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	Community Rehab and Falls Service Criteria
· 18+ and registered with a Southwark or Lambeth GP
· Housebound or unable to attend outpatient clinics
· Rehab needs only (not diagnosis-specific, excludes neuro conditions or patients under neuro services)
· No double-handed input available
· OT referrals exclude major adaptations (e.g., showers, stairlifts, ramps), complex seating or transfer equipment, care packages or carer support, and rehousing assessments or reports.
· Non -Urgent will not be seen in 2 weeks
CRAFS Referral Decision Tree 
Step 1: Does the patient require urgent or double-handed therapy input?
 Yes → Refer to @Home or Intermediate Care Teams (Lambeth or Southwark - 020 3049 5751)
 No → Go to Step 2
Step 2: Does the patients have rehabilitation needs due to a neurological diagnosis (new or existing)?
Yes → Refer to Neurorehab Services (gstt.neurorehabservice@nhs.net)
No → Go to Step 3
Step 3: Is the patient 18+ and registered with a GP in Lambeth or Southwark?
 No → Not appropriate for CRAFS OT/Physio (redirect to appropriate local services)
 Yes → Go to Step 4
Step 4: What is the main need?
1. Long-term needs / Social Care:
· Major adaptations (wet rooms, ramps, stairlifts, external rails)
· Complex seating or equipment needs only
· Care packages and carer support
· Rehousing assessments/reports
 Refer to Social Services OT
· Lambeth: 0207 926 5555 or Referral Form
· Southwark:   02075753324   https://www.southwark.gov.uk/occupational-therapy-assessment 
Please complete the attached CRAFS referral if the patient is appropriate for any of the services listed below.
2. Short-term functional rehab (non-urgent, 3–4 month wait):
· Activities of daily Living difficulties (personal care, meal prep)
· Fatigue or pain management
· Functional assessments (mobility, cognition, safety)
· Small aids and equipment to support rehab and independence (bath boards, commode etc)
 Refer to CRAFS OT or CRAFS OT /PT
3. Physiotherapy (1:1):
· Recent change in health affecting function, frailty, or falls prevention classes alone are not enough  Refer to CRAFS Physio
· If musculoskeletal only and is not housebound → refer MSK outpatients (Hospital transport can be arranged if criteria are met)
· If neuro specific discuss with neuro outpatients or community neuro team → refer Neurorehab
4. Falls Clinic Assessment:
· Have fallen in the last year and are frail.
· Were Injured in a fall and need medical treatment.
· Have experienced loss of consciousness related to a fall.
· Have been unable to get up after a fall.
· Have had two or more falls in the last year.
· Unexplained cause of falls
 Refer to nearest Falls Clinic. Whittington Centre SE24, SE27, SW2, SW4, SW8, SW9, SW12 (Lambeth GPs only), SW16 
· Contact details: gstt.lambethcommunityrehabandfalls@nhs.net

·  Kings College E5, SE15, SE22, SE24, SE19, SE21, SE23, SE26 Referral via ERS
·  Guys Hospital SE1, SE8, SE11, SE16, SE17 Referral via ERS
5. Falls Prevention Exercises (patient does not need to be housebound or unable to attend out-patient clinic in order to be referred)
· Strength and balance exercises in variety of settings
· Patient must be able to walk on their own with or without an aid and go to the toilet on their own.
· Patients can self-refer 020 3049 5424
 Email referral to: gstt.strengthandbalancehelpline@nhs.net
6. Walking Aid Replacement:
· Non- urgent assessment and replace of existing walking aids i.e. (Crutches, Rollator frames and walking stick.) (non-urgent, 2 weeks wait)
 CRAFS TA Lambeth – Walking Aid Replacement refer to gstt.lambethcommunityrehabandfalls@nhs.net 
 CRAFS TA Southwark – walking Aid Replacement refer to gstt.southwarkcommunityrehabandfalls@nhs.net
Please complete all section of form

	Patient Name: 
	DOB:
	NHS Number: 

	Address:
	Postcode:

	Email: 
	Telephone number:

	Ethnicity: 
	Interpreter required: No ☐  Yes ☐        Language:

	NOK in case of emergency (must be completed):
	Telephone number:

	Contact to make appointment (if not patient or NOK):
	Telephone number:

	Do they live alone: Yes ☐    No ☐
	Access Details:
	Key safe: 

	Are there any circumstances that could impact staff safety during a home visit (such as the presence of animals, visitors, or other environmental factors? If yes, please explain

		Additional Information

	Impaired Cognition
	No ☐  Yes ☐   
	Impaired Vision
	No ☐  Yes ☐   
	If yes, please provide details below:

	Communication Difficulties
	No ☐  Yes ☐   
	Impaired Hearing
	No ☐  Yes ☐   
	

	Safeguarding concerns
	No ☐  Yes ☐   
	
	
	





	Reason for Referral
	Patient consented to referral (must be given):  Yes ☐

	Please select service:    Falls clinic ☐       PT  ☐          OT   ☐       Falls prevention exercises    ☐       Walking Aid replacement  ☐   

What specific functional difficulties would the patient like support with, that you would like Occupational Therapy and physiotherapy to address? (For example: personal care, meal preparation, fatigue management, mobility safety, cognitive support, strength and balance, transfers, falls)











	Has there been a recent admission to hospital   No  ☐   Yes ☐  If yes, please provide the following details:

	Admission date:                                                         
	Discharge Date:

	Hospital admitted to:                                               
	Reason for admission:

	Relevant Past Medical History:




	Current Medication (GP please attached medication summary):

	Falls
	

	Is the person falling/at risk of falling?  Yes   ☐    No ☐
Frequency of Falls: Daily ☐    Weekly  ☐     Monthly ☐     Rarely  ☐
Date of last fall:
Cause of falls/risk of falling if known: 




	Have the falls been investigated? 
Yes    ☐             No ☐
If yes please provide details:                                                                                                                            


	Mobility

	
	Level of dependence
	Transfer/Mobility Aid

	Transfers
	Independent     ☐     Assistance of 1 ☐          Assistance of 2 ☐      Unable ☐
	Detail transfer aid: 

	Indoor mobility
	Independent     ☐     Assistance of 1 ☐          Assistance of 2  ☐     Unable ☐
	Rollator Frame ☐         Crutches ☐        Sticks ☐	
Other: 

	Outdoor mobility
	Independent     ☐     Assistance of 1 ☐          Assistance of 2 ☐      Unable ☐
	3 / 4 wheeled walker ☐         Crutches ☐        Sticks ☐	
Other:

	Home tasks and activities: How is the patient managing at home?

	Activity of daily living
	Level of dependence 
	Comment

	Domestic tasks (e.g. cooking, cleaning)
	Independent     ☐     Assistance ☐          Unable ☐
	

	Personal tasks (e.g. washing, toileting)
	Independent     ☐     Assistance ☐          Unable ☐
	

	Details of any equipment at home if known:

	Details of package of care/support if known:


	Referrer Details 

	Name:
	Telephone number:

	Occupation and Service/GP:
	Email address:

	Address: 
	Postcode: 

	Signature: 
	Date: 



Southwark referrals: gstt.southwarkcommunityrehabandfalls@nhs.net Contact: 0203 049 4558
Lambeth referrals: gstt.lambethcommunityrehabandfalls@nhs.net Contact: 0203 049 4558
Falls Prevention Exercises: gstt.strengthandbalancehelpline@nhs.net Contact: 0203 049 5424
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