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HRCH SPA Telephone Number: 020 8973 3450 

HRCH SPA Fax Number: 020 8973 3460
Email:hounslowandrichmond.spa@nhs.net


	Referral Initiated Date:
	     
	NHS Number:      

	Single Point of Access referral form – Richmond services
PATIENT BASIC PERSONAL INFORMATION

	Title:      
	Forename:      
	Family Name:      
Preferred Name:      

	D.O.B.:      
	Gender:      
	[image: image1.wmf]Co-ordinate my Care (CMC) record



	Is Patient already known to this service?
	[image: image2.wmf]Yes

 
	[image: image3.wmf]No



	If Yes, and if patient contact details haven’t changed, you need only complete SECTION 2 of this form

	SECTION 1

	General Practitioner: 

	Registered GP practice ID: 
	     

	Name: 
	     

	Address: 
	     

	Tel: 
	     
	Fax: 
	     

	Ethnicity:      
	Religion (if known):      

	Preferred language:      
	[image: image4.wmf]Tick if an interpreter is required



	Other Communication Needs?   If Yes Please Specify: 
	

	Permanent Address:      
	Tel No:      

	Postcode:      
	Mobile No: 
	     

	Current Location: (if different) 
	

	Address: 
	     
	Tel No: 
	     

	Postcode: 
	     
	Mobile No: 
	     

	Householder Details:

	Does patient live alone?
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	[image: image6.wmf]No


	

	Can patient answer the door?
	[image: image7.wmf]Yes
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	If No, how is the property to be accessed:      

	Is the patient housebound? 
	[image: image9.wmf]Yes
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	(i.e. needs an ambulance to leave their home)

	Is the patient bedbound?
	[image: image11.wmf]Yes
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	Next Of Kin (if known):

	Full Name:  
	     

	Postal Address:  
	     

	Tel/Mobile No:  
	     

	Relationship:  
	     

	Risk Factors:
	Are there any safety/infection issues when visiting?
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	If yes, what are they?  
	     

	Function: 

	Independently Mobile
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	Aids
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	Personal Activities of 

Daily Living (PADL) Independent
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	Package of Care
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	Package of Care provider details (if known):
	     

	


	SECTION 2

	Patient  Name:      
	NHS Number:      

	Services Referred to (specify all services you are referring this patient to, e.g Community Nursing, Diabetic Nurse Specialist, Non-AQP Physiotherapy etc):

	     

	Reason for Referral (please provide a  detailed description including relevant investigations – refer to guidelines on GP intranet [DoS]):

	      


	Rapid Response (within 2 hours)

(If making a referral to RRRT please also call 020 8714 4060)
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	Routine  (within 1-5 days)
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	To speak to a clinician please call your locality contact number

	Other (please specify)
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	Diagnosis:
	     

	Is the condition:
	[image: image32.wmf]Acute

    
	[image: image33.wmf]Chronic



	Allergies:
	     

	Current medication:  

	Repeat Medication
	     
	Acute Medication
	     

	Able to self-medicate?:
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	If No, how is this to be managed?      

	Past Medical History: 
	     

	Is the person aware of the referral?
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	If Not Aware, please detail your rationale for your referral (I.e. you believe it is in the person’s best interest, or there is a serious risk to the person or the public should you not make this referral)

	     

	Name of referrer:      
	Organisation:      

	Telephone:      
	Fax:      
	Date:      

	Hospital discharge date if applicable 
	     
	Is this date estimated?
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	Referrals via the Single Point of Access should be sent to:
Email: hounslowandrichmond.spa@nhs.net
Tel:  020 8630 3943 / 020 8487 1696 
Fax: 020 8630 3639 / 020 8487 1714

	Exceptions to SPA: 
· For AQP Referrals  i.e. Podiatry & Foot Health and Musculoskeletal, please use the relevant AQP referral template
· For  referrals to children’s services, please use existing referral templates
· For Inpatient Beds at TMH, please use existing routes
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