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ADMIRAL NURSE REFERRAL FORM
PLEASE NOTE THAT THIS IS NOT A CRISIS OR RAPID RESPONSE SERVICE AND CARERS MUST BE AWARE AND CONSENT TO THIS REFERRAL

THE PERSON/S YOU ARE REFERRING SHOULD BE CARE GIVER/S.

Referral criteria: please indicate which criteria are relevant to this referral. Referrals must have either a confirmed diagnosis of dementia or a highly likely diagnosis and one or more of the following:

	
	Person has significant symptoms and declines investigation but is likely to have a dementia

	
	☐	

	
	Significant problems for the person with dementia (PWD) or carer accepting the diagnosis which may be causing psychological distress and /or affecting well being 

	
	☐	

	
	Significant physical or mental co-morbidities for the carer or PWD leading to the  needs of the carer or person with dementia not being met
If so, please list in section 9.

	
	☐	

	
	Pre-existing or newly diagnosed mental health conditions which are being exacerbated by the caring role

	
	☐	

	
	Changes in behavioural and psychological symptoms of dementia resulting in carer stress. (These may include agitation, disinhibition, anxiety, for example)

	
	☐	

	
	Complex family dynamics affected by the diagnosis

	
	☐	

	
	Need for advance care planning

	
	☐	

	
	Loss, change and end of life issues

	
	☐	



IF YOUR REFERRAL RELATES TO SOCIAL CARE NEEDS, (RESPITE, DAY CARE, A DOMICILLIARY CARE PACKAGE) PLEASE REFER TO ADULT SOCIAL CARE ON 02476 833478 (COVENTRY) or 01926 410410 (WARWICKSHIRE). THANK YOU.

Please complete all sections of the referral form as fully as possible, otherwise acceptance of the referral may be delayed.




	
1. Referrer details (mandatory)


	Date of referral
	
	Name of referrer
	

	Organisation
	

	Contact 
Address

	

	Postcode

	

	Contact Numbers
	(home)
	
	(mobile)
	


	
2. Carer Details (mandatory)


	
Name of carer
	

	
Relationship to PWD
	

	
Address

	 


	Postcode

	

	Contact Numbers
	(home)
	 
	(mobile)
	

	Date of birth
	
	Ethnicity
	

	First language
	
	Interpreter required?
	Yes
	☐	No
	☐
	
GP
	

	
Address

	

	Postcode

	
	Telephone
	

	3. Person with Dementia (PWD) Details (mandatory)


	
Name of PWD
	

	
Address

	

	Postcode

	

	Contact Numbers
	(home)
	
	(mobile)
	

	Date of birth

	

	4. GP (if different from above) (mandatory)
	 


	
Address

	


	Postcode

	
	Telephone
	 

	5. Has a diagnosis been made? (mandatory)
	Yes
	☐	No
	☐
	What is the diagnosis?
	

	Who made the diagnosis?
	

	Date of diagnosis
	

	Does the PWD know their diagnosis?
	Yes
	☐	No
	☐
	6. Do you consider the carer or PWD to be at risk? This may include self- harm, harm from others, risk of mental illness or accidents. 
    If yes, please give details (mandatory)
 
	Yes
	☐	No
	☐
	 

	7. Is there any reason an Admiral Nurse should not 
    visit alone? (mandatory) 

	Yes
	☐	No
	☐
	

	8. Reason for referral/Summary of carers needs (mandatory)

	

	9. If the carers or PWD has co-morbidities that impact on either their dementia or carer’s role, please list and describe treatments below

	 

	10. Other agencies involved in the care of PWD

	


Return completed referral form via e-mail to: CRCCG.CRGPAadmiralnurses@nhs.net
Telephone: 0300 303 3131
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Helping families face dementia




