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	[bookmark: _GoBack]MERTON HOLISTIC ASSESSMENT AND RAPID INVESTIGATION (HARI) REFERRAL FORM

	Please complete this form in full to enable the service to ensure that your patient gets the right assessment

	PATIENT DETAILS

	Title:      
	Forename(s):      
	Surname(s):      

	[bookmark: Check3]|_| M     |_| F
	NHS Number:         
	D.O.B:      

	Address (incl. postcode):      


	Daytime contact mobile telephone number:      
Landline telephone number:      
(We may contact the patient from a withheld number to discuss this referral)
	Email address:      

	NEXT OF KIN/CARER DETAILS (IF APPLICABLE)

	Name:                                                                                Relationship to patient:      
Daytime contact telephone number:       
Who should we contact regarding an appointment?   |_| Patient         |_| Carer/next of kin

	Is an Interpreter required: |_| NO   |_| YES     If yes, which language:         
Does the patient have a significant learning disability? |_| NO   |_| YES     List……..     
Does the patient have a visual or hearing impairment? |_| NO   |_| YES
Does patient require transport to attend their appointment? |_| NO   |_| YES
Has the patient/carer consented to this referral?  |_| NO   |_|YES

	ETHNICITY

	|_| White British
	|_| Any other mixed background
	|_| Black/Black British Caribbean

	|_| White Irish
	|_| Chinese
	|_| Black or Black British African

	|_| Any other White
	|_| Asian or Asian British Indian
	|_| Any other Black groups

	|_| Mixed: White/Black Caribbean
	|_| Asian or Asian British Bangladeshi
	|_| Any other ethnic group

	|_| Mixed: White & Black African
	|_| Asian or Asian British Pakistani
	|_| Declined to state ethnicity

	|_| Mixed: White & Asian
	|_| Any other Asian background
	

	REFERRER DETAILS

	Date of Referral:      
	GP/Consultant/Referrer Name:      

	Contact Number:      
	Fax Number:      

	Address:      

	NHS.net email address:      
	GP Practice:      

	IS THIS REFERRAL FOR:
|_| Multi-disciplinary rehabilitation/nursing within a clinic setting
|_| HARI comprehensive geriatric assessment

	REFERRAL REASON/DIAGNOSIS AND RELEVANT MEDICAL HISTORY AND ATTACH EMIS REPORT
     
|_| Prevention of Admission
|_| Further investigation of symptoms- please specify what tests are required
|_| Medication Management
|_| Mobility/balance issues
|_| Difficulties with activities of daily living
|_| Memory Problems  
|_| Mood Problems/Isolation
|_| Carer breakdown
|_| Other- please specify      
PLEASE ENCLOSE THE FOLLOWING DOCUMENTS OR WE WILL BE UNABLE TO PROCESS YOUR REFERRAL 
|_| GP Record summary
|_| Results of investigations carried out
|_| List of medications
Please provide any further information as required      

	Please return this referral form to the Merton adult services single point of access (SPA):
Email  clcht.mertonspa@nhs.net    Efax: 0300 008 2122      Telephone: 0333 004 7555 
Address: Merton adult community services, PO Box 130, Morden, London, SM4 9EF.
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