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                       Referral CSS Stroke Follow-Up Service
	Client Information                                                                   

	Name:                                                     
	D.O.B:	
	Age:

	Address:      
                                                                                             

	Telephone (landline) No:                                 
	Mobile Number:

	Emergency Contact Person:   
Relationship:                                                                                                     
	 
Phone Number:

	GP Name:                                                                                      Phone Number:
       Address:

	Medical History        

	Date of Stroke Onset: 
Details of Stroke:         Ischaemic / Bloodclot                  Haemorrhagic / Bleed      
                                               

	Consultant Name:                                                                         
Date discharged from hospital
Hospital (s) Attended:

	Main Stroke Related Problems: 





	Other health issues of significance: Yes     No    
Details                                                


	Current Mobility:

	

	Other community services engaged or referred to:  Public Health Nurse ☐    Physiotherapist ☐     Occupational Therapist ☐      Speech Language Therapist ☐ 
Headway ☐     Other ☐

	Arrangements for medical follow-up:  Consultant outpatient clinic  ☐                  GP ☐

	Referral Information

	Self Referral    ☐
	Referral made by family member with persons consent  ☐
Relationship to client: 

	Referral made by Health Professional ☐  
Health Professional Name:
Health Professional Contact Number: 

	Client consents to CSS application
Yes ☐           No ☐

	Client consents to personal information held on file.
Yes ☐           No ☐

	Date of Referral:
Signature of Applicant: ☐ 


Information on this form will be treated, as strictly confidential, in accordance with the provisions of the General Data Protection Regulations 2018. No personal or medical information will be disclosed to a third party on an individual identifiable basis without your consent. On receipt of this referral, CSS will provide a follow-up phonecall and offer an appointment in the Cork Stroke Support Centre for a consultation with a health professional. This is required to access CSS peer support activities.
Office use: Date Received: _____________  Follow-up Call: _____________   CSS appointment: ______________
	
Cork Stroke Support Centre, Unit 3b Oak House, Riverview Business Park, Bessbora Rd., Blackrock, Cork T12A9YX			
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