North Somerset Memory Service
Avon & Wiltshire Mental Health Partnership NHS Trust
Cognitive Assessment & Diagnostic Team


                  Referral Form
Please send via email: 

awp.windmillreferrals@nhs.net 
Windmill House, Clevedon BS21 6UJ.
Tel; 01275 335300.
SECTION 4 – REFERRAL INFORMATION

	

	HAS THE PATIENT CONSENTED TO THE REFERRAL?                                                                    YES  ◻     NO   ◻  
IF YOU CONSIDER THIS REFERRAL URGENT IT IS NOT APPROPRIATE FOR THE MEMORY SERVICE. REQUESTS FOR URGENT ASSESSMENT SHOULD BE DIRECTED TO PCLS ON THE APPROPRIATE REFERRAL FORM.


	SECTION 1 – PATIENT DETAILS (who is the patient?)

	Full Name:
	
	NHS No:
	

	Gender:
	
	Phone No:
	

	DOB:
	                /          /
	Ethnicity:
	

	Address & Postcode:
	

	SECTION 2 – CARER/ FAMILY DETAILS - REQUIRED PLEASE TO AVOID MISSED APPOINTMENTS

	Carer’s Name: 
	          

	Carer’s Relationship 

to Patient:
	
	Carer’s Phone No:

	$

	

	SECTION 3 – REFERRER DETAILS (who is referring the patient?)

	GP Practice:
	
	Referral Date:
	            /               /

	Referrer’s Name:
	

	Telephone Number:
	

	Registered GP if not Referrer:
	


	Reason for referral.

Provide information on the following.
· Which cognitive functions are impaired?
· How is it affecting day to day function?
· Has it progressed over time?
· Has depression / delirium been excluded.

· Does the patient drink alcohol – weekly amount in units.

· Does the patient use / has used recently recreational drugs
	
	

	Is the patient still driving?

· Have you discussed driving with your patient?

· Any details known about driving ability.

· Should you be advising your patient not to drive until seen by the memory service? 


	
	


	Cognitive Screening (GPCOG) Result:
	

	ECG:

Has the patient been referred?


	YES     □
NO       □ 

	GP please arrange ECG if pulse is less than 60bpm and / or significant
 cardio vascular history or bradycardia and attach report to this referral. 



	Neuroimaging:

GP is required to refer for CT brain scan to support referral information.


	Please tick the box to indicate this has been actioned
□
Or has the patient had a CT brain scan within the last 12 months

□
	

	Recent BP & pulse:
	


A dementia blood screen taken within the previous 3 months of referral date is required to include the following:
· FBC
· B12
· Folate
· U&E
· LFT

· Thyroid function

· Calcium

· HbA1c
Please attach blood results and patient summary 
Including medical history and current medication
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