UNIVERSITY HOSPITALS BRISTOL FOUNDATION TRUST ADULT THERAPIES REFERRAL

      Trust Number



                              

Date Received
                 Is patient on RTT pathway?            Clock Start Date        Clock Stop Date
By Physio Dept      
 

         No   
         Yes  


	Patient Details       NHS No _____________________________________________________________

Surname __________________________________________ Tel No:   H    ________________________

Forename _________________________________________                W   ________________________

Address  __________________________________________                M    ________________________

__________________________________________________                      OK to text reminders?  Y / N
Post Code _________________________________________          DOB    ________________________

M / F   Outpatient             
Communication Needs    Please State ____________________________________________________




	Clinical Details
Diagnosis and main clinical features:
Date of injury/surgery (please affix a copy of the operation note if applicable):
Any restrictions (e.g. WB status, ROM, resisted mvmts):
Relevant past medical history:
Is the patient pregnant    Y / N     EDD  ___________     
Problem Progress       Static           Worsening                  Off Work (due to this episode)     
Is there any possible risk to staff seeing this patient in clinic/at home?  ____________________________


	Referrer Details (please print)

Referrer _____________________ Signature _____________________ Designation _________________

GP Name ___________________________  Consultant    _______________________________________
GP Address __________________________________________________________ Date  ____________



For Office Use Only

FOR CATEGORISER & PRIORITISER TO FILL IN:
	CIRCLE CORRECT CASELOAD &
	DURATION

	Bronchiectasis
	
	30

	Chest Clearance
	
	45

	Respiratory (Hyperventilation)
	
	60

	Neuro Rehab SBCH
	
	50

	Fracture
	
	30

	Hand Rehab Unit
	PT
	OT
	60

	Musculoskeletal (Trmt Room)
	B5
	B6
	B7
	Gym Streamlining 
	60

	Haemophilia (Trmt Room)
	
	60
	30

	Occupational Health (Trmt Room)
	B6
	B7
	60

	Pain Management CHC
	B6
	RG only
	60

	Rheumatology
	PT
	PT AS
	OT 6
	OT 7
	60

	Women’s Health (WH) BRI


	Antenatal PGP Class
	1:1
	60
	30 DR

	Pelvic Physio STMH
	WH Advice Group
	1:1
	60
	30

	OASIS at STMH
	
	30

	Men’s Health CHC
	
	60


	CIRCLE CORRECT PRIORITY, DATE & INITIAL IN BOX

	URGENT 
	5 days
	10 days
	

	ROUTINE
	Waiting List
	

	
	Specified Date
	Book after this date: 




                      

	CIRCLE IF MEDICAL RECORDS NEEDED FOR FIRST APPT?

	YES 
	NO
	DATE ORDERED BY ADMIN:


	RETROSPECTIVE BOOKINGS  CIRCLE/FILL IF APPLICABLE
	TICK WHEN INPUT ON MEDWAY

	RETROSPECTIVELY BOOK AS 
	NP
	FUP
	

	DATE SEEN:
	

	THERAPIST SEEN:
	

	PATIENT WILL CALL FOR FUP WITH
	PT
	OT
	


FOR ADMIN TO FILL IN:
	DATE & INITIAL

	Registered on Medway
	

	Set PB Details                     
	

	1st Invite
	

	2nd Invite
	

	YDNA letter
	

	DYSRT letter
	

	Address checked on SCR
	

	Discharged on Medway
	

	Discharge letter sent
	




	

	

	FIRST APPOINTMENT DETAILS

	DAY                     
	

	DATE
	

	TIME
	

	THERAPIST/SCHEDULE
	

	BOOKED ON
	

	BOOKED BY
	

	CONFIRMATION POSTED
	Y
	N

	SOONER DATES DECLINED (IF ANY):

	REBOOKED/DNA?


Please clarify with patient


□ UHBristol Outpatient Dept


□ Local Outpatient Dept


□ Domiciliary


□ Other (specify)…………….





RETROSPECTIVE OUTCOME�
�
DISCHARGE�
�
�
PENDING�
Number of weeks:�
�
APPOINTMENT TO BE BOOKED�
Date:





Time:





Diary Code/Therapist:








�
�









INCOMPLETE REFERRALS WILL BE RETURNED TO SENDER


