PAGE  
8
[image: image1.jpg]|1 b 1o KING'S HEALTH PARTNERS

An Academic Health Sciences Centre for London Pioneering better health for all





                                                                                                       Community Health Services


Amputee Rehabilitation Unit: Referral Form
	REFERRER DETAILS


	Date of referral
	

	Referring Hospital 
	

	Ward 
	

	Name & Contact Details
	


	Key contact name
	

	Designation
	

	Telephone/Bleep
	

	Fax
	


	PATIENT DETAILS


	Surname
	

	First name
	

	Date of birth
	

	Home address 

This is discharge destination?
Y / N
	

	Telephone No.
	

	Is an interpreter required?                              Y / N        


	Visual impairment?                                       Y / N        

	Hearing impairment?                                       Y / N        

	Any know risk to self?                                      Y / N        
Please comment:

   


	Gender
	

	Ethnicity
	

	NHS number
	

	Hospital number
	

	GP address

Postcode
	

	Telephone No.


	

	First Language
	

	

	Name of NOK & Relationship
	

	Contact details


	


	INPATIENT DETAILS


	Is the patient medically fit to commence intensive rehab at the ARU?
	                  Y / N        


	If not yet, when?
	


	Hospital admission date
	

	Planned discharge date
	


	REASON FOR REFERRAL


	Prosthetic Rehab Assessment
	  
	Non Prosthetic Rehab 
	


	AMPUTATION DETAILS


	Date 
	Site 
	Side (right / left)
	Cause 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Rehabilitation Goals



	Physiotherapy

1.

2.

3.


	Occupational Therapy

1.

2.

3.



	Nursing

1.

2.

3.


	Other




	MEDICAL HISTORY


Please send copy of full discharge summary, including ITU summary if patient was in ITU
	Amputation history & current medical issues

	

	Past medical history


	

	Active Medical Problems & Management Plan (when will these be resolved, include ARU/GP actions) 

	

	Results from any relevant clinical investigations (e.g. ECHO, CT scans, X-rays, Remaining leg Duplex)

Please include latest set of bloods 


	

	Social history


	


	FALLS RISK 


	Falls prior to amputation & reason 

	

	Falls post amputation & reason 

	

	How are you risk managing falls on the ward? 
	


	MEDICATION


	Medics to complete

Is the patient on oral anticoagulation therapy?
(e.g. warfarin or DOAC)
If so what is the indication, current dose and INR, and target INR (if relevant).


	

	Is the patient on single or dual anti-platelet therapy?

Please give justification for decision, details of who it was made by (if needing to be reviewed then we can contact the correct clinician) and any time for review in the future?


	

	If no anti-platelet therapy please explain reasoning


	


	Medication List/Please send drug chart. Full Medical Discharge Summary and 2 weeks meds to come with patient on transfer
	Dose
	Frequency

	
	
	


	CURRENT NURSING STATUS


	Diabetic?
	 No        Type 1:           Type 2:        Controlled? (no events with BM>28 over the preceding 48 hours)        Y / N        

	Stump wound
PHOTOS MUST BE INCLUDED IF WOUND PRESENT

(Not scar line length- individual wound/s present only)


	Healed       Y / N      Partially Healed      Y / N      Open wound        Y / N        
Size of  stump wound:

Depth:
Stump Infection:       Y / N        
Current wound treatment and management plan:         


	Weight
	

	Other Wounds :

Healing status & size of wound

Please include photos
	

	Dressings being used/Treatment plan

	

	Phantom/Stump pain and management
	

	Pressure care

Please enter Waterlow Score:
	                                   
	Using airless mattress?                  
	            Y / N        

	Pressure sore
	          Y / N        
	If yes: 

Infected/

Clean & granulating
	            Y / N        
           Y / N        

	MRSA Positive / Other :___________
(Please specify)

Please complete MRSA new swabs at point of referral and 48 hours prior to ARU transfer. To inform ARU of result. If positive admission dependent on side room availability.
	          Y / N                                                       
	Date of last screen:
	

	C Difficile Positive
	           Y / N                                                                          
	Date of last sample:

Send stool chart with referral
	

	CURRENT COVID -19 STATUS

Vaccine History
	POSITIVE / NEGATIVE
Partial / Full / Booster
	Date of most recent swab:
Dates next due: 
	

	Status of contra-lateral foot/leg and results of investigations
	

	Continence


	Continent:      

Urinary incontinence:                    Faecal incontinence:
Clinical reason:




	THERAPY STATUS


	Pre-op functional ability 


	Current mobility status



	Current Transfer ability


	Bed
	Toilet/commode

	Wheelchair
	Other



	Personal Care tasks


	Wash/dress


	Feeding/drinking



	Toileting


	Domestic Tasks


	Wheelchair



	Has a wheelchair referral been completed?                                  

                           Y / N
Attach wheelchair referral        
	Does the patient have this yet?                                                       
                      Y / N        
For patients requiring a wheelchair wider than 22” they will need to have their loan wheelchair prior to transfer

	Wheelchair measurements: 


	Cushion need and reason why:



	Is the patient safe and independent in using the wheelchair?       Y / N        

	Please comment on ability:



	Cognition



	Comment on Cognition:

(Problem solving, Retaining/recalling information, Attention)

	MOCA score: (Please complete and give details if another assessment has been completed) 


	Patient able to engage in intensive rehabilitation and follow instructions?

                        Y / N

	Does the patient have a Dementia diagnosis?

                        Y / N

	Is the patient experiencing Delirium?

                        Y / N

	Details:

	Mental Health



	Does the patient have a Mental Health / Psychological diagnosis:     Y / N

If yes please provide details and current treatment regime:

Is the patient’s condition stable?    Y / N

Please provide details of escalation procedure including first line medication management and where to access psych services if required:
Is the patient known to a CMHT? Y / N

Please provide details:

Does the patient have a key worker / support worker? Y / N

Please provide details:



	Behaviour and Safeguarding


	Has the patient demonstrated anti-social behaviour whilst an inpatient? Y / N

	Details of anti-social behaviour:


	Does the patient have a Behavioural Contract?
                        Y / N

If yes please attach Contract
	Further Information:


	Has the patient been flagged as a vulnerable adult?

                        Y / N
	Has a referral to Safeguarding been completed?

                        Y / N



	Safeguarding Team referred to:
	Details:


	Additional Physiotherapy Information



	Early Walking Aid used

PPAM Aid   FORMCHECKBOX 
   AMA  FORMCHECKBOX 
  Femurett   FORMCHECKBOX 

	If not why not?



	PIRPAG exercises taught

                     Y / N        
	Juzo supply date and size (if not why not):



	Does the patient have a VAC / negative pressure device in place on the stump?

                     Y / N        
	If yes, how long is this expected to be in place for?


	DISCHARGE PLANNING


	Patients/ Families Expectations & Insight into current/potential difficulties and discharge plan


	

	Discharge plan (Please discuss this with patients before referring to ARU) 
Please note that a discharge destination is required before a patient cane be admitted to the Amputee Rehabilitation Unit
	

	Discharge Address (If different from patient information)


	

	Are there any housing issues?

Please comment
	Y / N


	Have re-housing forms been completed?

If yes please provide housing update and contact details
	Y / N

	Has the patient been referred to social Services?
If yes, please comment on social services input  and contact details
	Y / N       

	Has an Occupational Therapy access visit been completed? 
If not, please ensure referral made to local services to complete and request sent to ARU email address.
Are there any problems anticipated for discharge? 
	Y / N        If yes please attach report


	Would this person be able to arrange their own transport to an out-patient appointment post discharge? 
	Y / N


	RELEVANT PROFESSIONALS


	Consultant
	
	Contact number/Bleep
	

	Junior Doctor
	
	Contact number/Bleep
	

	Physiotherapist
	
	Contact number/Bleep
	

	Occupational Therapist
	
	Contact number/Bleep
	

	Counsellor
	
	Contact number/Bleep
	

	Social Worker
	
	Contact number/Bleep
	


Signature
________________________________

Designation
________________________________                Date   _______________
	SENDING REFERRAL FORM
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Internal GSTT Referrals 

Email  :Amputee Rehabilitation Unit - Referrals
External Referrals

Email  gst-tr.Arureferrals@nhs.net  
Please call to confirm receipt of referrals (ARU Ward Clerk): Tel. 020 3049 6912
For general ARU referral queries/waiting times, please contact; 
ARU Ward Clerk 0203 049 6912

ARU Discharge Facilitator 0203 049 5233
For clinical discussions please contact;
ARU Clinical Lead: gst-tr.Arureferrals@nhs.net  0203 049 6912
Or alternatively call 0203 049 6912 and ask to speak with the Lead Physiotherapist or Lead Occupational Therapist

Please note all sections of the form must be completed before referral will be considered and the referral should not be completed any earlier than 1 week post amputation
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