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Live Well Referral Form (LW1)
Please use this form to refer into the Live Well Swindon Hub for the following services provided by the Community Health and Wellbeing Team.

· Stop smoking service and Health Checks (complete pages 2 & 3 only)
· Community Navigators (complete pages 2 & 3 only)
· Swindon Circles (complete pages 2 & 3 only)

· Health Ambassadors and Befriending Service (complete pages 2 & 3 only)
· Disability Sport (complete pages 2 & 3 only)

· Health Walks (complete pages 2 & 3 only)

· Adult weight management and child weight management (complete pages 2, 3 & 4)

· Steps to Health (Exercise Referral) (complete pages 2, 3 & 4)
· Healthy Lives (Pulmonary Rehab) (complete pages 2, 3 & 4)
· Supervised Gym Sessions (complete pages 2, 3 & 4)

· COPD classes (complete pages 2, 3 & 4)
Live Well Swindon Welcome Sessions
In addition to our ongoing services, the Community Health and Wellbeing Team offer drop-in Live Well Swindon Welcome sessions for clients. These are aimed at new clients and will provide an opportunity to discuss the programmes we offer and ask questions.  Please contact the Hub on 01793 465513 to find out more.
Please complete this form, giving as much information as possible to enable us to make initial contact with the client to offer our support. If insufficient detail is provided you may be contacted for further information prior to us contacting the client. If you know the name of the service you wish to refer to, please indicate this in the space provided on page 3.
Patient Consent:
	I give consent for the personal details on this form to be shared (along with my health records if appropriate) with the Community Health and Wellbeing Team and/or my Health Care Professional for the purposes of my involvement in the programme.                                                                                  

I understand that I am responsible for monitoring my own responses during my involvement with any programme and will inform the officer in charge of any changes to my health or medication which could affect my participation.  
Patient Name:  _______________________         Referrer signature: ​​​​____________________             
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Date: _____________________     If patient has given verbal consent, please tick 

Referrer Name:   ________________________
Signed:   _________________________




	Privacy Statement :
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  Using and sharing your personal information

This information provides Swindon Borough Council and your Health Professionals with essential information to enable you to participate in the Community Health and Wellbeing service.  All information is strictly private and confidential, and will be securely held. After completing the service, records will be kept for a maximum of 7 years and will only be used during this time for evaluation purposes.


Once complete, please email this form to livewellswindon@nhs.net or livewell@swindonm.gov.uk 

Or post to: 

Live Well Swindon Hub 

Community Health and Wellbeing
3rd Floor, Wat Tyler West 
Beckhampton Street, 
Swindon, SN1 2JG 
	 Details of Patient:

	Name:
	
	Male
	
	Female
	

	D/O/B (must be over 16 years):
	
	NHS Number:
	
	GP Surgery:
	

	Patient address:
	
	Home phone:

Mobile:   

	Email
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Smoker              Yes          No   

	Details of person completing this form: 

	Name:
	 
	Job title:
	

	Organisation:
	

	Contact details (email and phone):
	

	Please tick relevant areas of support/advice required:

	
[image: image2]  Social isolation/community connection        Smoking         Healthy Eating          Physical Activity   
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	Please detail ALL long term health conditions:

	

	Lone Working - Please detail ALL risks associated with visiting/contacting this client

	

	Additional Information

	
Eligible for free prescriptions          Communication difficulties          Have a learning Disability                       

Physical Disability 
Are on the mental health register and are able to attend groups 


Awaiting elective hip or knee replacement surgery and BMI of 35 or more 

	Please use this space for any areas not covered above or to request consideration for a specific project:


To be completed by a health care professional – If you would like to refer your patient onto one of the following please complete this form fully, please mark with a P for primary referral…
	 
        Steps to Health (Exercise referral)            Falls             Cardiac  Care           Stroke   

                                                                                                                                                                                                                                                                                                                                     (p     Healthy Live (Pulmonary Rehab)          Adult or Child Weight Management     
      

	

	Please circle relevant and diagnosed medical conditions

	MI, Angina, Arrhythmia, Heart Failure, ICD, Angioplasty, Pacemaker, CABG, PCI, Obesity, Diabetes type I, Diabetes Type II, Hypertension, CHD, Stroke, COPD, Asthma, Stress, Depression, Anxiety, Parkinson’s, MS, OA, RA, Hypercholesterolemia, joint replacement, Osteoporosis, Back Pain, Risk of falls, ETT, LV, IHD, Respiratory, Poor Circulation, Epilepsy, Fibromyalgia, Polymyalgia, Chronic Fatigue, CKD, Obesity (BMI >35)

	Past Medical History/Additional Information/Allergies: (e.g. joint pain, number of falls in past 6  months, specific needs, ADL’s) – please use separate sheet if required.

	

	Current Activity Levels – including any relevant information from physiotherapist

	

	Stroke specific Is able to mobilise at least 5 mtrs with or without a walking aid 
	Stroke/COPD/Falls specific Is able to sit in any seat independently (time unlimited) 
	Is able to self-monitor 
	Stroke specific Patient requires AFO

	Medication – please use separate sheet of required

	

	Baseline Measures (recordings in the last 6 months)

	BP
	
	HR
	
	Weight
	
	Height
	
	BMI
	

	Please advise of the patient is currently awaiting other tests or investigations?

	




















                         





                         





                         





















































          




















































