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borders continence service referral form

(This is not a Product Assessment)

Does this referral have the full consent of the client?    YES  /  NO

{please complete in block capitals}

	Title:


	Name:
	DoB:

	Address:


	CHI No:

	
	Hospital Number:

	Post Code:


	Patients Telephone Number:



	Previous Address:

(Transferred from)

Post Code:
	G.P. Address:

Telephone No.

	Referred by:
	Referral Date:

	Base:
	Telephone No.

	Urinalysis:


Presenting Incontinence Problems






       (√ tick)               Duration

	Stress Urinary
	Small squirt of urine on exertion
	
	

	Urge
	Uncontrollable urgent desire to void with or without incontinence
	
	

	Mixed
	Both of above
	
	

	Incomplete Bladder

Emptying
	Hesitancy, poor stream, dribble, urgency, 

Frequency, nocturnal enuresis
	
	

	Functional
	Unable / unwilling to us toilet
	
	

	Nocturnal Enuresis
	Unknowingly passes urine while sleeping
	
	

	Reflex
	No sensation of bladder filling or emptying
	
	

	Faecal
	Any involuntary loss of faecal material
	
	


Relevant Medical History / Previous Treatments

	

	

	

	


Medication

	
	

	
	

	
	

	
	


	Does this client have any disabilities that would make attending the clinic a problem for them?

YES   /   NO


Please return this form to:
Borders Continence Service, West Grove, Waverley Road, Melrose TD6 9SJ

Fax to:  01896 824632  or  email:  catherine.bell@borders.scot.nhs.uk   

