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Referral to Community Matron Service

	Referred By:
Signature ……………………………………………………….

Occupation …………………………………………………….

Telephone Number ……………………………………………
	Print Name ………………………………………………………

Ward/Base Point ……………………………………………….
Date ……………………………………………………………...



	Service Eligibility Criteria:          Patients  Must Meet The First Two Categories*
(Score of 11 or above would trigger Community Matron Assessment)

No.

Eligibility Criteria
Score
Tick
Pt Score
1*
Must be an Adult Over 18 Years of Age with Two or More Long Term CONDITIONS (Long Term Conditions are unstable/unmanageable & highly impacts the patients daily life)
4

2*
TWO or more A&E visits or unplanned hospital admissions within the last 12 months Details to be entered onto REFERRAL SECTION below
4

3

Is currently taking 8 or more medications
3

4

Cognitively impaired

3

5

Has had a major change in treatment within the last 30 days

3

6
Is a major caregiver for someone
3
7
Recently bereaved (major loss within 6 months)

2

8

Lives alone

2

Total
24



	Patients Details:

Patient’s Name ………………………………………………….
D.O.B.   ………………………………………………………….
Telephone Number …………………………………………….

NHS Number ……………………………………………………


	Patient Address…………………………………………………

……………………………………………………………………

Post Code ………………………………………………………  

Male/Female (delete as appropriate)



	Next of Kin/ Carer Details:
Next of Kin/Carer Name ……………………………………….

Telephone Number ……………………………………………


	Next of Kin/carer Address …………………………………….
……………………………………………………………………

	GP Details:
GP Name  ………………………………………………………
	Telephone Number …………………………………………….


	Diagnosis/Long Term Conditions:

Allergies …………………………………………………………

	Diagnosis Long Term Conditions …………………………….
……………………………………………………………………

	Referral Details:

Reason for Referral ……………………………………………………………………………………………………………………..
Is the patient aware of referral?   Yes/No  (delete as appropriate)
Are you aware of any known risks/alerts to the visiting professional?  Yes/No  (delete as appropriate)

If yes, please give details:
Details of 2 or more A&E visits or unplanned hospital admissions within the last 12 months ………………………………….

……………………………………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………………………………………..
ALL REFERRALS MUST INCLUDE:  Discharge Summary, Current Medications, Other Relevant Information











