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Referral Form:

Brysson Whyte Rehabilitation Unit

Queen Mary’s Hospital 

EMAIL REFERRALS to: stgh-tr.bryssonwhyte@nhs.net

Telephone: 020 8487 6170 
For the multidisciplinary assessment and rehabilitation of older people
                 We accept referrals for patients with GPs in the boroughs of Wandsworth and Richmond
	Surname
	First Name:
	              DOB:
	NHS No:

	Address:

	
	
	Tel:

	GP Name:

GP Tel:

Practice Address:
	Patient aware of referral?  Y / N

GP Aware of referral?         Y / N


	Next Of Kin or Carer
Name:                                                                     Relationship:
Address:                                                                   Tel:
Does patient live alone Y / N        if No who lives with them ____________ Relationship ​​​____________
Social situation (please indicate any specific difficulties at home): 




	Who is best to contact to arrange appointments? (patient/NOK): 

Is the patient able to hear the phone/doorbell and answer the door?     Y / N

Any special transport requirements (e.g. needs carrying down stairs):




	PMH   Please email EMIS summary including medication list (highlight any cognitive impairment) 



	Current Mobility (Walking/Transfers/Stairs/Aids):





Exclusion criteria;

· Clinical suspicion of acute medical event e.g. acute coronary syndrome, CVA, sepsis, GI bleed

· Acute mental health problem (psychotic episode) 
· Assistance of two for transfers 
· Those that would be better managed in a home environment e.g. patients with advanced dementia that may be distressed by the journey to the rehab unit or in an unfamiliar environment.  Please consider other community services e.g. district nursing team and maximizing independence team, complex care team

SOURCE OF REFERRAL (TO BE COMPLETED FOR ALL REFERRALS) 
	Print Name: ______________________
	Signature: ________________
	Date of Referral: _______________

	Designation/Job Title: ___________
	Team: ___________________
	Place of Work: _________________

	Tel / Ext: ________________
	Bleep / Pager No.:__________
	Email: ________________

	Please note referrals containing insufficient information will be returned for completion.


Reason for referral. Please indicate aims for attending BWRU
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