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	Stroke Early Supported Discharge Referral and Contact Assessment Form 



	Patient Details
	Ethnic Code:      
	Patient Hosp No:      

	Full Name:      
	                      NHS No:      

	Address: 

	Date of Birth: dd/MM/yyyy Gender: 
	

	Tel No: 
Consultant: 

	GP:      
	Practice:      
	Tel No:      


	Next of Kin Name:                              

Tel No:                            

Relationship:



	HAS CONSENT BEEN GAINED?
	Patient
	
	Carer

	
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



	Estimated Discharge Date: dd/MM/yyyy


	Diagnosis (please include CT/MRI results & date of stroke)

	


	Past Medical History

	     


	Medication

	Current Medication: SEE DISCHARGE SUMMARY
Self-medicating:    YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 
  
Compliance Aids:  YES  FORMCHECKBOX 
  Aid:                                                          NO  FORMCHECKBOX 
  
Issue/Concerns:




	Home Environment
	(please attach home visit report where appropriate)

	Social History:      

	Previous Function: 

	Hobbies & Interests: 


	Functional Ability on Discharge
	(please attach EV/HV report where appropriate)

	Mobility:      

	Transfers: 

	Personal Care: 
Toileting: 

	Exercise Tolerance 
Fatigue levels: 

	Domestic Tasks: 

	Performance Components
	(please include or detail recent assessments)

	Motor: 
Tone/Splinting: 

	Cognition: 
 FORMTEXT 

     
                         MOCA   Score:                          FORMCHECKBOX 
  Score:           
Vision/Perception: 

	Sensation: 

	Mood: 
DISCs  FORMCHECKBOX 
  Score:             BASDEC  FORMCHECKBOX 
  Score:                   SADQ  FORMCHECKBOX 
  Score:                 

	Swallowing: 
Communication: 

	Skin Integrity: 

	Waterlow  FORMCHECKBOX 
  Score:                                FORMCHECKBOX 
  Score:             

	MUST Score: 
Bladder Function: 
Bowel Function: 


	Discharge Information

	Support Services                                   Date to commence:

	Package of  Care
 FORMCHECKBOX 

Reablement
 FORMCHECKBOX 

Family
 FORMCHECKBOX 




	Goals

	Goals agreed with patient: 



	Risk Assessment

	Do you consider there to be any risk factors associated with this patient?

Lone Visit

 FORMCHECKBOX 

Environmental

 FORMCHECKBOX 

Access

 FORMCHECKBOX 

Infection

 FORMCHECKBOX 

Pets

 FORMCHECKBOX 

Other

 FORMCHECKBOX 

Details: 


	Seen by discharge

	OT
 FORMCHECKBOX 

PT
 FORMCHECKBOX 

SLT
 FORMCHECKBOX 

Psychology
 FORMCHECKBOX 

Dietician
 FORMCHECKBOX 

Other:



	Additional Notes                                                                     

	
Date:                                                                           Signature:


	Referral

	Date Referred 
	Name of referrer 
	Profession
	Contact Number

	
	
	
	

	
	
	
	


	Contact Assessment by ESD

	Name
	Profession
	Contact Number
	Date 
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