NB:  For any referrals requiring an IHSS, 2 hour admission avoidance response, please contact ICAT directly via telephone ICAT: 01282 805989

	Diagnosis/Presentation:


	Services required, please select from the list below?         
Community Stroke Service

Send referral to: stroketherapyteam.elht@nhs.net
Integrated Neighbourhood Team
Send referral to: elht.bwdint@elht.nhs.uk
District Nurse Service

Send referral to: districtnursingreferrals@elht.nhs.uk  

Social Prescribing Service
Send referral to: tladmin@blackburn.gov.uk
Pulmonary Rehabilitation Service
Send referral to: pr@elht.nhs.uk
Associate Psychological Practitioner
Send referral to: bwdapp@lscft.nhs.uk
Occupational Therapy Service

Send referral to: bwd.communityrehab@elht.nhs.uk
Primary Care Mental Health Social Work Team
Send referral to: pcn.mhsc@blackburn.gov.uk
Community Physiotherapy Service
Send referral to: bwd.communityrehab@elht.nhs.uk


	Any instructions re-access to the building e.g.  (Key code etc.)



	Any areas of risk for staff visiting:           
	Yes
	
	No
	
	If yes please give details


	Name/Role of referrer:
	Location/Base of referrer:



	Referrer Email:
	Referrer’s contact number:




Date:        /             /         
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