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	Adult Continence Self-Referral Form

Please complete this form in full to ensure patient is correctly triaged by the bladder & bowel care service
If not completed in full the referral may be rejected.
Please Refer Directly to District Nursing if the  Patient is Housebound

	SURNAME:      
	FIRST NAME(s):       
	 FORMCHECKBOX 
Male       FORMCHECKBOX 
 Female 

	Date of Birth:      
	NHS No.      
	Ethnicity:  FORMDROPDOWN 


	Current Home Address 

     

	GP Name      
GP Address 

     

	Post code:      
	Borough:      

	

	Phone:       
	Mobile:      
	Post code:      
	Borough:   

	Is this address
 FORMCHECKBOX 
 Permanent  or   FORMCHECKBOX 
 Temporary
	Phone:      
	Mobile:      

	Primary Language Spoken:          
	Interpreter Required:
 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N


	Is the Patient Housebound
 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N
Please Refer Directly to District Nursing if the  Patient is Housebound
	Does client require Transport   FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N

	Has this referral been discussed with and agreed by the patient?


 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N


	

	Next of Kin / Person to Contact:      

	Relationship:      
	Phone Number/s:      

	Relevant Medical history 




 FORMCHECKBOX 
 If not relevant to this referral, please tick
(diagnosis, recent illness, recent hospital admissions, investigations/results, Long Term Condition)  Please attach summary of medical history
     

	Height 

     
	Weight

     
	BMI

     
	BP 

     
	Chol 

     
	HbA1c 

     
	FEV1/FVC               
     
	   eGFR

     

	Current medication (include mode of administration /difficulties in taking) Please attach Medication list
     


	Hospital Discharge
	Date of Admission      
	Date of Discharge      

	Details of Equipment / Dressings (5 days supply required on discharge) 
     
	Details of Care Package 
     

	Other relevant discharge information      

	health, social issues and Risks 

(e.g. functional/mobility problems, communication, confusion, memory loss, nutrition/diet, hearing, vision, mental health, bed bound)
      
 Smoker
 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N        Alcohol  FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N        Falls  FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N             FRAT Score
        
Does patient live alone? 
 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N                 Is person being cared for ?    
 FORMCHECKBOX 
 Y
  FORMCHECKBOX 
 N
Key Safe
    FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N     Key Holder Name:                       Key Holder Phone:      
Risks to patient or person visiting       


	Services / Support currently being received (details and contact names/numbers)
(eg personal care, community nurse, community matron, day centre, mental health, ICTT, consultant)

     
Is patient known to Social Services?
 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N     Contact details of social worker/care manager      


INDICATE WHICH Service/s you are referring your patient to 

AND REASON FOR REFERRAL
	Bladder & Bowel Referral Information - all sections to be completed


	Urinary Urgency   FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N         
	Urinary Frequency   FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N        
	Urge Urinary Leakage  FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N     

	Stress Urinary Leakage  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N      
	Voiding Difficulties FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N      
	Nocturia  FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N     

	Constipation   FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N     
	Faecal Incontinence/Soiling  FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N     
	Pelvic Organ Prolapse  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     

	Dyspareunia   FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N      
	Post Prostatectomy Leakage   FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N     
	Other   FORMCHECKBOX 
 Y 
 FORMCHECKBOX 
 N     

	

	Has this patient received assessment / treatment for this problem before: Yes         No
Please send all relevant information, including Investigation results / Examinations/ Hospital Letters with this referral

	MSU (within last month) – it is essential that a UTI is excluded prior to referral  - MSU Results included with this referral


	Name of Referrer: 

     

	Date of Referral: 

     
	Phone/Mobile: 

     

	Profession/Job Title: 

     
	Organisation / Hospital / Ward:
     
	Additional reports attached: 

 FORMCHECKBOX 
 Y
 FORMCHECKBOX 
 N      
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Please send this form to:  Central Booking Service

Level 4, Highgate Wing, Dartmouth Park Hill, London N19 5JG
Email : arti.centralbooking@nhs.net  

