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For any crisis or life-threatening emergency (including suicidal thoughts, self-harm behaviours or
critically unwell residents) please call either the resident’s GP, 111 or 999 as necessary. 

CARE HOME SUPPORT SERVICE REFERRAL
Send referral to: chss@oxfordhealth.nhs.uk

	Resident’s Name:
	Care Home:

	NHS Number:
	Care Home Telephone Number:

	DOB:
	Care Home Secure Email Address:

If you do not hold an nhs.net account then the referral will need to be forwarded using egress or other secure platforms.

	Ethnicity:
	



	GP’s Name:
	Surgery:

	GP email address:

	Is GP aware of this referral? 



	Date of Referral: 
	Referrer’s Base:

	Referrer’s Name:
Referrer’s Role:
Referrer’s Contact Details:



Before completing the referral, please seek guidance overleaf and tick the most appropriate box below.
Please note CHSS are only commissioned to see permanent residents. If the referral is for a respite patient, please speak to their usual GP to access services. If the referral is for a HUB patient, please speak to the HUB team.

	PHYSICAL HEALTH TEAM
	
	THERAPY TEAM
	
	MENTAL HEALTH TEAM
	



	REASON FOR REFERRAL: This section must be completed for us to accept your referral. Please give as much detail as possible regarding the reason for referral. Please refer to guidance overleaf regarding information that should be included. 








	Has consent been gained from the patient for this referral? If unable to consent due to capacity, has NOK/family been made aware?  Yes/No/Next of kin aware (delete as appropriate) 


Insufficient information may result in either a delayed response or further information sought or the referral being rejected. 
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Please refer to our website for further guidance and support
 Care Home Support Service - Oxford Health NHS Foundation TrustCare Home Support Service
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Care Home support Service Referral Guidance     Please refer to the below information before completing the referral form overleaf.       

Have you reviewed the available  resources on our website?  

Please visit the  website in first  instance.  

Is the referral for: -     -   A new resident assessment   -   A new faller (not seen within last 3  months)   -   Basic mobility assessment    -   Low level intervention for mental  health   -   Weight loss   -   General physical deterioration  

No  

Is the referral for:  -   -   More  complex mobility  assessment   -   Positioning Advice   -   Wheelchair assessment .   

Is the referral for:  -   -   A resident with dementia and  distressed behaviour.    

Complete referral and mark for  physical health nurse.   

Complete referral and mark for  mental health team.   Please ensure ABC charts and life  history are in place.   

Complete referral and mark for  therapy team  

Have they been seen recently by  care home support nurse regarding  distressed behaviour?  

For all referrals, please give as much detail as possible.    Please consider the following:  -   What are you hoping referral will achieve?   Are any other health professionals involved   (e.g. CMHT, diabetes nurse, SaLT)   Has this resident been seen by CHSS within last 3 months, if so, what has changed?      Has a referral been sent within the last 8 weeks but not yet seen by CHSS, if so wha t has changed ?  

Please consider reason for referral  from below  

Yes  

Yes d  

Yes  

Yes  

No  

Yes  


