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HWE Stroke Vocational Rehabilitation Service – Self Referral Form
	
Email referral to duty triage therapist: epunft.hwevocationalrehab@nhs.net
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HWE Stroke Vocational Rehabilitation Service – Referral Form



[bookmark: _GoBack]Please note, we might not see all referred patients but will offer advice, resources and/or onward referrals. 
	Section A: Patient Details                                                     

	Full Name:
	
	NHS No:
	

	
	
	DoB:
	

	Gender:
	F ☐         M ☐    Other ☐  
	Tel Number:
	

	
	
	Email:
	

	Address:
	


	GP Details:

	

	NoK:
	Name:                             Relationship:                    Contact Details:  



	Section B: Referral Criteria                                                     

	Have you had a stroke in the past 12 months?                
	Yes ☐No ☐
	If ‘No’ we are unable to accept the referral at present.

	Are you in education, employment, volunteering role or have a job to return to?
	Yes ☐No ☐
	

	Are you expecting to return to work within 6 months?
	Yes ☐No ☐
	

	Do you require support with job seeking?
	Yes ☐No ☐
	If ‘Yes’ we will only provide signposting.

	Section C: Referral Details                          

	Date of Stroke & Admission Hospital:

Stroke Diagnosis:


Past Medical History: (or attach discharge summary)                                                                            


	Details of past/current stroke rehabilitation (e.g. physio, OT, SLT fatigue management, upper limb, cognitive rehab, psychology etc) 




	Your occupation: 
	☐ Employed 
	☐ Self Employed

	Current work status:               ☐ On sick leave
	☐ Phased return    
	☐ Returned to full hours  
	☐ Other:

	Likely timeframe to return to work/study: 

	What are your current concerns around returning to work/study?




	Main symptoms/difficulties:
	Details:

	☐       Communication
	

	☐       Cognitive (Provide details of assessments completed)
	

	☐       Physical
	

	☐       Fatigue/Sleep
	

	☐       Mood/Emotional Changes
	

	☐       Sensory/Pain
	

	☐       Other
	

	

	Please complete
	
	Comments: 

	Are you able to travel to clinic for appointments?                
	Yes ☐     No ☐
	

	Are you ready to actively engage in rehab now?                                            
	Yes ☐     No ☐ 
	If ‘No’, when:

	

	Form Completed by:                                                             Contact number:        

                                               
Date of Referral:
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