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STROKE & TIA  REFERRAL FORM
Heart & Stroke Foundation of Barbados  ·  Cardiac Disease Prevention & Rehabilitation Unit
Complete all sections. Tick boxes where shown. Free text only where a line is provided.    ★  Sections marked MANDATORY must be completed before submission.

	A  Patient Details  ★ MANDATORY

	Patient full name
Last, First
___________________________________________
	Date of birth
DD / MM / YYYY
___________________________________________
	Hospital / NID number
___________________________________________
	Sex
☐  Male    ☐  Female    ☐  Other

	Home telephone
___________________________________________
	Mobile telephone
___________________________________________
	Next of kin name
___________________________________________
	NOK contact number
___________________________________________

	NOK relationship
☐  Spouse/Partner    ☐  Parent    ☐  Child    ☐  Sibling
☐  Other
	Dominant hand
☐  Right    ☐  Left    ☐  Both/Unknown



	B  Admission & Discharge  ★ MANDATORY

	Admission date
DD / MM / YYYY
___________________________________________
	Discharge date
DD / MM / YYYY  (leave blank if still admitted)
___________________________________________
	Discharge status
☐  Home    ☐  Home with carer    ☐  Nursing home    ☐  Awaiting discharge



	C  Diagnosis  ★ MANDATORY

	Event type  (select one)
☐  Ischaemic stroke    ☐  Haemorrhagic stroke    ☐  Subarachnoid haemorrhage    ☐  TIA    ☐  Stroke — type unspecified
	If ischaemic — subtype (if known)
☐  Cardioembolic    ☐  Large vessel    ☐  Small vessel/lacunar    ☐  Cryptogenic    ☐  Unknown

If haemorrhagic — location (if known)
☐  Intracerebral (ICH)    ☐  Subarachnoid    ☐  Intraventricular    ☐  Other

	Date of stroke / event onset
DD / MM / YYYY
___________________________________________
	Thrombolysis (tPA) given?
☐  Yes    ☐  No    ☐  N/A
	Thrombectomy performed?
☐  Yes    ☐  No    ☐  N/A
	Side of deficits
☐  Right    ☐  Left    ☐  Bilateral    ☐  None (TIA)



	D  Risk Factors & Comorbidities  (tick ALL that apply) ★ MANDATORY

	Modifiable risk factors 
☐  Current smoker    ☐  Ex-smoker    ☐  Excess alcohol    ☐  OCP / HRT
☐  Carotid stenosis    ☐  Sedentary lifestyle    ☐  Illicit drug use
	Non-modifiable risk factors 
☐  Family history of stroke    ☐  Previous stroke / TIA

	Comorbidities ★ MANDATORY
☐  Hypertension    ☐  Type 2 Diabetes    ☐  Type 1 Diabetes    ☐  Hyperlipidaemia    ☐  Atrial fibrillation    ☐  IHD / CAD    ☐  Heart failure
☐  Sickle cell anaemia    ☐  Autoimmune condition (SLE etc.)    ☐  Hypercoagulable state    ☐  CKD    ☐  HIV / Immunocompromised    ☐  Peripheral arterial disease
☐  Obesity (BMI ≥30)    ☐  Obstructive sleep apnoea    ☐  Depression / Anxiety (pre-existing)    ☐  Dementia (pre-existing)    ☐  Malignancy (active)
Other — please specify: _____________________________________________



	E Additional Clinical History  

	Relevant clinical history  — Onset, progression, presenting symptoms, relevant past medical / surgical history, any other pertinent details
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________



	F  Clinical Examination

	Examination findings at time of referral  — include observations on tone, power, reflexes, cranial nerves, sensation, coordination, speech, cognition as applicable
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

	Blood pressure at referral ★ MANDATORY
Systolic: _______ / Diastolic: _______  mmHg
	Heart rate 
★ MANDATORY
_______ bpm     ☐ Regular   ☐ Irregular
	Weight / BMI
Weight: _____ kg    BMI: _______
	GCS at referral (if applicable)
E___ V___ M___  Total: ___  /15



	G  Deficits at Time of Referral  (tick ALL that apply)  ★ MANDATORY

	Motor — Upper Limb
☐  Hemiplegia — right arm    ☐  Hemiplegia — left arm
☐  Hemiparesis — right arm    ☐  Hemiparesis — left arm
☐  Monoplegia — right arm    ☐  Monoplegia — left arm
☐  Monoparesis — right arm    ☐  Monoparesis — left arm
☐  Arm drift (pronator)    ☐  Fine motor impairment
☐  Weakness — right hand only    ☐  Weakness — left hand only
☐  No upper limb deficit
	Motor — Lower Limb
☐  Hemiplegia — right leg    ☐  Hemiplegia — left leg
☐  Hemiparesis — right leg    ☐  Hemiparesis — left leg
☐  Monoplegia — right leg    ☐  Monoplegia — left leg
☐  Monoparesis — right leg    ☐  Monoparesis — left leg
☐  Foot drop — right    ☐  Foot drop — left
☐  No lower limb deficit

	Facial / Bulbar
☐  Facial droop — right    ☐  Facial droop — left    ☐  Bilateral facial weakness
☐  Dysarthria    ☐  Dysphagia    ☐  Drooling    ☐  Tongue deviation
☐  Jaw weakness    ☐  No facial/bulbar deficit
	Coordination / Cerebellar
☐  Limb ataxia — right    ☐  Limb ataxia — left    ☐  Bilateral limb ataxia
☐  Truncal ataxia    ☐  Gait ataxia / wide-based gait
☐  Intention tremor    ☐  Dysdiadochokinesia    ☐  Past-pointing
☐  Nystagmus    ☐  Vertigo    ☐  No coordination deficit
	Sensory
☐  Hemisensory loss — right    ☐  Hemisensory loss — left
☐  Facial sensory loss    ☐  Numbness — upper limb    ☐  Numbness — lower limb
☐  Tingling / paraesthesia    ☐  Loss of proprioception    ☐  Loss of vibration sense
☐  Central post-stroke pain    ☐  No sensory deficit
	Vision
☐  Homonymous hemianopia — right    ☐  Homonymous hemianopia — left
☐  Visual field defect — partial    ☐  Cortical blindness
☐  Diplopia    ☐  Gaze palsy — horizontal    ☐  Gaze palsy — vertical
☐  Ptosis    ☐  Horner syndrome    ☐  Blurred vision    ☐  No visual deficit

	Communication
☐  Expressive aphasia    ☐  Receptive aphasia    ☐  Global aphasia
☐  Anomia (word-finding difficulty)    ☐  Paraphasia
☐  Dysarthria (motor speech)    ☐  Scanning speech (cerebellar)
☐  Mutism    ☐  No communication deficit
	Cognitive / Perceptual
☐  Confusion / acute cognitive impairment    ☐  Memory impairment
☐  Unilateral neglect — right    ☐  Unilateral neglect — left
☐  Anosognosia (unawareness of deficits)    ☐  Apraxia    ☐  Agnosia
☐  Executive dysfunction    ☐  Emotional lability
☐  Visuospatial difficulty    ☐  No cognitive/perceptual deficit
	Continence
☐  Urinary incontinence    ☐  Urinary retention    ☐  Faecal incontinence
☐  Neurogenic bladder    ☐  No continence issues

Pain
☐  Shoulder pain    ☐  Spasticity-related pain    ☐  Central post-stroke pain
☐  Headache    ☐  No pain
	Swallowing / Nutrition
☐  Dysphagia — solids    ☐  Dysphagia — liquids    ☐  Dysphagia — all textures
☐  Aspiration risk identified    ☐  NGT in situ    ☐  PEG in situ
☐  Nutritional risk    ☐  No swallowing/nutrition issues

	Other / Focal Deficits Not Listed Above  — tick if applicable, then describe in the field below
☐  Brainstem signs (specify below)    ☐  Spinal cord involvement (specify below)    ☐  Cranial nerve palsy (specify below)    ☐  Dysautonomia    ☐  Hiccups (persistent)    ☐  Other deficit — please specify below

Specify any other / focal deficit: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Functional ADLs — assistance needed with:
☐  Dressing    ☐  Grooming    ☐  Bathing    ☐  Feeding
☐  Toileting    ☐  Transfers / mobility    ☐  Independent — no assistance needed
	Ambulatory status at referral
☐  Independent — no aid    ☐  Independent — walking aid    ☐  Supervised walking only    ☐  Non-ambulatory / wheelchair
☐  Bed-dependent
	Validated Scores at Discharge
NIHSS:  _______   (0=none  1–4=minor  5–15=mod  ≥16=severe)
mRS:  ☐ 0  ☐ 1  ☐ 2  ☐ 3  ☐ 4  ☐ 5  ☐ Not documented
Barthel: ☐ 100  ☐ 75–99  ☐ 50–74  ☐ 25–49  ☐ <25  ☐ Not documented



	H  Key Investigations  (tick result; leave blank if not yet done) ★ MANDATORY

	CT brain
☐  Normal    ☐  Infarct    ☐  Haemorrhage    ☐  Old changes only    ☐  Other    ☐  Not done

MRI brain
☐  Acute infarct confirmed    ☐  No acute lesion    ☐  Other    ☐  Not done

Carotid Doppler / ultrasound
☐  Normal    ☐  Stenosis <50%    ☐  Stenosis 50–69%    ☐  Stenosis ≥70%    ☐  Occlusion    ☐  Not done
	ECG
☐  Normal sinus    ☐  AF identified    ☐  Other abnormality    ☐  Not done

Echocardiogram
☐  TTE done    ☐  TOE done    ☐  Not done

24-hr Holter / cardiac monitor
☐  No AF detected    ☐  AF detected    ☐  In progress    ☐  Not done

CTA / MRA
☐  CTA done    ☐  MRA done    ☐  Not done

	Blood results
HbA1c: _____ %     Total chol: _____   LDL: _____   HDL: _____   TG: _____     FBC: ☐ Done ☐ Not done     Renal (eGFR): ☐ Done ☐ Not done     Thrombophilia screen: ☐ Done ☐ Not done



	I Inpatient Rehabilitation Commenced

	Physiotherapy (PT)
☐  Ongoing at discharge    ☐  Completed / discontinued    ☐  Not commenced    ☐  Not available
	Occupational Therapy (OT)
☐  Ongoing at discharge    ☐  Completed / discontinued    ☐  Not commenced    ☐  Not available
	Speech & Language (SLT)
☐  Ongoing at discharge    ☐  Completed / discontinued    ☐  Not commenced    ☐  Not indicated
	Other input
☐  Dietitian    ☐  Social work    ☐  Psychology / counselling



	J  Discharge Medications — Secondary Prophylaxis  (tick ALL that apply) ★ MANDATORY

	Antiplatelet
☐  Aspirin 75mg    ☐  Aspirin 150mg    ☐  Clopidogrel 75mg    ☐  Aspirin + Clopidogrel (DAPT)    ☐  Ticagrelor    ☐  None / see notes

Anticoagulation
☐  Apixaban    ☐  Rivaroxaban    ☐  Dabigatran    ☐  Warfarin    ☐  LMWH    ☐  Not prescribed

Statin
☐  Atorvastatin 10mg    ☐  Atorvastatin 20mg    ☐  Atorvastatin 40mg    ☐  Atorvastatin 80mg    ☐  Rosuvastatin    ☐  Simvastatin    ☐  None
	Antihypertensive
☐  ACE inhibitor    ☐  ARB    ☐  Beta blocker    ☐  Calcium channel blocker    ☐  Thiazide    ☐  Loop diuretic    ☐  None

Diabetes medications
☐  Metformin    ☐  Insulin    ☐  SGLT-2 inhibitor    ☐  DPP-4 inhibitor    ☐  GLP-1 agonist    ☐  Other    ☐  Not applicable

Other relevant medications
☐  Antidepressant    ☐  Antiepileptic    ☐  PPI / gastro protection    ☐  VTE prophylaxis    ☐  None

Allergies / ADRs
☐  No known drug allergies (NKDA)    ☐  Allergy documented below    ☐  Allergy status unknown
___________________________________________



	K  Social Situation & Transport ★ MANDATORY

	Living situation before stroke
☐  Lives alone    ☐  With spouse/partner    ☐  With family    ☐  Nursing home / care facility
	Independence in ADLs before stroke
☐  Fully independent    ☐  Needed some help    ☐  Needed significant help    ☐  Fully dependent
	Caregiver / support at home
☐  Spouse/partner    ☐  Adult child    ☐  Other family    ☐  Paid caregiver
☐  Lives alone — no support
	Driving before stroke?
☐  Yes    ☐  No    ☐  Unknown

	Employment before stroke
☐  Employed full-time    ☐  Employed part-time    ☐  Self-employed    ☐  Retired
☐  Student    ☐  Unemployed    ☐  Homemaker
	Home accessibility issues
☐  No barriers    ☐  Steps    ☐  No lift (multi-storey)    ☐  Bathroom access difficulty
☐  Requires modifications
	Transport to Foundation
☐  Own transport    ☐  Family/carer can transport    ☐  Public transport    ☐  Transport support needed
☐  Telehealth preferred
	Parish of residence
☐  St. Michael    ☐  Christ Church    ☐  St. James    ☐  St. Peter
☐  St. Philip    ☐  St. George    ☐  St. John    ☐  St. Joseph
☐  St. Andrew    ☐  St. Thomas    ☐  St. Lucy

	Social issues identified
☐  Financial constraints    ☐  Social isolation    ☐  Carer burden    ☐  Housing instability
☐  None identified    ☐  Other — see notes
	Occupation / type of work
Helps set vocational rehab goals
___________________________________________



	L  Notes & Sign-Off

	Additional notes / concerns  — specific rehab goals, pending results, clinical concerns
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

	




	M  Referral & Referring Clinician Sign-Off  ★ MANDATORY

	Patient aware of / consented to referral?
☐  Yes    ☐  No — made on clinical grounds    ☐  Unable to consent — family aware

	Referral date
DD / MM / YYYY
___________________________________________

	Your name
__________________________________________
	Ward / Department/Clinical Specialty
e.g. Medical, Neurology, A&E
___________________________________________
	Direct contact no.
Mobile or bleep
___________________________________________

	Your role
☐  Intern    ☐  SHO    ☐  Registrar    ☐  Consultant
☐  Sr. Nurse    ☐  Other
	Responsible consultant
___________________________________________

	

	FOR FOUNDATION USE ONLY
Date received: _______________    Received by: _______________    Appointment offered: _______________




