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Referrals to the CLCH bedded services are managed through our SPA (Single Point of Access). This is based at St Charles Hospital and can be contacted in the following ways:  CONTACT DETAILS for REFERRALS to CLCH BEDDED SERVICES
                       
For all Bedded rehab referrals please email:
clcht.spa.referral@nhs.net Tel: 0300 033 0333 Fax: 0300 008 3251     





If you wish to discuss a particular patient with us prior to completing the referral then or contact CLCH Bedded Matron on 07931349802 or our Clinical Therapy Lead on 07961987827


	
ESSENTIAL CRITERIA FOR ADMISSION TO COMMUNITY REHAB BEDS AND INTERMEDIATE CARE BEDS




· All patients must be medically fit for discharge from an acute hospital
· All patients need to be cognitively intact such that they do not require specialist or 1:1 support
· A discharge destination should be identified, although this may include ongoing services e.g. CIS/Virtual ward

In addition, those patients referred to rehabilitation beds must:
· Have a need for inpatient rehabilitation; for example where home environment is not suitable for community based rehabilitation
· Be able to be managed with maximum of assistance of 2
· Be medically fit on admission and ready to engage in rehabilitation 
· Be able and willing to consent to this referral.  If the referral has been made in their best interests, formal capacity assessment and best interest decision making meeting documentation must be attached to the referral 
· Be assessed as having adequate cognitive ability, specifically the ability to demonstrate effective carry over. Those with diagnoses related to cognitive impairment must have a completed a cognitive screen; the results of an AMTS must be recorded on the referral
· Be able to demonstrate progress through goal achievement, and have realistic ongoing goals to be achieved in a 4 week timescale
· Have an OPAT follow up if they have a Hickman/Picc line 
· Not require supplemental oxygen of more than 2litres via nasal specs




Please STOP here if your patient does not meet the above criteria, it is likely that your patient will not be suitable for our services.
However, if in doubt discuss with the clinical leads prior to completing this referral.

This referral is for: INTERMEDIATE CARE : REHAB |_| INTERIM + REHAB |_| 
	REFERRER DETAILS

	Date of referral
	     

	Name
	        

	Organisation
	     

	Ward/department
	     

	Referrer Contact number
	Tel:                               Bleep:      

	Ward Contact Number
	     

	Email (nhs.net account)
	     



	PLEASE PROVIDE CONTACT DETAILS (TEL NO/BLEEP) FOR OTHER TEAM MEMBERS INVOLVED IN THE PATIENTS’ CARE

	Ref liaison/MDT member
	Name:                            Bleep:
Tel:      

	Acute Discharge Team Member:
	Name:                            Bleep:
Tel:      



	PATIENT DETAILS

	Surname:     
	NHS No :

	Given Name:          
	Gender:     

	
	

	Address:      



Postcode:          

Borough:      
	Has this person consented to this referral? 
Yes |_| No|_|

If the referral has been made in their best interests, formal capacity assessment and best interest decision making meeting documentation must be attached to the referral 


	Current Location Address i.e. hospital and ward:     

	Date of admission:

	GP Name:     
	Patient support (please include contact telephone number)

	Address:     
Practice Tel:     


	NOK:     
Main Carer:     
Nominated 1st contact:      

	PREVIOUS SOCIAL WORKER DETAILS

	Service provided 
	Agency
	Contact details
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	Agency
	Contact details

	
	
	




	CURRENT MEDICAL STATUS INCLUDING REASON FOR REFERRAL

	***PLEASE ATTACH COPY OF CURRENT MEDICATION PRESCRIPTION TO REFERRAL***




NEWS Score for previous 2/7:       - 

	If coming from acute trust, please detail any appointments the patient may have missed during their acute stay in hospital:         

If patient Orthopaedic:
Weight Bearing status           
Precautions           
Date of follow up appointment           
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	CONTINENCE

	Is there any bladder incontinence?   Yes |_| No|_|
Is there any bowel incontinence?      Yes |_| No|_|   
TWOC trialled? Yes |_| No|_|   If Yes, provide details and outcome:

	WOUND CARE/TISSUE VIABILITY

	Does the client have any wounds? Yes |_| No|_| 
If Yes, type:   Surgical   |_|   Trauma   |_|    Pressure   |_|    Moisture    |_|     
Grade:                          Site:         

	NUTRITION

	Does the client have problems with eating, drinking or swallowing?  Yes |_| No|_|    
If Yes, please comment (including chest infection, difficulties with medications):      
Feeding route (delete as appropriate):         Orally |_|             NG  |_|               PEG |_|   
If on PEG or NG – provide Feed regime:      
Weight:                         Height:                         BMI:                      Date:      

	PAIN

	Is pain a current issue? Yes |_| No|_|   
If yes, please detail current pain medications being used:      

***PLEASE ENSURE THAT PAIN WILL NOT IMPACT ON PATIENT ABILITY TO PARTICIPATE IN A REHAB PROGRAM***


	MENTAL HEALTH

	Are there any current mental health issues? Yes |_| No|_|  
If Yes, please give details including management plan:        

Any other relevant information?      


	COGNITION

	AMTS:      /10
Does the patient have a diagnosis of dementia, or have they had a previous head injury / stroke? Yes |_| No|_|   
If Yes, please give details including date of diagnosis, identified impairment with management strategy and any known pre-morbid assessments / function:





	FUNCTIONAL/PHYSICAL ABILITIES
NB: I=Independent / AO1=assistance of 1 / AO2=Assistance of 2
       FWB=fully weight bearing / PWB=partial weight bearing / TTWB=toe-touch weight bearing
       WBAT=weight bearing as tolerated

	TASK

	CURRENT ABILITY
	PREVIOUS ABILITY

	Bed mobility/positioning
	       
	       

	Lying ↔ sitting 
	       
	       

	Sitting ↔ standing
	       
	       

	Bed ↔ chair transfers
	       
	       

	Mobility
	       
	       

	Seating
	       
	       

	Toileting
	       
	       

	Washing and dressing
	       
	       

	Grooming
	       
	       

	Feeding
	       
	       

	FALLS HISTORY

	History (reason for falling, risks, injuries, previous intervention):        
Has the client had any falls since admission? Yes |_| No |_|
If yes, please give thorough details of cause, outcome, strategies in place:        


	IDENTIFY SMART GOALS TO BE ACHIEVED WITHIN 4 WEEKS - FOR BEDDED REHAB REFERRALS ONLY (please give timescales):

	1.        


2.        


3.        



	DISCHARGE PLANNING



	Planned discharge destination (permanent):      



	Estimated discharge date (to permanent destination):      



	Social Services referrals/plan in place (if applicable):      



	Any further discharge planning information/considerations (e.g. patient has no heating/hot water, damage to property, patient hoarding/awaiting declutter of property, patient awaiting blitz clean):      
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D.O.B:

image1.jpeg
NHS

Central London

Community Healthcare
NHS Trust




