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Please fill in as much detail as possible,

incomplete referrals may not be accepted
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Electronic Assistive Technology


Bristol Centre for Enablement


Jupiter Road, Patchway


Bristol BS34 5BW


Telephone: 0117 414 5899


Website: � HYPERLINK "http://www.nbt.nhs.uk" �www.nbt.nhs.uk�


Email: � HYPERLINK "mailto:environmentalcontrols@nbt.nhs.uk" �environmentalcontrols@nbt.nhs.uk� 





Please select which referral this is for


Environmental Control		�	


Computer Access 		�





PATIENT DETAILS	Mr □ Mrs □ Miss □ Ms □ Dr □ Other □ _______


			Surname:		Forenames:


			Address:





			Postcode:				Telephone Number:


			Email:


			Known issues or risks (e.g. parking, pets etc):








			NHS No:				Date of Birth:





NEXT OF KIN		Name:					Relationship to patient:


Telephone Number:


			Email:











REFERRER DETAILS	Name:					Profession:


			Address:





			Postcode:				Telephone Number:


			Email:





GP DETAILS		Name:					Practice:


			Address:





			Postcode:				Telephone Number:


			Email:





OTHER PROFESSIONALS INVOLVED


NAME�
PROFESSION�
ADDRESS�
TELEPHONE�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�






DIAGNOSIS (include date of onset if known)	











FUNCTIONAL ABILITY (please give as much information as possible)


	


Control of Movement�
�
Head





�
�
�
Trunk





�
�
�
Arms





�
�
�
Hands





�
�
�
Legs





�
�
�
Feet





�
�
�
Vision & Hearing





�
�
�
Cognitive Ability





�
�
�
Psychological/ Behavioural





�
�
�
Speech/ Communication





�
�
�






CARER ARRANGEMENTS (details, dependency, times alone etc.)	

















WHAT DOES THE PATIENT WANT TO CONTROL:


(Please give details, if this includes access to a computer (e.g. desktops, laptops, tablets and smartphones) please give further details below)





















































COMPUTER DETAILS:


What type of device is being used? Please tick





Desktop�
�
Laptop�
�
Tablet�
�
Smartphone�
�
�
Windows�
�
Windows �
�
Android �
�
Android�
�
�
Mac�
�
Mac�
�
iOS (Apple)�
�
iOS (Apple)�
�
�
Other�
�
Other�
�
Other�
�
Other�
�
�



Does the patient know how to use the device?





How does the patient currently access the device?











What is the device used for? What would the patient like to use the device for? 








Has the patient consented to this referral?





Signature of referrer: 





Designation:					Date:
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