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Burn Lane, Hexham, Northumberland, NE46 3HN
Tel: 07487 826670 
Email: nencicb-nor.livingwellcoordinatorspcn@nhs.net
www.adapt-ne.org.uk


Living Well Coordination Service Referral Form

Please send referrals by email to: nencicb-nor.livingwellcoordinatorspcn@nhs.net

Please mark the relevant box with an X.

	Urgency of referral

Red – priority referral requiring more urgent support.  Session arranged within 2 weeks of confirmation that support is wanted  |_|                                                                   

Amber – emerging referral issues that may become urgent or urgency level unclear.  Session arranged within 4 weeks of confirmation that support is wanted |_|                                                                                

Green – non-urgent referral.  Sessions arranged within 6 weeks of confirmation that support is wanted |_|   


	Patient details: 

Title:                Name:

Date of birth:

Age:

Gender:

Address:


NHS number:

Patient’s contact number:

Patient’s email address: 

Best days/times to contact: 

Does the patient look after someone who couldn’t manage without their help due to illness, disability, mental health needs, frailty or drug/alcohol problems?   Yes |_|   No |_|   Unknown |_|

Is the patient a veteran who served in the British Army, Royal Navy, Royal Air Force, Royal Marines or Merchant Navy?      Yes |_|   No |_|


	Referrer Details:

Name of referrer:

Role of referrer:

Date of referral: 

Referring organisation: 

Telephone number: 

Registered GP practice details (if not referring organisation):





	Other services:
Provide details of any services, agencies and/or professionals currently involved (i.e. Social Workers, Care Managers, Drug/Alcohol Services, Mental Health Services etc.), including contact details where known:





	The Living Well Coordination Service is funded by the NHS (West Northumberland Primary Care Network) and delivered by Adapt (NE). To provide the service, we need the patient’s consent to the referral and for our service and their registered GP practice to share information relevant to this referral. 

Does the patient / client consent to the referral being made and to the Living Well Service and the registered GP practice sharing information?  

Yes |_|       No |_|   


	Area(s) of Support Required:

[bookmark: Check4][bookmark: Check8]Emotional wellbeing          |_|   		Finance and benefits                             |_| 

[bookmark: Check5][bookmark: Check9]Employment and skills      |_|		Family, relationships and parenting       |_| 
 
[bookmark: Check6][bookmark: Check10]Healthy lifestyles               |_|		Social networks                                      |_|

[bookmark: Check7]Housing                             |_|

Provide a brief description of the reason for referral, including any additional support needs, relevant medical conditions, disabilities or communication needs:
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