LEICESTER, LEICESTERSHIRE & RUTLAND INTEGRATED COMMUNITY EQUIPMENT SERVICE
REQUISITION FORM FOR SPECIAL EQUIPMENT

	Is your request high priority, if YES, please tick relevant box below
	YES
	
	NO
	

	Hospital discharge
	
	Palliative
	
	Complex care/high risk to carers
	
	Manual Handling
	

	Other –please provide details:
	

	Is Equipment for educational setting (tick relevant box)
	City
	
	County
	
	Rutland
	
	N/A
	

	

	Continuing  Health Care Order (tick relevant box)
	Yes
	
	No
	

	

	Care/Residential Home Order (tick relevant box)
	Yes
	
	No
	

	

	Is this order subject to a joint funding arrangement? (please tick)

*Attach Joint Funding Information Sheet to order
	Yes
	
	No
	

	

	Service User Details

	Title
	
	First Name
	
	Last Name
	

	Permanent Address
	
	Delivery Address (if different from permanent address)

	
	
	

	Post Code
	
	
	Post Code
	

	

	Telephone No.
	
	
	Telephone No.
	

	Gender
	Male
	
	Female
	
	Ethnicity Code
	
	
	NHS No.₁
	
	S/S User ID
	

	

	Height (if applicable)
	
	
	Weight (if applicable)
	

	

	Date of Birth
	
	
	
	
	GP Code2
	

	

	Delivery/Collection Details:

	

	Type of Special
	
	Service Type
	
	Delivery Instruction
	
	Collection times
	

	Recycled
	
	Delivery
	
	Deliver and fit
	
	Routine (5 wkg days)
	

	New
	
	Collection
	
	Labelled as ‘Do Not Use’
	
	Urgent (next wkg day)
	

	
	Repair/replace
	
	

	Some new purchases are available for direct delivery to service user, please tick if direct delivery required
	


All special equipment requests (for either new or an item from recycled stock) will require a clinical reasoning form to be completed and attached to order.  All new special equipment orders will also require two quotes which should be attached to the order (please refer to the clinical reasoning form for further information). 
	Product Code
	Product Description
	Quantity required



	
	
	

	
	
	

	
	
	

	Additional Information/Special Instructions (e.g. fitting instructions, person to contact for delivery, discharge date, etc.)

	

	Prescriber MUST complete the Clinical Reasoning Form and attach with their order and quotes if applicable

	Prescriber Details (Complete in block capitals)
	Authoriser Details (if prescriber does not have access rights)

	Name
	
	Name
	

	Tel. No.
	
	Tel. No.
	

	Email
	
	Email
	

	Job Title
	
	Job Title
	

	Work Base
	
	Work Base
	

	PIN
	
	PIN
	

	Signed
	
	Signed
	

	Date
	
	Date
	


Notes:  1 and 2 – you will need to provide this information to enable the order to be processed.  If you do not know the GP code then you must indicate the name and address of the GP
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