Continuing Healthcare Team
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NHS Brent & Harrow CCGs
Wembley Centre for Health and Care

116 Chaplin Road

Wembley

HA0 4UZ

Tel 020 8900 5450
Fax 020 8795 7499

Email BH.CHC@NHS.NET
	  ALL FIELDS ARE ESSENTIAL. INCOMPLETE FORMS WILL BE RETURNED!
	


	ASSESSMENT FOR ELIGIBILITY FOR NHS FUNDED CONTINUING CARE

REFERRAL FORM


	Date of Referral:     
	         /          /
	Name of individual completing this referral:

(please print in block capitals)


	Referrers Contact No.

	Client’s FIRST Name
	
	Client’s SURNAME
	

	Date of Birth
	
	NHS Number
	

	
	
	Ethnicity
	

	Client’s Home Address 
	
	Telephone 

Number
	

	Client’s Current Location
	Note: If different to home, please provide details of nursing home/hospital, 
          room/ward number and telephone numbers.
	Social Worker & Contact No. 
	

	Consultant’s Name

(if in hospital)
	
	Date Admitted to Ward

(if in hospital)
	

	Next 

of Kin Details
	Name:
	

	
	Address:
	

	
	Telephone:
	

	
	Mobile:
	

	
	Relationship:
	

	Client’s Current

GP
	GP Name:
	

	
	Surgery:
	

	
	Telephone No.
	

	Category of Care 

Required

 (please circle)
	Physically Frail

Elderly

Over 65 Years

(PFE)
	Elderly Mentally ill

Over 65 Years

(EMI)

(please specify if client is under MHA Section)
	Physical Disabilities

(PD)
	Learning Disabilities

(LD)

(please specify if client is under MHA Section)
	Physically Frail Elderly Homecare

(PFE HC)
	Funded Nursing Care

Over 65 Years

(FNC)

	Type of Care Required

(please tick)
	Nursing Home (
	Homecare Package (

	Diagnosis & Current Care Needs:



	Name of consent given by (Client/Family/NoK):


	

	Attached completed checklist?


	Yes (    No (        If not, please phone CHC team

	Information Leaflet handed out?


	Yes (    No (   
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