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Lifehouse, Brunswick Business Park, Summers Road, Liverpool, L3 4BL
Telephone:0151 296 7765
Referral form for completion by Health Professionals for assessment and supply of a wheelchair
1. All sections must be completed in order to process the application. Incomplete forms will be returned to the applicant. 

This form should be used when requesting a non standard wheelchair and accessories. The client must have a long term mobility need. 

The service does not provide temporary loan or occasional/ social use chairs.

2. Personal Details

	Surname:
	Mr/ Mrs/ Miss/ Ms:

	Forenames:
	

	Date of Birth:
	NHS Number:


	Address:

Postcode:                                                                        Telephone:

	Delivery Address: (if different from home address)

Postcode:                                                                        Telephone:

	3. Ethnicity: please tick appropriate box below

	White British
	
	White Irish
	

	White other
	
	Mixed White and Black African
	

	Mixed White and Black Caribbean
	
	Mixed any other
	

	Mixed White and Asian
	
	Pakistani/ British Pakistani
	

	Indian/ British Indian
	
	Asian British any other Asian background
	

	Bangladeshi or British Bangladeshi
	
	Black/ Black British African
	

	Black/ Black British Caribbean
	
	Chinese
	

	Black/ Black British any other Black background
	
	
	

	Any other ethnic group
	
	
	

	Language spoken:


	
	Interpreter needed

(please circle)
	   YES            NO


	Name :
	D. O. B:


	4. General Practitioner:

Address:

Postcode:                                                           Telephone number:


	5. Medical Information

Diagnosis:

Please describe current mobility indoors and outdoors:



	Is the client medically fit to self propel a wheelchair?    (please circle)
	YES
	NO

	Does the client have any visual/ perceptual impairment?

(please circle and provide details if YES)


	YES
	NO

	Pressure Ulcer/ Skin Redness: (if referrer is a district nurse, please include copy of pressure ulcer assessment)



	Transfer method (eg.hoist, assisted by carer(s), independent)


6. Social Information

	Lives alone               Lives with carer                Lives in Residential/ Nursing Home

Other: (please give details)

How often will the chair be used?                         
Where will the chair be used? (please tick)

Indoors            Outdoors            Both

Will a carer be pushing the wheelchair? (please circle)                    YES                NO

Are there any health issues for the carer? (please give details)

Transport used (please give details eg car, taxi, ambulance)


	Name:
	D.O.B:


	7. Does the client currently have a wheelchair from Liverpool Wheelchair service?

YES                                    NO                                Not Known


8. Application for: (please tick)
	Attendant propelled wheelchair

Self propelled wheelchair 

(Must be medically fit to self propel)


Electric powered indoor wheelchair

Electric powered indoor/ outdoor wheelchair

(Outdoor only power chairs are not supplied)

Childs pushchair or buggy

Voucher scheme

Customised Special Seating 



	Additional information in relation type of wheelchair required:



	Please fill in the clients measurements , height and weight below. This will enable the service to identify the correct size and model of chair to issue. 

Refer to the ‘Where to Measure’ chart for measuring guidance. Please measure in inches/ centimetres using a metal tape measure. 

Height:                                               Weight:

A    Leg Length:                    B    Seat Depth:                C     Shoulder Height:

D    Hip Width:                      E     Head Height:

	Referrer Details:

Name:                                                                Designation:

Address:                                                           Telephone number:

Date:                                                                  Signature:

	For completion by LWS staff only:

Caseload allocation:                                   Date:                           Signature:

Direct issue:

Model of wheelchair:       


Height of footplates set from seat canvas

Modifications required:

Cushion:          2” cushion                 3” cushion   

                             Other:

Follow up visit required:

     OT                   AP                RE              Other:

Signature:                                                            Date:

Designation:

Admin Action

118B


Model


Date

Signature
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