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[bookmark: _Int_Sv8ysltW]Bath and North East Somerset, Swindon and Wiltshire Community Health 
 Continence (Bladder, Bowel and Pelvic Health) Pathway Referral Form 

	Important Notice
You will receive an automated acknowledgement once your referral has been received. Should you have any queries or do not receive a confirmation email, please call 0300 247 0200.

Referral Form Requirements
1. Date Format: All dates must be entered as DD/MM/YYYY (unless auto‑filled by SystmOne/Ardens).
1. Date Fields: Do not include any additional information in the Date of Birth or Date of Referral fields.
1. Tick Boxes: Input an ‘x’ between the brackets on the relevant options.
Form Layout: Do not amend the structure, layout, or formatting of this referral form.



Please send referrals to: BSWAdults.Referrals@hcrgcaregroup.com
If you do not receive the acknowledgement, please check that the referral was sent to the correct email address or contact the Bath and North East Somerset, Swindon and Wiltshire Community Health on 0300 247 0200.

	Referrer Details                        

	Referring Name
	
	Email Address
	

	Telephone No.
	
	Profession
	

	GP Surgery
	
	Date of referral
	


 
	Patient Details

	Title
	
	Postcode
	

	Forename
	
	NHS No
	

	Surname
	
	Date of Birth
	

	Address
	
	NOK Name and Contact
	

	Home No.
	
	Mobile No.
	



	Additional Information 

	Pronouns 
	
	Person consents to this referral  
	[bookmark: Check3]|_| Yes     |_| No

	Rockwood Clinical Frailty Scale (if known) 
	
	Acting in Person’s best interest?  
	|_| Yes     |_| No




	Accessibility  

	Person’s preferred contact method 
	[bookmark: Check5]|_| Phone
|_| Text
|_| Email
|_| Letter
|_| Not Specified
|_| Unknown
|_| Other (please specify)
	Other communication method 
	​​

	Sensory impairments/Communication needs 
	|_| Visually Impaired 
|_| Hearing Impaired  
|_| Non-Verbal 
|_| Autism Diagnosis 
|_| LDAN need 
	How can we support the person better to access services. (ie large print letter, easy read formats etc) 
	

	Persons preferred language for communications 
	
	Translator required? 
	

	Any religious/cultural factors to be aware of? 
	[bookmark: Check6]|_| Yes    
[bookmark: Check7]|_| No   
[bookmark: Check8]|_| Unknown 
	Details of cultural/ religious factors 
	

	Additional support needed during appointments/visits (i.e. friend/carer/advocate) 
	|_| Yes    
|_| No   
|_| Unknown 
	Details of Assistance Required.  
	

	Are there any safety or safeguarding concerns we should know about?  
	|_| Yes    
|_| No   
|_| Unknown 
	Details of safeguarding concerns 
	



	Referral Reasons (Please tick as appropriate)
	Details of issues/need

	Assessment of bladder symptoms
	|_|
	

	Reassessment of bladder symptoms
	|_|
	

	Continence product Review
	|_|
	

	ISD for stricture therapy
	|_|
	

	Trans anal irrigation
	|_|
	

	Assessment of bowel symptoms
	|_|
	

	Reassessment of bowel symptoms
	|_|
	

	ISC for bladder drainage
	|_|
	

	Pelvic floor exercises with bladder symptoms
	|_|
	

	Biofeedback
	|_|
	

	Post Radical Prostatectomy Surgery
	|_|
	

	Biofeedback
(Wiltshire only)
	|_|
	

	Colorectal
(Wiltshire only)
	|_|
	

	RAD P
	|_|
	

	Other please state
	|_|
	

	Has a physical examination of pelvic area been completed
	|_| Yes     |_| No   
	Details of examination including Vaginal/Prostate/skin. 
	

	Has a urinalysis been completed with the last 72 hours?
	|_| Yes     |_| No   
	Results
	

	Has the person had a Level 1 continence assessment from a qualified clinician? 

Please attached assessment with referral
	[bookmark: Check9]|_|
	Could the person attend an outpatient’s clinic
	|_| Yes     |_| No   

	
	
	If no please state restrictions
	

	
	
	Is the patient housebound?
	|_| Yes     |_| No - 



	Is the person currently using continence products?

	Pad 
	|_| Yes     |_| No   
	Sheath 
	|_| Yes     |_| No   
	Other
	|_| Yes     |_| No   

	Other please state
	[bookmark: Text14]     

	What is the person’s level of ability. 

	Level of mobility
	[bookmark: Check10]|_| Independent
[bookmark: Check11]|_| Supervision
[bookmark: Check12]|_| Assistance of 1
[bookmark: Check13]|_| Assistance of 2
	Mobility/transfer equipment required
	[bookmark: Check14]|_| None
[bookmark: Check15]|_| Stick
[bookmark: Check16]|_| Frame
[bookmark: Check17]|_| Transfer aid
[bookmark: Check18]|_| Hoist
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	This service is provided by HCRG Care Services Limited on behalf of Bath and North East Somerset, Swindon and Wiltshire (BSW) Integrated Care Board. HCRG Care Group is a limited company registered in England and Wales, number 07557877. Registered office: HCRG Care Group, The Heath Business and Technical Park, Runcorn, Cheshire, WA7 4QX.
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