	East Devon Intermediate Care Services Rapid Response Eastern Area Devon PCT – 0845 600 7878


Crib Sheet:

	HAS THE PATIENT/CLIENT HAD A FACE TO FACE ASSESSMENT TODAY – Yes – go ahead with referral
No – Assessment first then refer

YES – GO AHEAD WITH REFERRAL

	Name


	Address incl Postcode

	Tel No.
	DOB

	Does the Patient Live Alone
	

	Are there any risks to staff as lone workers
	Environmental, Aggression both physical and verbal

	Animals/Pets
	Will these be ok with stranger in house.

	Access and directions. Any special info eg KEYCODE
	Can the patient let in. Is the door normally left open? Keyholder if appropriate. Warden name and phone if appropriate and times available.

	NOK/Emergency Contact 
	Relationship + Address + Telephone Number

	GP
	Surgery + Telephone No

	
	

	Reason for Referral
	Clinical Diagnosis, Carer breakdown

	Past Medical History incl mental health issues
	

	Medication
	Can the patient self medicate

Support Workers and Night Sitters Cannot give drugs. Can Prompt. 

	Current Mobility
	Is there any equipment in house eg Walking frames, wheelchairs, commodes. Can they walk independently. If not what sort of help needed

	Moving and handling issues
	Can the patient be transferred safely if needed with one person?  

	Any known existing care services or other professional involvement
	District Nurse/GP input. Care package, Social Services or private. Social Services Care is often provided by an independent agency. Does the patient know the name of the agency if any.

	Living Circumstances
	Any risk factors in accommodation. Environmental inside or out

	Does the patient or anyone in the house smoke
	Patients are requested not to smoke for 30 minutes before staff visit. Not always possible.

	Does the patient need an OT assessment
	This can possibly be arranged next working day dependant on area

	What will happen if the service cannot be provided?
	Hospital Admission/stay at home with no care/relatives to stay

	Who will review the patient the next day.
	By whom: Referrer - GP  - District Nurse - Intermediate Care team eg OT

	Name and contact number of Referrer Date & time
	

	Has the patient consented to share this information with Health & Social Care Professionals as necessary?
	


