BRC Number: _________




[bookmark: _Hlk47517765]
[image: ]Havering Ageing Well Assisted Discharge Referral Form

Email: HaveringAD@redcross.org.uK

 Queens Dect phone 6594       Mobile :  07938729898,07894990333,07873623473
Operational hours: Monday to Friday 10AM to 6PM


	Referral Date
	
	Covid 19 Status
	
	Discharge Date
	

	Referral Time
	
	Hospital                                   (King George / Queens /
Whipps Cross)
	Discharge Time
	




Referrers Details:
	Referrer Name
	

	Job Role
	

	Contact Number
	

	Bleep Number
	



Patient Details:
	Hospital Number
	

	Ward & Bed Number
	

	NHS Number
	
	Reason for Admittance
	

	AIS Number 
	
	
	



	
Mr |_|
Mrs |_|
Ms |_|
   Other |_|  
	First Name
	

	
	Address
	

	
	Surname
	

	
	
	

	
	Known as
	

	
	
	

	D.O.B/Age
	                         /             Years old
	
	Borough
	

	Ethnicity
	

	
	Contact Numbers
	É

	Religion 
	
	
	
	

	First spoken language / preferred language
	
	
	
	È

	Email
	
	
	
	

	Living 
	|_| alone  /  |_| with partner /  |_| with dependants / any animals  |_|  / notes:    

	Patient has property keys on them?     |_| 
	Key safe details:








Reason for Referral:
	Please write why this service will be beneficial to this patient


	Collecting/Assistance with shopping
	[bookmark: Check1]|_|
	Light food & drink preparation on discharge
	[bookmark: Check7]|_|

	Prescription Collection
	[bookmark: Check2]|_|
	Escort/ Discharge Support
	|_|

	Key Cut
	[bookmark: Check3]|_|
	Access visit for equipment delivery
	[bookmark: Check8]|_|

	Benefit checks, assistance and information
	[bookmark: Check4]|_|
	
	[bookmark: Check9]|_|

	Other: 
	[bookmark: Check5]|_|
	
	[bookmark: Check6]|_|

	
	|_|
	
	|_|

	



Patient emergency contact details:
	Next of Kin / Key Holder: 
	Name:  

Relationship: 
	Address: 

Phone:

	GP 
	Name: 

	Address:
Tel: 

	Social Services:
	Name: 

	Address: 
Tel:  



Other Agency Support:
	Existing care package? (please give details)
	




Useful visiting information:
	Please write any information that might be beneficial to visiting this patient at home. E.g. long term conditions, pets, general state of house, best hours to visit, etc. 
	



Communication Skills & Mobility:
	
Hearing
	Fine   |_|
	Hearing Aid   |_|
	Deaf   |_|    Can lip-read   |_|     BSL   |_|

	Vision
	Fine   |_|
	
Glasses/Contacts   |_|
	Visually Impaired   |_|       

	Speech
	Fine   |_|
	Impaired   |_|
	Mute:  |_|   
	Requires interpreter?   |_|
Language:

	Mobility
	
Independent   |_| 
	Restricted   |_|
	Aid Required |_|
	Other (please stated): 



Risk Factors:     Yes |_| (please detail below)    None  |_|
	Drug Dependency
	[bookmark: Check11]|_|
	Offending Behaviour
	[bookmark: Check15]|_|

	Alcohol Dependency
	[bookmark: Check12]|_|
	Statutory Homelessness
	[bookmark: Check16]|_|

	Violence: Domestic
                 Behavioural
	[bookmark: Check13]|_|
[bookmark: Check14]|_|
	Depression: Mild
                      Severe
	[bookmark: Check17]|_|
[bookmark: Check18]|_|

	House pests: Mice
                       Cockroaches
                       Bed Bugs
	|_|
|_|
|_|
	Is there a known safeguarding issue at the point of referral
	|_|

	Does the beneficiary have any known mental health issues? (please specify)
	



Patient Consent:
	The Home from Hospital service was explained to me in detail:  |_| 
I agree for a referral being made to the service:  |_|
	Consent not obtained |_| 
Reason why  

	Signature: 
	
	Date:
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