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Referral Form
	Name & preferred name


	Date of birth

	Address


	Telephone/mobile number

	Next of kin and / or emergency contact: name & phone/mobile no.


	Key worker / care coordinator – name & contact details

	GP: name, address & phone no.


	Name & contact details of person making referral (if not a self-referral)


	Reason for referral / what do you want out of the service 



	How would you describe your independence? What support do you currently have?



	What would you like to do / hobbies / interests



	Please tick if you know when you would like to attend the day service: 

Monday        Tuesday           Wednesday         Thursday (mental health)      
We provide hot lunches at a charge of £4.55 on Mondays and Wednesdays, would you like a hot lunch on the day that you attend?  YES / NO     Which day:


	Physical health issues



	Dietary needs – e.g. Diabetic/vegetarian/cultural/preferences



	Medication – list medicines / reason for administration



	Mental health needs – diagnosis / current management



	Details of any history of violent or aggressive behaviour towards self or others – 
YES / NO
Details –



	For professionals only – Please provide us with a recent, relevant risk assessment which includes medication protocols/safety in community/behaviour management.

	Helpful information to support you: (e.g. mobility, community access / safety, preferences, communication, dietary, memory, behavioural, mental health).

Any other relevant information:



	Completed by


	Date 


If we feel that the service may not be suitable for you, for whatever reason, we will discuss with you your options of support. 
	The details I have given are accurate.  I give my permission for Trinity Community Project to obtain risk assessment, care plans and referrals from my support staff/organisations if necessary. I understand that my details will be held on Trinity Community Projects’ electronic database.

Please tick here if you understand and agree to this statement 
Service User signature ………………………..
Date:


Please tick the box that applies to you.

	Gender
	
	
	Mixed
	
	

	Male
	
	
	White & Black Caribbean
	
	

	Female
	
	
	White & Black African
	
	

	
	
	
	White & Asian
	
	

	Asian or Asian British
	
	
	Any Other Mixed background
	
	

	Indian

	
	
	
	
	

	Pakistani
	
	
	Chinese or Other Ethnic Group
	
	

	Bangladeshi
	
	
	Chinese
	
	

	Any Other Asian background
	
	
	Any Other Ethnic background
	
	

	
	
	
	
	
	

	Black or Black British
	
	
	White

	
	

	Caribbean
	
	
	British
	
	

	African

	
	
	Irish
	
	

	Any other Black background
	
	
	Any other White background
	
	

	
	
	
	
	
	

	Disabled
	
	
	Age (please add): 
	
	

	Learning disability
	
	
	
	
	

	Mental Health issue
	
	
	
	
	

	Other (please explain):
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