ABERDEEN CITY COUNCIL

OCCUPATIONAL THERAPY

Self referral  
                             Referral on behalf of someone else   (consent given by person)
Name: Mr/Mrs/Ms/Miss/Other

















Address: 






Date of Birth:




Postcode:






Telephone No(s):

Marital Status:


Male/Female


Ethnicity:


Do you (the service user) live alone?  Yes/No 
	GP Practice
	
	Telephone
	                                                      


	Next of Kin


	
	Relationship
	

	Address


	
	Telephone
	


	Main Carer or Nominated contact person
	
	Relationship
	

	Address 


	
	Telephone 
	


Does someone hold ‘Power of Attorney’ for you (the service user)? Yes/No, (if yes, please provide details.)
REASON FOR REFERRAL (e.g. personal care difficulties, difficulties with domestic chores, getting out of the house? What do you want the occupational therapist to help you with?) : 

MEDICAL HISTORY & CURRENT PROBLEMS (physical, mental health and /or social):

ACCOMODATION:  Who owns your (the service user’s) property?

	Private
	
	Council
	
	Housing Association
	
	Sheltered 
	
	Other
	


House Type & Layout: e.g bungalow, semi, cottage, how many rooms, where are they located (please provide details)

Access: e.g. keysafe, intercom, flashing door bell, steps, rails, ramp (please provide details)

Have you (the service user) applied for alternative housing?    Yes/No

If yes why?
Do you (the service user) have any Telecare equipment?  Yes/No (if yes please provide details)

Do you (the service user) receive any care or home-help? Yes/No (if yes who provides this and how often?)

Do you (the service user) receive any other help?  Yes/No (If yes, who, e.g Physio, District Nurse, Care Manager)
Do you (the service user) receive any benefits?  Yes/No (if yes, please provide details e.g.  DLA / AA / Income Support)
Have you (the service user) recently been in hospital?  Yes /No (if yes, please provide details)
Referrers Details:   
Name………………………………………    Relationship……………………………….......................
Contact details ………………………………………………………………………………………………
Please send back to:

Community Occupational Therapy

Links Resource Centre

AB24 5AU

E-mail: OTDutyGSX@aberdeencity.gsx.gov.uk

TEL: 01224 558333












Date:





Carefirst No. (office use)














