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CONTINENCE SERVICE CARE HOME REFERRAL
Please note this referral indicates that your resident requires an assessment of their continence needs, which may or may not include provision of continence pads

*PLEASE COMPLETE ALL AREAS OF THIS FORM IN FULL*
1. Does the patient consent to share information? YES/NO - Please circle, if NO please document reason.
2. Does the patient receive incontinence pads from The Continence Service? Please check if they did when at home or previous care home? YES/NO – Please circle. If YES then DO NOT complete this form, please telephone The Continence Service on 01274 221167 to book a reassessment of current pads, ensuring a 3-day bladder diary and 3-day bowel chart has been completed and faxed or emailed to the Continence Service.
3. PLEASE ENSURE YOU HAVE RULED OUT A URINE INFECTION BEFORE SUBMITTING THIS REFERRAL FORM – document result below.
	Date dipstick urinalysis

carried out:
	Results:


	Patients name:



	Date of Birth:

	NHS No:

	Address including floor/unit:



	Referrer’s full name and role:



	Referrer’s contact number including extension: 

	Date referral completed and sent:

	GP Practice:



	GP contact number:


	Medical history: Does patient have dementia/memory problems?



	Additional information: (mobility status, walking aids etc.)


	Medication: (attach list if necessary)


	Allergies:



	Reason for referral:

	Tick

	Urinary incontinence
	

	Passing urine frequently at night
	

	Bedwetting
	

	Constipation
	

	Faecal Incontinence
	

	Does the patient have catheter? 
	

	Any other continence symptoms? Please state.


	


	When did patient start with bladder/ bowel problems? This needs an approximate date:



	Waist measurements (inches/cms):



	Hip measurements (inches/cms):



	Patients weight (kgs):



	Date last weighed:




	Frequency of bowel movements: Any blood or mucous noted in faeces?

	Consistency of stool: (using Bristol stool chart)


	Quality of life – this section to be completed by asking resident, however, if unable to be answered by carer/referrer:

To what extent do you feel your symptoms effect your quality of life (1-10)? 
In collaboration with the patient, identify the main aim/goal which is to be achieved through our clinical input (please ensure you use the patients/carers own words).




	Drinks that DON’T irritate the bladder
	Drinks that CAN irritate the bladder

	Water, milk, decaffeinated tea and coffee, herbal teas, milkshake, dilute fruit juice (apple, pear, peach and grape are recommended), milky night-time drinks (Horlicks etc.)


	Non decaffeinated tea, coffee, hot chocolate, green tea, blackcurrant juice, citrus fruit and juices, cola and other fizzy drinks, alcohol.


For further advice, or support contact Continence Service on 01274 221167.
Completed referral form and diaries to be faxed together to:  
01274 215660 or email to Fax-hpk.admin-hub@bdct.nhs.uk[image: image1.png]



PLEASE ATTACH AN ACCURATE FULLY COMPLETED 3 DAY BLADDER DIARY AND 3 DAY BOWEL CHART (showing amounts and types of drinks and toileting regimes in place).


FAILURE TO ATTACH BLADDER/BOWEL DIARY AND PROVIDE ACCURATE INFORMATION IN FULL MAY RESULT IN THE REFERRAL BEING DECLINED AT TRIAGE.
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