NORTH EDINBURGH DAY HOSPITAL REFERRAL FORM

ASSESSMENT &REHABILITION CENTRE              COMMUNITY TREATMENT CENTRE                   

WESTERN GENERAL HOSPITAL 


OLDER PERSONS REHAB/ASSESSMENT UNIT  

ARC.RVB@nhslothian.scot.nhs.uk



OPRA@nhslothian.scot.nhs.uk
NAME..........................................…….   HOSP. NO......................   
TEL NO  ..........................................…………...

ADDRESS .................................................…………………….
DOB:……………………………………………

………………………………………………………………….
GP and Practice:..................................................…………….



CONSULTANT ................................................................……

                              

REFERRAL SOURCE :   WARD/HOSP ........../..…….  (disch. date ..............)  OPD……..   G.P………    ARAU……

TRANSPORT REQUIRED : AMBULANCE / OWN TRANSPORT

MOBILITY / AIDS ...................................................….. DAYS OF HOME HELP ................................................    

LIVES ALONE?……………….. ..........................................................................................................................…..


Problems:        1...................................................           2...................................................................

                        3...................................................           4..................................................................

                        5...................................................           6..................................................................

	Reason for referral
	Comments

	1


	

	2


	



Signature ( & print) of referrer...................................................................................  Date:     ..........................

Designation........................................................................................................................................…………..


for MDH/OPRA use only:

STARTING DATE: .......................................................           Date referral received……………………………..

 DAYS OF  ATTENDANCE:…………………………            Letter sent………………………………………..

TRANSPORT: ..............................................................            Patient phoned…………………………………….


If unsure of which Day Hospital to refer to, fax to either number above and referral will be forwarded


