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HOSPITAL

Referral Form for Neuro Rehabilitation Medicine for under 65 year olds

Dr McFarlane

Patient Name (or attach sticker): Ward
Address Eircode

DOB: MRN: Consultant

Next of Kin

Relationship Tel. No.

Diagnoses/Procedures:

1. Date
2 Date
3. Date
4 Date
CT Findings

MRI/other findings

Reason for referral Inpatient Consultation

Neuro Rehabilitation
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Current Impairments: (please circle or tick)
Cognitive
Communication
Hemiparesis Left Right
Paraparesis
Tetraparesis Visual field eft Right
Sensory Visuospatial
Swallow Tracheostomy
Other
Signed Name
Date
Position: Intern SHO pR Cons CNS Physio oT SLT
= https://EMed.ie I0S CUH 20220428 = &



https://emed.ie/
https://emed.ie
https://emed.ie

	ReasonReferral: Off
	Dx1: 
	Dx2: 
	Dx3: 
	Dx4: 
	Dx1Date: 
	Dx2Date: 
	Dx3Date: 
	Dx4Date: 
	CtFindings: 
	MriFindings: 
	ImpairCognitive: Off
	ImpairCommunication: Off
	ImpairHemiparesis: Off
	Hemiparesis: Off
	ImpairParaparesis: Off
	ImpairTetraparesis: Off
	ImpairVisualField: Off
	VisualField: Off
	ImpairSensory: Off
	ImpairVisuospatial: Off
	ImpairSwallow: Off
	ImpairTracheostomy: Off
	ImpairOther: 
	ReferrerName: 
	ReferrerIntern: Off
	ReferrerSho: Off
	ReferrerSpr: Off
	ReferrerCons: Off
	ReferrerCns: Off
	ReferrerPhysio: Off
	ReferrerOt: Off
	ReferrerSlt: Off
	PatientName: 
	PatientWard: 
	PatientDob: 
	PatientMrn: 
	PatientEircode: 
	PatientAddress: 
	PatientConsultant: 
	PatientNok: 
	PatientNokRelationship: 
	PatientNokPhone: 
	ReferrerDate: 


