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Hospital Admission Avoidance Project

	Date of Referral
	
	Date of assessment
	



	Referrer Details

	Referrer Name 
	

	Job Title
	

	Contact Details
	



	Name of the client
	
	Title
	

	DOB
	
	Preferred Name
	

	Gender
	
	NHS Number
	

	Address
	

	
	

	
	
	Post Code
	

	Telephone:
	Home
	Mobile

	
	
	



	Next of Kin Details

	Name
	
	Relationship to patient
	

	Address
	

	
	

	
	
	Post Code
	

	Telephone:
	Home
	Mobile

	
	
	



	GP Details

	Name
	
	Telephone number
	

	Address
	

	
	

	
	
	Post Code
	



	Are there any symptoms of COVID at the home?(please 
circle)
	Yes (please give details below)                                        No

	
	




	Patient Summary

	Diagnosis 
	

	SDR (Please circle)
	   Yes                         No
	DNAR (Please circle)
	        Yes                         No

	Concerns/Alerts:
Past medical history, risks, any pets or smokers ect)





	




	Proposed Support









	








	Risk Assessment completed?
	   Yes                         No
	DN Notes in home?
	       Yes                         No

	Date completed
	
	
	

	Agreed Plan :
(e.g What plans are in place to support patient long term?)
	










	Current Situation:
Environment, family/friends input, support services, day to day pattern, sleep, mobility, appetite, tobacco/alcohol use)





	



	Medication List

	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Further Details
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