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Powerchair Referral Form (Adult, Children and
Young People)
Page 2 of 2 
Powered Wheelchair Referral Form


Please ensure that all relevant sections of this form are completed accurately using BLOCK 
CAPITALS.  Incomplete and unsigned forms may not be accepted and could delay provision. 
Please note that the powered wheelchair eligibility criteria are based on domestic/home indoor mobility only.
	Patient


	Surname:        
	Home address:       

	Forename(s):      
	     

	DOB/CHI Number:       
 
	     
Postcode:        

	Sex:      

	Tel. no:       
	Other tel. no:      

	Delivery address and contact (if different):       



	General Practitioner
	
	Day Centre (if applicable)

	Name:        
	
	Name:       

	Address:       
  
	
	Address:       


	     
	
	     

	     
  Postcode:      
	
	     
Postcode:      

	Tel:      
	GP Practice code:       
	
	Tel:     


	Referrer (Must be registered with HCPC, NMC  or GMC)

	Name:     
 
	Address:     
 

	Profession:     
 
	      

	Signature:

	      
Postcode:     

	Date:     
 
	Tel:       


	Clinical information


	Primary diagnosis:      

	Any other relevant clinical information: e.g. Transfer method/ any cognitive issues? 

     




	Training and Supervision (Children’s referrals only) 

	The child and family have experience in using a powered wheelchair and do not need training                     FORMCHECKBOX 

OR 

A programme of training has been planned and will be organised by .......................................                      FORMCHECKBOX 




	


	Current level of mobility


	Is the patient able to walk indoors with or without mechanical walking aids?       
If the patient has a manual self propelling wheelchair can he/she self propel       using the wheelchair indoors?       
	Yes            No        
Yes            No       


	Does the patient have any visual impairment?  
Yes            No        

If yes, please specify:        



	Has the patient had any fits/seizures or other episodes of loss of consciousness in the last year?

Yes            No        

If yes, please specify:         




	Have you confirmed the home environment to be compatible with powered wheelchair use?
Yes            No        

If no, please specify:       



	Does the patient require extra support to maintain sitting position?

Yes            No        

If yes, please specify:         


	Current wheelchair use


	Does the patient currently use a wheelchair?      Yes  
If yes, what type of wheelchair?
     Powered wheelchair  




     Attendant propelled manual wheelchair  
Who provided the wheelchair?       NHS  
     Other (please specify)







	


Please post to Referrals, SMART Centre, Astley Ainslie Hospital, 133 Grange Loan, Edinburgh EH9 2HL.
Or email to Smart.Referrals@nhslothian.scot.nhs.uk  We can no longer accept faxes.  If you or the patient have not heard from us within one month, please contact the service. Tel. 0131 537 9497/9177.   
Initial:








