
Community neuroRehabilitation and Acquired Brain Injury Service (CRABIS) 
Referral Form


Who to refer:
· Individuals 16 years+ with a current disability related to a neurological condition or injury who live in West Lothian
· Individuals who agree that it is the right time to engage in a challenging neurorehabilitation programme
· Individuals whose neurological problems impact their daily functioning e.g. their ability to sustain their worker role or where there may be a risk of losing their employment because of disability

Who not to refer:
· Individuals whose primary difficulties are not neurological in nature, despite also having a neurological diagnosis
· Patients that have suspected functional neurological symptoms but do not have a diagnosis of FND. 
· Individuals who have been discharged from CRABIS or another rehabilitation service within 6 months to address the same difficulties. 
· Individuals with predominant mental health difficulties or social stressors that would impact their ability to engage in a challenging neurorehabilitation programme. 
· Individuals whose needs are better met through another community service such as SLT, MSK Physiotherapy, Community OT, or Mental Health Services (see RefHelp Page: CRABIS – West Lothian – RefHelp)

Please return completed form via email to:  loth.crabiswl@nhs.scot 

For further information please email, or telephone:  		01506 524 149 (physio/OT referrals)
0131 537 9128 (neuropsychology referrals)
01506 524 191 (SLT referrals)	

REFERRAL INFORMATION: Please complete all of the following:-

PATIENT DETAILS:

	Surname:


	Address:



	 CHI:

	First Name:


	
	 DOB:



HAS THE PERSON CONSENTED TO THE REFERRAL?	YES / NO

IS THERE ANY REASON WHY A LONE WORKER SHOULD NOT VISIT THIS HOUSEHOLD? 		YES / NO
If yes, please detail:

REFERRING AGENT DETAILS:

	Name of Referring Agent:

	Designation of Referring Agent:



	Date of Referral:


	Contact details:  






REFERRAL INFORMATION:

	DIAGNOSIS including details of hospital discharge if in last 12months:










	CURRENT LEVEL OF FUNCTION - Please detail client’s:
· Transfers, mobility, upper limb function, walking aids, as well as independent living skills. Family support / POC. Discharge risk level (if known). 
· Cognitive, emotional and behavioural issues. 












	COMMUNICATION AND SWALLOWING -            	
Please detail any difficulties with speech, language (written or spoken), voice and swallowing.












	PAST MEDICAL / OTHER RELEVANT HISTORY e.g. mental health difficulties, comorbidities:















	ADDITIONAL INFORMATON - 	
Please detail any further relevant information which has not already been covered e.g. housing issues, financial concerns.










	REASON FOR REFERRAL AND REHABILITATION GOALS -	
Please specify what you hope your client will realistically achieve through involvement with the Community Rehabilitation & Brain Injury Service.

 










 Therapy Disciplines Requested:

        PT             OT              SLT             Neuropsychology           




