South East Essex [1'/znY
WHEELCHAIR REFERRAL FORM Primary Care Trust
The Wheelchair Service '
Specialist Seating and Mobility Team
Unit 8, The Forum, Coopers way
Temple Farm Industrial Estate
Southend on Sea. 882 5TE
Tel: 01702 442145 Fax: 01702 442102

Please note: it is very important that you complete this form fully. Incomplete referrals will be returned as it enables us to provide
a wheelchair and/or assess the client as quickly as possible,
Currently local provision Is dependent on long term mobllity needs (plus 6 months).

CLIENT DETAILS
1. Surname: 2. Forename(s):
3. Mr/iMrs/Miss/Ms 4.8ex: M[] F[J 5.D08
6. Home Address: House 7. Delivery Address: (if different from 6)
Bungatow
Flat
Care Home
8. Postcode: 9. Postcode:
10. Telephone No. { ) 11.Telephone No. ( )
Mobie: Mobile:
NB. Is the home address likely to change in the near future? Yes: No:
If yes, please specify:
12. Next of Kin / Relationship: 13. Telephone No: ( )
14 Ward (if appropriate): 15. Discharge date (If known):

16. Discharge destination (if known) or current discharge plan:

17. Name and contact details of school/college/employment if relevant:

18. Height: Weight: 19. NHS No:

20. Current medical History (including functiona)l ability):

21. Past medical history. (please circle) pacemaker: heart condition: breathless: joint replacement:
balance problems: history of falls: diabetic: pressure ulcers. ‘

22. Is the client terminally ilI? Yes / No if yes, has client been made aware? Yes/No
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