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        INTEGRATED PRIMARY CARE COMMUNITY THERAPY TEAM
REFERRAL FORM
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Physiotherapy


Occupational Therapy

Clusters are according to patients’ GP practice.
	West/Cluster
Hove Polyclinic, Nevill Avenue, Hove, BN3 7HY

Or E-mail on sc-tr.therapyhubbrightonandhove @nhs.net
Tel: 01273 242117 Option 2/Option 4
Fax: 01273 265572

	East Cluster

D Block Brighton General Hospital
Elm Grove BN2 3EW

Or email sc-tr.therapyhubbrightonandhove@nhs.net
Tel:01273 242117 Option 2/Option 1
Fax:01273 242171
	Central Cluster

D Block Brighton General Hospital Elm Grove Brighton BN2 3EW Or email sc-tr.therapyhubbrightonandhove@nhs.net
Tel: 01273 242117 Option 2/Option 2
Fax 01273 254128


To avoid delays in acceptance of the referral, please send any appropriate paperwork, such as discharge reports, physiotherapy and occupational therapy reports, consultant and or GP letters, concerning this referral.

Please ensure ALL sections are completed otherwise the referral will be returned. 
ALL REFERRALS INTO IPCT MAY TAKE  UP TO 8 WEEKS TO BE SEEN. PLEASE CALL THE APROPRIATE IPCT TEAM TO DISCUSS REFRRALS THAT NEED TO BE SEEN SOONER.

ANY REFERRALS REQUIRING URGENT AND IMMEDIATE ATTENTION SHOULD BE SENT TO RESPONSIVE SERVICES. (Telephone: 01273242117 OPTION 1, OPTION 2). 
	 All answers to the following questions need to be ‘yes’ for the patient to be suitable for the IPC Community therapy Team.

 
	Y

(()
	N

(()

	1
	Is the patient over 16 years of age and registered with a GP in Brighton and Hove?
	
	

	2
	Is the patient housebound, so unable to travel to an outpatient department for physiotherapy?

And / or do they need to be seen in the home or similar environment for functional assessment?
	
	

	3
	Has the patient/carer agreed to the referral?

Do they have the potential to benefit from therapy and are they able to identify realistic goals?
	
	


	Patient Name:


	
	NHS Number
	Date of request:



	DOB
:
	GP Name:
	GP Surgery

	Address and telephone:


	Name and contact details of person making the referral:

	Job Title &

Team/ Cluster

	Current Diagnosis:


	Current Cognitive and Mental Health Function:
	Medication of Note:



	Is the patient currently being seen by another service? If so, please provide details (e.g., Falls team , responsive services, etc)

	Does the patient live alone?

YES

NO 
	Is this a two person visit?

YES

NO

	Medical ongoing history:



	Current mobility and functional ability:



	Previous level of mobility and function if there is a decline:



	Specific GOALS and  REASON for referral to therapy: (This must be completed for the referral to be accepted)


	What is the referrer’s input to date, if applicable?



	What information is known about the client and their home environment including access, and pets which a visiting therapist should be aware of to ensure their safety?
Is there a care package or carer in situ? If yes, please provide details



ecation of Note:








ecation of Note:








ecation of Note:








Medication of Note:
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