BSUH Discharge Referral Forms and Contacts
Overall (not sure of process / any issues requiring escalation (including delay in response time) – contact us at the hub

For all RSCH patients – please always copy in bsuh.dischargegovernancecontrolcentre@nhs.net
For all PRH patients – please always copy in bsuh.prhdischargehub@nhs.net 

	Pathway
	Service and Referral Form  / Information Required
	Send it to / contact details

	Pathway 1 – Home / Usual Residence
 
	B&H SCFT Responsive Services using Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	 sc-tr.rsreferralhub@nhs.net

	
	Coastal and Central West Sussex SCFT Responsive Services  using B&H/West Sussex joint health and ASC referral form

Referral form to use: Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	AdultsandHealthPlacementTeam@westsussex.gov.uk
and ASPRHN1HospitalDuty@westsussex.gov.uk 

	
	East Sussex JCR using HSCC form

Referral form to use:   East-Sussex-HSCC-Referral-Form-V1.2 
	Esh-tr.hscc@nhs.net  and
 sc-tr.patientflowcentre@nhs.net  

	Pathway 2 - Beds
 
	B&H beds, SCFT HWLH (East) - complete the SCFT IPR beds referral form

Referral form to use: Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	 sc-tr.patientflowcentre@nhs.net  
 

	
	SCFT Coastal West Sussex Health Beds and and SCFT Central Health Beds 
(primary rehab need)
Complete the B&H and West Sussex joint health and ASC referral form

Referral form to use: Brighton and Hove and West Sussex Unified NHS and LA Referral Form 

	sc-tr.patientflowcentre@nhs.net

	
	West Sussex D2A and Interim Placement WSCC Beds (primary reablement / short term placement need – rather than rehab) – Complete the B&H/West Sussex joint health  ASC referral form

Referral form to use: Brighton and Hove and West Sussex Unified NHS and LA Referral Form

	AdultsandHealthPlacementTeam@westsussex.gov.uk

	
	East Sussex (Eastbourne Hastings, Rother) Health Beds. Complete the HSCC form

Referral form to use: East-Sussex-HSCC-Referral-Form-V1.2 

	Esh-tr.hscc@nhs.net and 
sc-tr.patientflowcentre@nhs.net 

	Pathway 3 - Complex
	Adult social care for placement or other complex care requiring ASC input

B&H – contact the discharge hub for details of social workers available
	B&H HospitalRSDuty@brighton-hove.gov.uk
 

	
	East Sussex – complete the B&H/West Sussex Unified Referral Form (as East Sussex ASC have agreed it has the information they need)

Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	ESx as-duty-sdw@eastsussex.gov.uk

	
	West Sussex – complete the joint B&H/West Sussex joint health and ASC referral form
Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	AdultsandHealthPlacementTeam@westsussex.gov.uk and ASPRHN1HospitalDuty@westsussex.gov.uk 

	
	CHC

B&H –Complete the Brighton and Hove and East Sussex CHC Referral Form 
	

Email to:  tracey.collier1@nhs.net  and bhccg.nhsfundedcareteam@nhs.net;  

	
	
East Sussex – Complete the Brighton and Hove and East Sussex CHC Referral Form and send

	
Email to esxccg.ichcdutydesk1@nhs.net  and ASC.CHCDutyTeam@eastsussex.gov.uk 

	
	
West Sussex – complete the B&H/West Sussex joint health and ASC referral form
Brighton and Hove and West Sussex Unified NHS and LA Referral Form
	Email  Wsxccg.chcduty@nhs.net

	
	Homeless – focus on B&H residents but can support with links to all areas. Involve early in all admissions – before MRFD. Detail here.  
	Mon-Fri 8-4 and some flex weekend hours too. Phone 07884195417 and / or email gregg.lock@nhs.net, or Katie Carter katie.carter1@nhs.net 

	Specialist Pathways
	Stroke – Early Supported Discharge

Brighton and Hove Referral Form



Central and West Sussex North Referral Form




Central and West Sussex Coastal Referral Form



	B&H - email to:
 SC-TR.CNRTBrightonAndHove@nhs.net

North email to:
 sc-tr.onecall-north-referralsonly@nhs.net
 
Coastal – email to:
 sc-tr.onecallcoastalreferrals@nhs.net
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Patient Name: 

NHS Number:  

	

BRIGHTON COMMUNITY NEUROLOGICAL REHABILITATION TEAM REFERRAL FORM

Community Neurological Rehabilitation Team, D3, D Block, Brighton General Hospital, Elm Grove, Brighton. BN2 3EW

Tel: 01273 242271 Fax: 01273 254323 - 01273 682685  email: SC-TR.CNRTBrightonAndHove@nhs.net











Important: Please ensure the patient meets the referral criteria before completing this form. Note: Referrals without all the information will be returned to the referrer and not considered for assessment by the service.









DATE COMPLETED:		DISCHARGE DATE: 



TYPE OF REFERRAL (Please circle):	ESD SERVICE		CNRT

If referring to Early Supported Discharge Service, Please complete and attach the Stroke Triage Tool and discuss with the CNRT team to initiate the referral.



Patient details

		Title: 

		Date of Birth: 



		Name: 

		NHS Number: 



		Address: 



		Ethnicity: British



		

		Full Name of Next of Kin: 

Landline (if different to patient): 

Mobile Telephone Number: 



		

		GP Name: 

Organisation Code: 



		Landline Telephone Number: 

Mobile Telephone Number:  

		Referrer Name: 

Ward/Hospital: Solomon/RSCH

Telephone Number: 01273 696955 ex 4590



		Hospital Consultant: Dr Kane

		



		Have all the above details been checked with patient: 

		YES         NO      (please circle) 







Medical History

		Current Diagnosis (Date of onset, Scan/investigation results)

 



		Past Medical History (Include other medical conditions and Mental Health History)










		Medication on discharge (Or please provide medical discharge summary)





		BP and Pulse readings: 



		DNAR Status (Please attach copy of form)





		Infection Control Status





		NPDS- state score

		Allergies: See discharge summary





		Waterlow:  1

		MUST: 







Social History

		Environment, Key safe, Carelink









Current Functional Status

		Personal Care, Mobility, Toileting day/night, Medication management





		Communication





		Continence





		Swallow










		Current Suicidal Ideations/Mood 





		Cognition









Rehab Goals

		SMART Short and Long Term Goals, disciplines required









CHECKLIST												  Yes	    No

		Does the patient require input from 2 or more disciplines?

		X

		



		Is the patient having a Package Of Care on discharge?- if ‘Yes’, please state details below

		

		



		Has the referral been explained and the patient consented?

		X

		



		Is the required equipment and Pressure Care in place for discharge?

		

		







Additional Information –including any known risks to patients and/or staff (e.g. risk of falls, infection, violence etc.)

		













Referrer Signature:	

Name and Designation:  
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Patient Name: 

NHS Number:	

ESD CENTRAL AREA REFERRAL FORM

OneCall,  4th Floor Crawley Hospital, West Green Drive, Crawley,RH11 7DH

Tel: 01293 228311 email: sc-tr.onecall-north-referralsonly@nhs.net Fax: 01273 254214











Important: Please ensure the patient meets the referral criteria before completing this form. Note: Referrals without all the information will be returned to the referrer and not considered for assessment by the service.









DATE COMPLETED:     DISCHARGE DATE: 



Patient details

		Title: 

		Date of Birth: 



		Name: 

		NHS Number: 



		Address: 



		Ethnicity: 



		

		Next of Kin: 

Telephone Number: 



		

		GP: 

Telephone number: 





		Telephone Number: 

		Referrer Name: 

Ward/Hospital: Solomon Ward – Stroke Unit (RSCH)

Telephone Number: 01273 696955 x4590



		Hospital Consultant: 

		







Medical History

		Current Diagnosis/Presentation (Date of onset, Scan/investigation results/vision/tone/strength/sensation)





		Past Medical History (Include other medical conditions and Mental Health History)





		Medication on discharge (Or please provide medical discharge summary)

Please see discharge summary.



		BP and Pulse readings:





		DNAR Status (Please attach copy of form)





		Infection Control Status





		NPDS- state score

		Allergies: See medical discharge summary. 



		Waterlow: 

		MUST: 







Social History

		Environment, Key safe, Carelink









Current Functional Status

		Personal Care, Mobility, Toileting day/night, Medication management



 



		Communication





		Continence





		Swallow





		Current Suicidal Ideations/Mood 





		Cognition















Rehab Goals

		SMART Short and Long Term Goals, disciplines required











CHECKLIST												  Yes	    No

		Does the patient require input from 2 or more disciplines?

		

		



		Is the patient having a Package Of Care on discharge?- if ‘Yes’, please state details below

		

		



		Has the referral been explained and the patient consented?

		

		



		Is the required equipment and Pressure Care in place for discharge?

		

		









Additional Information –including any known risks to patients and/or staff (e.g. risk of falls, infection, violence etc.)

		











Referrer Signature: 

Name and Designation: 
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Patient Name

NHS Number	

ESD CENTRAL AREA REFERRAL FORM

OneCall,  Unit 5, The Quadrant, Marlborough Road, Lancing business park, Lancing, BN15 8UW

Tel: 01903254789 email: sc-tr.onecallcoastalreferrals@nhs.net











Important: Please ensure the patient meets the referral criteria before completing this form. Note: Referrals without all the information will be returned to the referrer and not considered for assessment by the service.









DATE COMPLETED…………………………………	DISCHARGE DATE…………………………………………

Unit 5, The Quadrant, Marlborough Road, Lancing business park, Lancing, BN15 8UW



Patient details

		Title:

		Date of Birth:



		Name:

		NHS Number:



		Address:





		Ethnicity



		

		Next of Kin:

Telephone Number:



		

		GP:

Telephone number:



		Telephone Number:

		Referrer Name:

Ward/Hospital:

Telephone Number:



		Hospital Consultant:

		







Medical History

		Current Diagnosis/Presentation (Date of onset, Scan/investigation results/vision/tone/strength/sensation)















		Past Medical History (Include other medical conditions and Mental Health History)













		Medication on discharge (Or please provide medical discharge summary)











		BP and Pulse readings:





		DNAR Status (Please attach copy of form)





		Infection Control Status





		NPDS- state score

		Allergies



		Waterlow

		MUST







Social History

		Environment, Key safe, Carelink





















Current Functional Status

		Personal Care, Mobility, Toileting day/night, Medication management

















		Communication













		Continence











		Swallow











		Current Suicidal Ideations/Mood 











		Cognition























Rehab Goals

		SMART Short and Long Term Goals, disciplines required









































CHECKLIST												  Yes	    No

		Does the patient require input from 2 or more disciplines?

		

		



		Is the patient having a Package Of Care on discharge?- if ‘Yes’, please state details below

		

		



		Has the referral been explained and the patient consented?

		

		



		Is the required equipment and Pressure Care in place for discharge?

		

		









Additional Information –including any known risks to patients and/or staff (e.g. risk of falls, infection, violence etc.)

		



































Referrer Signature,

Name and Designation
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