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Wheelchair & Specialist Seating Services Referral form 

Lord Lister Health Centre 121 Woodgrange Rd, London E7 0EP 
Tel: 0203 373 1354
Email: info@enabledlivinghealthcare.co.uk
Eligibility criteria: 
· Registered with a GP in the London Borough of Newham 
· A permanent disability or medical condition which impacts ability to walk
· Customers for whom NHS North East London retains responsibility (e.g. a looked after child placed outside of Newham or a patient in hospital outside Newham) 
· For powered wheelchair assessments, there should be a need to use within the home. Powered wheelchairs for outdoor use only are not usually provided.
FOR A REPAIR TO EQUIPMENT ISSUED BY A WHEELCHAIR SERVICE, PLEASE CONTACT THE 
APPROVED REPAIRER IN THE FIRST INSTANCE → DGT on 01245 468834
Please complete all sections and email the form to the email address above

Has the customer’s / guardian’s consent for referral been obtained? Yes/No
If no, please state reason: …………………………………………………………………………………………………………………….

	Customer Details 
	Referrer Details 

	First name:

Surname: 
NHS No:     
	Full name: 

	Title:                                    Gender:
	

	Address:

Postcode:
	Address:

Postcode:

	Home Telephone No: 
Mobile No:
Email address:
	Telephone No:

Email address:

	Date of Birth: 
Ethnicity: 
Preferred Language:
Interpreter required: Yes/No
	Designation of referrer 
(e.g. GP, DN, Therapist)


	
	Date of referral:

	Height:                            Weight:
	GP Details

	
	GP Name: 

	Name of Guardian/Carer:
Relationship: 
Telephone number:

Email address: 
	

	
	Practice Address:

	
	Postcode:

	
	Telephone No:

	
	Email address:




	Medical History & Functional Ability

	Current medical condition and past history (Please include any information relevant to assessment for a wheelchair, e.g . is use of a powered chair contraindicated due to visual impairment? Is self-propelling contraindicated due to heart/ lung condition?)
…………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………….


	Current mobility indoors

	☐ Walking short distances󠅨
☐ Furniture Walking 
	☐ Walking a few steps with assistance / walking aid
	☐Unable, full time WC user

	 Can the customer transfer independently? (If not, what assistance/equipment is required?)

	☐ Yes
	☐ Needs assistance of 1
☐ Needs equipment 
(slide board, stand aid)
	☐ Needs to be hoisted

	Current sitting ability

	☐ Independent
	☐ Requires some support to sit upright
	☐ Full support required to sit upright

	 Does the customer have a history of falls?     If yes, please provide details

	☐ No
	☐ Yes

	Frequency/ Date of last fall:

	Does the customer have any history of pressure ulcers? If yes, please give details, location, grade etc. 

	☐ No
	☐ In the past, but not currently



	☐ Pressure ulcer ongoing currently
Location:
Grade:
Pressure care equipment provided?: Yes / No
If yes, please state what:



	Is the customer currently an inpatient in hospital?

☐ No
	


☐ Yes
Which ward and hospital?:

Estimated date of discharge?:

	


If yes, is the wheelchair essential for discharge
☐ Yes           ☐ No


	Is the customer currently receiving palliative care/ end of life?

	☐ No
	☐ Yes




	Wheelchair use & Assistance required

	Reason for referral

	☒ New assessment
	☐ Review of existing wheelchair/accessories
	☐ Review postural needs

	Assessment for what type of wheelchair is being requested?

	

Attendant propelled wheelchair
\specialist buggy ☐
	
[image: Image result for wheelchair icons]
Self-propelled ☐
	
[image: Image result for wheelchair icons]
Powered ☐

		
	                                                      Actual User Measurements 

	[bookmark: Check27][bookmark: Check28]inches |_|              cm |_|
	[image: ]

	A. Hip width
	[bookmark: Text67]     
	

	B. Seat depth
	[bookmark: Text68]     
	

	C. Seat to footplate height
	[bookmark: Text69]     
	

	D. Seat to armrest height
	[bookmark: Text70]     
	

	E. Backrest height (seat to inferior angle of scapula)
	[bookmark: Text71]     
	

	F. Seat to head height
	[bookmark: Text72]     
	




			Customers Goals and Assistance required

	
What are the customer’s goals in relation to this referral?

………………………………………………………………………………………………………………………………………………………………………….. 
What is the wheelchair intended to be used for and how often ( e.g. around the home, getting to and from appointments, everyday activities within the community)?
………………………………………………………………………………………………………………………………………………………………………….


	Will the customer be transported in a vehicle whilst sat in the wheelchair? 

	☐ No, will be transferred 
	☐ Yes

	If customer already has a wheelchair, where was it obtained from?

	Previous Wheelchair service   ☐ Short term loan ☐  Private purchase ☐  Unknown ☐

	Is the customer currently being seen by any other health professionals/services? 

	☐ No
	☐ Yes, please state who and their contact details:
……………………………………………………………………………………………………………



	Is the customer currently being supported with any care and support needs?
If yes, how often?
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