PAGE  
2

[image: image1.jpg]NHS

Halton and St Helens




REFERRAL TO ADULT CONTINENCE PROMOTION SERVICE

	PATIENT’S DETAILS

	Date of referral     
	Requires:  ( New Assessment  ( Review

	Name


	D.O.B.                           NHS No.

Gender 

	Address



	Postcode


	Patient Tel.No.

	G.P.

Telephone                             Fax
	Surgery



	REFERRERS DETAILS

	Name


	Designation

	Base

Contact No.


	Has patient consented       yes / no

	Medical Diagnosis

	

	

	Current Medication

	

	

	

	Presenting Continence Symptoms

	

	

	 EXAMINATION – please document results of the following examinations/investigations

	Abdominal
	

	Vaginal
	

	Rectal
	

	Blood PSA levels
	

	Urinalysis
	

	MSSU/CSU
	

	Other
	

	PROTOCOL FOR REFERRAL FOR CONTINENCE ASSESSMENT

	( Patient is ambulant and able to get to a clinic and onto a static examination bed
	Send form to:

Adult Continence Promotion Service 

Fingerpost Park Health Centre

Atlas Street

St Helens 

WA9 1LN

Telephone 01744 626718

Fax 01744 626738

	( Patient is residential status in care home
	

	( Patient is housebound or unable to attend clinic
	

	( Does patient require district nurse involvement for other nursing care?
	

	Date received 


	Clinic appointment

	Home Visit


	Referred to
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