


                 
PRO-SUPPORT LTD
Office Use only
Date requested: _______
Date posted: __________
By whom:  ____________
Date received: _________


                  
REFERRAL FORM
	SERVICE USERS’ DETAILS                                                                                                                                                                                       

	Name: 
	Tel no:

	D.O.B:
	Age:

	Religion:                                                                                                                                                                                                                                               
	Ethnicity:

	Current Address:





	NEXT OF KIN OR GUARDIAN DETAILS

	Name:
	Tel no:

	Relationship:
	

	Address:
 




	REFERRING AGENCY DETAILS

	Name of Referrer:
	Tel no:

	Job Title:
	Mobile no:

	Fax no:
	Email:

	Is Funding Approved                
	
	Yes
	
	No

	Referrer Address:




	REFERRAL TIMESCALE
	Y/N - If urgent

	We aim to assess applicants within 5 working days. If however the referral is 
urgent and needs to be seen earlier, please contact the service manager.                        Please indicate if applicant require urgent assessment
	

	It would help speed up the process if you tell us the best days, time and place for us to meet with your client?


	PRESENTING ISSUES

	
	
	
	

	PRIMARY (TICK ONE ONLY)
	SECONDARY (TICK ALL THAT APPLIES)

	Mental health / personality disorder 
	
	Mental health / personality disorder 
	

	Aspergers syndrome 
	
	Aspergers syndrome 
	

	Learning disability 
	
	Learning disability 
	

	Physical disability 
	
	Physical disability 
	

	Brain injury 
	
	Brain injury 
	

	Alcohol misuse 
	
	Alcohol misuse 
	

	Drug misuse 
	
	Drug misuse 
	

	Care leaver 
	
	Care leaver 
	

	Homelessness 
	
	Homelessness 
	

	Other - state
	
	Other - state
	

	Supporting documents:
Please indicate what supporting documents accompany this application or if any to follow: 
________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________





	CARE & SUPPORT REQUIRED (TICK ALL THAT APPLIES)

	
Does he/she require assistance with any of the following? Please indicate level of assistance required  H = High M = Medium L = Low N = None

	Assistance required
	H
	M
	L
	N
	
	H
	M
	L
	N

	Budgeting
	
	
	
	
	Behaviour / anger management
	
	
	
	

	Paying bills
	
	
	
	
	Medication / prescriptions
	
	
	
	

	Accessing benefits
	
	
	
	
	Registering with primary care services
	
	
	
	

	Domestic life skills
	
	
	
	
	Physical health care problems
	
	
	
	

	Personal hygiene
	
	
	
	
	Nutrition / weight
	
	
	
	

	Health & safety in the home
	
	
	
	
	Family mediation

	
	
	
	

	Escorting
	
	
	
	
	Neighbours / peer mediation
	
	
	
	

	Accessing social & recreational activities
	
	
	
	
	Vulnerable to exploitation

	
	
	
	

	Language and or literacy
	
	
	
	
	Mobility
	
	
	
	

	Access to education & employment
	
	
	
	
	Religious / cultural
	
	
	
	

	
SUMMARY OF SUPPORT NEEDS: Please briefly outline identified care and support needs 
________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________




	RISK ASSESSMENT

	Arson
	High
	
	Medium
	
	Low
	
	N/A
	

	Damage to property
	
	
	
	
	
	
	
	

	Physical violence (to others)
	High
	
	Medium
	
	Low
	
	N/A
	

	Verbal Aggression
	High
	
	Medium
	
	Low
	
	N/A
	

	Racial prejudices
	High
	
	Medium
	
	Low
	
	N/A
	

	Alcohol abuse
	High
	
	Medium
	
	Low
	
	N/A
	

	Drugs / Substance abuse
	High
	
	Medium
	
	Low
	
	N/A
	

	Sexual behaviour (risk to others)
	High
	
	Medium
	
	Low
	
	N/A
	

	Self harm / Overdose
	High
	
	Medium
	
	Low
	
	N/A
	

	Criminal behaviour
	High
	
	Medium
	
	Low
	
	N/A
	

	Sleep disturbance / Nocturnal difficulties
	High
	
	Medium
	
	Low
	
	N/A
	

	

	OTHER RISK ISSUES: 
Please detail other known risk to self or others and attach up to date Risk Assessments with details
________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________





CONTACT DETAILS OF OTHER AGENCIES INVOLVED IN THE CLIENTS CARE OR SUPERVISION
	Name & Address of Agency
	Name of contact & telephone number

	
	

	
	

	
	

	
	

	
	

	
	

	ANY OTHER RELEVENT INFORMATION

	



	HOW DID YOU HERE ABOUT US?

	





Note:
We operate a Lone Workers Policy for outreach support workers; if you are aware of any reasons why this may be unsafe, please state below:

Return form by post or e-mail to: Info@prosupport.org.uk

Post

42 Mount Street, Swinton, Manchester, M27 5NG 
Telephone: 03330117554


[bookmark: _GoBack]Pro-Support Ltd 2015		
image1.png






