[image: image1][image: image2.png]Bromliey
Healthcare



[image: image3.png]Working with m






[image: image1]

 Criteria:  
Please tick to acknowledge the following have been met:
 

 FORMCHECKBOX 
 Adults over the age of 18 years 

 FORMCHECKBOX 
 Registered with a Bromley General Practitioner / Lives within Bromley Borough
 FORMCHECKBOX 
 Patient has consented to the referral 
 FORMCHECKBOX 
 Patient has the physical & cognitive ability to follow a falls prevention programme.
Meets one of the following criteria: 

 FORMCHECKBOX 
 Has had a recent, unexplained fall (which requires further investigation)
*Please note, that if the patient has been d/c from a ward rather than A&E/UCC, this should already have been investigated whilst they remain an inpatient. 
 FORMCHECKBOX 
 Has been identified at high risk of falling
*** For all hospital referrals, a copy of the discharge summary must be provided. Thank you ***
** For other professionals please append any relevant assessments. Thank you **

	Surname: 


	Given Name: 

	DOB: 
	NHS Number: 


	Address: 

Postcode: 

Telephone: 

Mobile: 

 
	GP Name:         

Surgery name & address:

	
	NOK Name:

Relationship: 

Contact number: 



	Falls History

	Number of falls last year: .             .
Please provide as much detail as possible as to the nature of the falls & the activities being conducted at the time of the fall. Please provide outcomes of any relevant investigations / interventions that have taken place. Please state if you have been unable to identify a reason for the falls: 


	Dizziness

Does the patient c/o dizziness?                                                                                                  Yes  /  No?

When does this occur? What has already been investigated? 



	Past Medical History: Please state


	Medication: Please state



	What steps/measures have already been taken towards addressing falls prevention? 

(Consultant review? Therapy intervention?  Home adaptations?)


	To aid us with triaging the referral, please state whether this is for further assessment and/or the classes
	 FORMCHECKBOX 
 Falls Team assessment
 FORMCHECKBOX 
 Falls prevention and balance classes (Please add Tinetti and Functional assessment paperwork)
**Please add a copy of discharge summary if the referral is from the PRUH Or a copy of relevant assessments from other professionals. Thank you**


	PLEASE PRINT THE FOLLOWING:

	Date:

	Ward and Hospital / Dept: 



	Name of referrer:


	Title of professional:

	Signature: 



	Please send a copy of this referral along with any other relevant documents / assessments / outcome measures such as Tinetti (additional information will be gratefully received) to:

Email : Bromh.Bromleyfalls@nhs.net                                            Fax:      0208 315 8649

Address Princes Plain Clinic, Princes Plain, Bromley BR2 8LD       Tel No: 0208 315 8640
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