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	Southwark PCT Wheelchair Service Referral Form

	SECTION 1
	USER DETAILS

	Client Details

Surname:_____________________________ DOB:_______________
Forename:_______________________ Male / Female:_____________
Address:________________________   NHS No:______________

________________________________________________________
________________________________________________________
___________________________________________________
Postcode: ________________ Home Tel. No: ___________________
Alternative Contact/ Next of Kin _____________________________
________________________________________________________
Delivery Address _________________________________________
________________________________________________________
	Date Of Referral ________________
​​______________________________
Height / Weight Details
Weight:________________________
Height:________________________
Current Weight 

Measured (    OR    Estimated (
         ↓

Date measured: ________________
Weight Trend 

Stable (  Upward (  Downward (

	SECTION 2
	PRESCRIBER DETAILS/ GP DETAILS

	Referred By
Name: ________________________
Profession:_____________________
Address: ______________________
______________________________
Tel No:_________________________
Fax No: ________________________
Accreditation No:_________________
	GP Details
GP Name:__________________
Address:____________________
___________________________

___________________________

___________________________

Tel No:_____________________
Fax No:____________________
	Carer/ Day Centre/ School Name:______________________
___________________________

Address:____________________

___________________________

___________________________

___________________________

Tel No:_____________________

	SECTION 3
	DIAGNOSIS

	Diagnosis _______________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Past Medical History (does client require portable oxygen?) ___________________________________________
_____________________________________________  Discharge Date (if inpatient) ____________________

	New Wheelchair user  (                          Review of current wheelchair ( Please indicate review reason in section 8

	Current Wheelchair Equipment (if approp.) ____________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Alternative Seating/Postural Equipment (e.g. bed positioning, static seating, standing equipment) _____________

________________________________________________________________________________________

________________________________________________________________________________________

	Functional Ability/Impairment

	
	Good
	Moderate
	Poor
	Comments

	Current Medical Status


	
	
	
	

	Use of Arms

ROM, strength to self propel
	
	
	
	

	Use of Legs

contractures, ROM
	
	
	
	

	Pelvic Alignment

tilt/obliquity/rotation
	
	
	
	

	Head Position

forward flexion, lat tilt
	
	
	
	

	Sitting Balance

static & dynamic
	
	
	
	

	Transfers

with aids?
	
	
	
	

	Mobility 

with aids?
	
	
	
	

	Pressure Areas

grade/location/duration
	
	
	
	



	SECTION 4
	TYPE OF WHEELCHAIR REQUIRED (please tick appropriate box)

	(
	Manual Self Propel 

Wheelchair
	Indoor   

Outdoor  
	(                           Tilt in Space Wheelchair  (
(                           Please give reasons in section 8

	
	Accredited Prescriber: Please complete section 5

	(

	Attendant Propel 

Wheelchair
	Indoor   

Outdoor  
	(
(
	  Is carer physically able to     Yes  (
  push wheelchair?                   No  (

	
	Accredited Prescriber: Please complete section 5
	

	(
	Powered 
Wheelchair
	Indoor 

Outdoor

In & Outdoor
	(    Is client able to walk indoors?                          Yes (  No (
(    Is client able to self propel a chair manually?  Yes (  No (
(   

	
	Please complete section 6. This has to be filled in and signed by the client’s GP. N.B: Powered wheelchairs are not supplied for outdoor use only. A full list of the eligibility criteria can be obtained by contacting the wheelchair service. 

	(
	Paediatrics

	Buggy 

Wheelchair
	(
(
	Please attach any relevant reports or special requests

	
	Please complete section 7

	(
	Special Seating 


	
	Please complete special seating referral form and attach any relevant reports or special requests

	TYPE OF ANTICIPATED USAGE

	
	Daily
	(
	Weekly
	(
	Monthly
	(
	

	ENVIRONMENTAL FACTORS

	Is there an anticipated problem with access?
	Yes (
No (
If yes, specify in section 8
	Has a home visit been carried out? (Please attach relevant reports) 
	Yes (
No (
	Flat (
House (
Other ( ___________
	Is the home wheelchair accessible?
	Yes (
No (

	SECTION 5
	ACCREDITED PRESCRIBERS ONLY 

	ACTUAL USER MEASUREMENTS
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	a) Hip Width:_____________________________
b) Seat Depth:____________________________
c) Backrest Height:________________________
      (Inferior angle of Scapular)

d) Seat to Armrest Height:__________________
e) Seat to Footplate Height:_________________
	

	SEAT SIZE REQUIRED (WIDTH X DEPTH) 

If you are unable to tick a box, please call the wheelchair service for advice

	Model Type
	13” x 15”
	14” x 15”
	15” x 16”
	16” x 16”
	17” x 17”
	18”x 17”
	19”x 17”
	20” x 17”

	Attendant Pushed 315mm (12.5”) Rear Wheels
	
	
	
	
	
	
	
	

	Self Propelling 560mm (22”) Rear Wheels
	
	
	
	
	
	
	
	

	TYPE OF CUSHION REQUIRED

	Comfort
	(
	Low Pressure Care
	(
	High Pressure Care
	(
	Postural
	(

	TYPES OF ACCESSORIES REQUIRED

	Bexhill Armrest
	Left

Right
	(
(
	Elevating Leg Rest
	Left 

Right 
	(
(
	Stump board
	Right

Left
	(
(
	Crutch holder
	(

	Footboard


	(
	Height Adjustable armrests
	(
	Rear Wheel Position: 

· Forward (active)        

· Mid (standard)           
· Set back (stable)       
	(
(
(
	Extras: 



	Anti-tips


	(
	
	
	
	
	



	SECTION 6
	POWERED WHEELCHAIRS (only for GPs to complete)

	Does the client have any of the following? (please tick if appropriate and provide further details)

	
	
	Details

	(
	Vision
	 

	(
	Hearing
	

	(
	Cognitive/Perceptual/Spatial problems
	

	(
	Epilepsy

If yes, when was their most recent fit?
	

	(
	Take substances either therapeutically or socially (esp. Alcohol) 
	

	(
	Any condition that is likely to interfere with level of consciousness &/or rational behaviour?
	

	Please provide a list of medications



	_______________________    _______________________________________        ____________________
GP’s Signature                        Print Name & Job Title                                                 Date


	SECTION 7
	PAEDIATRICS

	Please tick 
	Details
	Options

	(
	Attendant Pushed Wheelchair with 315mm (12.5”) rear wheels
	
	Front frame options   (

	
	
	
	Outrigged   (

	
	
	
	Standard (swing away   (
footplates)

	(
	Major Elite Buggy


	


	SECTION 8
	PLEASE PROVIDE ANY OTHER RELEVANT INFORMATION

	

	

	

	

	

	

	

	

	




Return to: Southwark PCT Wheelchair Service, Bowley Close Rehabilitation Centre, Farquhar Road London SE19 1SZ


Telephone: 020 3049 7729, 7730, 7731, 7732   Fax: 020 3049 7703





CLIENT’S NAME: 








CLIENT’S NAME: 





Return to: Southwark PCT Wheelchair Service, Bowley Close Rehabilitation Centre, Farquhar Road London SE19 1SZ


Telephone: 020 3049 7729, 7730, 7731, 7732   Fax: 020 3049 7703











All relevant sections MUST be completed. If required fields are not completed the referral will be returned.





Return to: Southwark PCT Wheelchair Service, Bowley Close Rehabilitation Centre, Farquhar Road London SE19 1SZ


Telephone: 020 3049 7729, 7730, 7731, 7732   Fax: 020 3049 7703
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