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Description automatically generated]Northwich Primary Care Network 
Primary Care Occupational Therapy Referral Form  
Care Home Residents

PLEASE FORWARD TO: cmicb-cheshire.otpcnnorthwich@nhs.net
Patient Details
	First Name:  

	
	Surname:
	

	NHS Number: 

	
	Care Home Address

	

	Telephone number:
	
	D.O.B:

	

	GP Practice:              

	
	Date of referral:

	

	Next of Kin Details:
	
	Referrer name, job role and service:                        

	


Is the patient aware of purpose of OT service and consented to referral?            Y☐    N ☐Details:

	


Communication difficulties: Y☐ N ☐
Exclusion
· Patient is already open to Community OT/Physio (check CCICP consultations)
· Patient is already open to Mental Health Services (for Mental Health referrals)
· Referral is predominantly for mobility/gait/walking aid assessment (refer to Physio)
· Patient requires moving and handling assessment (refer to CCICP or Adult Social Care)
Please tick which of the following aspects of the OT service will support the patient:
Falls prevention ☐
Cognitive Assessment/ Review (delirium support) ☐                   
Short-term support and self-management strategies for Long term conditions ☐     
Background check for residents to support completion of Personalised Care Plan ☐                   
Mental Health and wellbeing support (including anxiety management/ reducing social isolation) ☐         
Further information about condition, what difficulties are being experienced and in what areas? (Please provide as much detail as possible.)
· Self-Care: (personal care, washing/dressing)
· Physical ability: (mobility, range of movement, strength)
· Leisure activities: (hobbies/interests, occupational balance)
· Is there a history of falls or fear of falling? Yes ☐     No ☐ 
If yes, please provide details:
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