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HEALTH CARE PROFESSIONALS’ REFERRAL FORM FOR LONG TERM LOAN OF NHS WHEELCHAIR FROM LINCOLNSHIRE WHEELCHAIR SERVICE

	Referrals are only accepted for service users with a long-term mobility need. The only exception to this is service users who are at end of life.  

The Wheelchair Service (WCS) does not provide wheelchairs for short-term loan, occasional 
use, sport, education only or work only. 

Please check eligibility at https://millbrookhealthcare.co.uk/about/lincolnshirewcs-eligibility/ 
before completing and submitting this referral.  

Please call 01529 350055 if you require further information or if you wish to discuss your 
referral before completing this form.

When your form is complete, please email it to referralslincolnWCS@millbrookhealthcare.co.uk  or post to Unit 1A, Enterprise Park, Pride Parkway, Sleaford, NG34 8GL.

Mandatory sections in this referral form are indicated by a red asterisk (*); 
incomplete forms will be returned.  

This form must be used for a first referral to the Wheelchair Service.  If your service user is already known to the Wheelchair Service (WCS) you or they may telephone or email us to 
re-refer.

If you are completing this form electronically, please note that you may need to delete unwanted empty lines in order for the text to fit in the box.



	Service user (s/u) details


	Family name*
	
	Date of birth*
	


	Given name(s)*

	

	NHS number*
	

	Title*

	
	Pronouns
	
	Gender*
	

	WCS ref number if existing s/u
	
	Ethnicity*
	

	Home address*
	


	Postcode*
	
	Is this a care home?*
	No ☐    Residential ☐    Nursing ☐    

	Mobile number
	

	Does service user consent to receiving texts from the WCS?
	
Yes ☐    No ☐

	Email address

	


	
	
	Does service user consent to email contact from the WCS?
	
Yes ☐    No ☐







	Additional service user details


	GP name*
	
	GP telephone number
	

	GP surgery and address*
	

	Does s/u have capacity re: wheelchair*
	Yes  ☐    No  ☐

	Has service user consented to this referral*
If no, state who to contact
	Yes ☐    No ☐ 


	Other contacts where applicable
	Next of kin
	Main / regular carer
	Power of Attorney Health/Wellbeing
	Other contact

	Name 


	
	
	
	

	Contact before or instead of service user
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes ☐    No ☐

	Relationship to s/u

	
	
	
	

	Lives with s/u 


	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes ☐    No ☐

	Telephone or mobile number

	
	
	
	

	Consent to text 

	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐

	Email address



	
	
	
	

	Consent to email


	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐

	Invite to appts


	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐
	Yes  ☐    No  ☐














	Service user medical and mobility history


	Height*
	
	Weight*
	

	Diagnoses* (provide details)
	

	Overall condition
	Deteriorating  ☐                  
	Stable ☐                  
	Improving   ☐                  

	Allergies*
	Yes  ☐    No ☐    Details:

	Seizures or loss of consciousness *
	Yes  ☐  No  ☐  Not Known  ☐  Details (control by meds, frequency, date last seizure)


	Cognitive, perceptual, behavioural or sensory needs*
	Yes  ☐    No  ☐    Details

	Is service user at end-of-life*
	Yes  ☐    No   ☐   Not Known  ☐  (ie. 6 months or less life expectancy)

	Existing pressure ulcers* 
	Yes  ☐    No  ☐  Details: exact location, grade, DN involvement



	History of pressure ulcers*
	Yes   ☐   No  ☐ Details:


	Current transfers*
	Independent no aids             ☐                    Independent with aids           ☐  
	With assistance no aids                     ☐                    With assistance and aids                   ☐  

	Aids used for transfers

	Full hoist                                ☐                    Stand hoist                            ☐  
Stand aid                               ☐                    
	Walking stick(s)                                  ☐                    Zimmer frame                                     ☐  
Slide board                                         ☐  

	Indoor mobility* (NB: inside own home)

	Independent walk no aids     ☐                    Independent walk with aids   ☐
Assisted walk no aids            ☐                     
	Distance
	Attendant propelled / pushed             ☐                   Powered wheelchair                           ☐  
Self-propelling / foot punting               ☐    

	Aids used for indoor mobility


	Full hoist                                ☐                  Manual wheelchair                ☐                  Powered wheelchair              ☐  
	Walking stick / crutches                      ☐                    
Zimmer frame                                     ☐                  Other ………………………………….….          

	Falls indoors


	No                                          ☐     
Frequent                                ☐                  Occasional                            ☐     
	Date of last fall      

Seen by Falls Clinic     Yes  ☐    No  ☐                            

	Outdoor mobility 



	Independent walk no aids     ☐
Independent walk with aids   ☐    
Assisted walk / without aids  ☐                    
	Distance
	Self-propelling / foot punting              ☐                   Powered wheelchair / scooter            ☐  
Attendant propelled / pushed             ☐  Never goes outdoors                          ☐    

	Can service user sit unsupported*  
	Yes  ☐    No  ☐     Details:

	Posture / alignment
	Kyphosis  ☐        Scoliosis  ☐      Contractures  ☐      High tone  ☐      Low tone  ☐    
Details:


	Can service user shift position in a chair*
	Yes   ☐   No  ☐  Details of chair mobility:


	Details of existing wheelchair(s)


	Current w/chair(s) and / or cushion *
	Yes  ☐    None  ☐     NHS  ☐      Private  ☐     Not Known  ☐  
Details:



	Any issues with existing wheelchair
	Yes  ☐    No      ☐    Not Known  ☐   N/A   ☐     
Details:





	Referral request 


	 ~ Attendant propelled manual wheelchair (if s/u has someone to push them)
	           ☐

	 ~ Self-propelling wheelchair (if service user is medically fit to self-propel)
	                   ☐

	 ~ Occupant controlled indoor only powered wheelchair (EPIC)
	                   ☐    

	 ~ Occupant controlled indoor / outdoor powered wheelchair (EPIOC)
	                   ☐

	 ~ Buggy (under 5 years old)
	                   ☐

	 ~ Review existing wheelchair or seating for fit / growth / posture / cushion
	                   ☐

	 ~ Review for other reason, eg. driving ability / safety / propulsion / pain 
	                   ☐

	Reason for referral*


	What will service user be able to do that they are not able to do now?

	Priority of request

	Routine  ☐        Urgent  ☐       
Reason for Urgent request:


	How often will the wheelchair be used*
	Daily                                              ☐                        
4-6 times a week                           ☐
	1-3 times a week                         ☐   
Less than once a week                ☐

	Duration of use each time*

	More than 6 hours                         ☐       
4-6 hours                                       ☐
	2-4 hours                                     ☐     
Less than 2 hours                        ☐ 

	Where will the w/chair be used*

	Indoors  ☐  
	Outdoors  ☐  
	Both  ☐

	Will service user sit in wheelchair in vehicle

	Yes, own WAV as passenger ☐    Yes, own WAV as driver ☐    Hospital transport ☐                    
No ☐                   Not Known  ☐                  Public transport ☐     


	Is wheelchair essential for discharge from hospital (eg. get to toilet)*
	Yes ☐   No  ☐	    
	Discharge date:
	

	
	Hospital, ward, telephone 
number, contact name:
	









	Direct Issue or Delivery Only for Referrer Handover (long term need only, not for interim provision)


	If you have attended a wheelchair prescriber’s course, you may request a wheelchair for you to handover yourself in accordance with your level of competency or for Direct Issue (ie. a basic wheelchair which a non-clinical WCS Field Service Engineer will handover).  By completing this section, you confirm that: 
a) you are a registered healthcare professional
b) you have attended a prescriber course
c) that the service user’s long term mobility needs can safely be met by the equipment you are requesting, handed over as per your request
d) you accept the risks of this prescription and method of handover
If you would like to request more complex equipment for you to handover, please contact the WCS.

	Request

	Direct Issue with FSE handover         ☐
Delivery Only for Referrer Handover  ☐   I agree to return completed handover docs ☐

	Service user’s measurements
	Hip width
	Upper leg length
	Lower leg length

	Wheelchair size requested
	Seat width

	Seat depth
	Footplate to top of cushion

	Wheelchair type for FSE h/over
	Basic transit                    ☐

	Basic self-propel             ☐

	Cushion details:

	Additional features / accessories 
	For referrer handover only: 



	Delivery or handover address
	Home address:  Yes  ☐    No  ☐   



	Additional information


	Is s/u’s home and access suitable for a wheelchair*
	Yes  ☐    No  ☐    Not Known  ☐     Details:



	If no, what plans are in place?

	

	Any reason s/u cannot attend clinic*
	Yes  ☐    No  ☐    Not Known  ☐     Details:


	Can s/u take part in video assessment*
	Yes  ☐                  Independently ☐                  With carer  ☐    
No    ☐                  Not Known  ☐                                   


	Is an interpreter required? *
	Yes  ☐    No  ☐

	If yes, which language?
	

	Any issues with communication? *
	Yes  ☐    No  ☐ Detail

	How can we help?
	




	Safeguarding concerns*

	None ☐          Looked After Child  ☐       Child in Need   ☐            Vulnerable adult   ☐            
Details / other concerns:    



	Potential risks to WCS staff*
	Yes  ☐    No  ☐    Detail





	Personal Wheelchair Budget


	Has service user been informed about PWB*
	Yes ☐          Printed information ☐               Verbally ☐                  Both ☐     
No   ☐    




	Other professionals involved with service user 


	Name 
	
	Name 
	

	Role
	
	Role
	

	Organisation

	
	Organisation

	

	Contact
	
	Contact
	

	

	Name 
	
	Name 
	

	Role
	
	Role
	

	Organisation

	
	Organisation

	

	Contact
	
	Contact
	



	Referrer (must be a registered healthcare professional if this is a first referral and service user is NOT already known to WCS)

	Name*

	

	Designation* 

	
	Registration number*
	

	Organisation*

	

	Address*

	

	Telephone / mobile number*

	

	Email address*

	

	Do you wish to be invited to any appointments?
	Yes   ☐     No   ☐

	Signature
	


	Date
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