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	Wheelchair Service Re-referral Form - Confidential



· This form should be used when an existing client requires a re-referral to the wheelchair service.
· ALL mandatory sections/ information MUST be completed where specified.
· Further information and criteria for issue can be found on our website:
https://www,gwh.nhs.uk/wards-and-services/a-to-z/wheelchair-specialist-seating-service/
                 Incomplete, unsigned and/ or undated forms will be returned.

	1. Client Details                                               This section must be fully completed


	
	NHS Number:

	
	Title:

	
	
	

	Address:

	
	Forenames:


	
	
	

	
	
	Surname:


	
	
	

	
	
	Date of birth:


	
	
	

	
	
	Telephone (home):


	
	
	

	Postcode:
	
	Telephone (mobile):


	
	
	

	Email address:




Has the client consented to this referral? 	Yes  ☐		No  ☐



	2. Referrer details                                           This section must be fully completed



	Referrer Name:
	
	Profession:


	
	
	

	Address:




	
	Telephone (office):


	
	
	

	
	
	Telephone (mobile):


	
	
	

	Postcode:
	
	Email address:



Referrers working days:   Monday  ☐   Tuesday  ☐   Wednesday  ☐   Thursday  ☐   Friday  ☐


	3. Reason for referral                                     This section must be fully completed



	What is the Reason for this referral? Please give as much detail as possible.







	

	Has the client experienced any changes to their posture, skin integrity or behaviour since they were last assessed by the wheelchair service?








	Height (cm):

	
	Weight (kg):


*Accurate weight information is essential for prescription of a wheelchair with a suitable weight limit

	4. Present condition of client’s skin      


Does the client currently have any pressure ulcers? 	Yes  ☐		No  ☐
If yes please complete the below table:
	Location of pressure ulcer
	Category of pressure ulcer
[bookmark: _GoBack]
	How long has the ulcer been present?
	Cause
(if known)
	Current treatment

	

	

	
		
	

	
	

	
	
	



	5. Other information

	

	






	I, the referrer, confirm that the information supplied with this form is correct to the best of my knowledge and that the client this referral concerns is aware of and agrees with the content of this form.

	Signature:

	Date:

	Accreditation number:
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Tel: 0303 333 1460 (Option 2)

Fax: 01793422821

E-mail: gwh.swindonwheelchair service@nhs.net
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