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	CONFIDENTIAL


	Form 1 - Health Trainer Referral And Initial Assessment Form

	To be completed by person seeking support from Health Trainers or referring agency.

If you are completing this form on behalf of someone else, please complete it with their input and consent. If you require support in completing this form, please contact the team on 01273 296877 

	Please complete all sections and return marked confidential to your Health Trainer Team. 
Post to: Health Trainers, Brighton & Hove City Council, Bartholomew House (2nd Floor), 

Bartholomew Square, Brighton, BN1 1JP. Fax: 01273 296873

	

	Client Details 

	First Name: 
	Last Name: 

	Postal Address: 


	Date of Birth or approximate age: 

	
	Telephone Number: 

	
	Email Address: 

	Post Code: 
	Mobile Number:

	Preferred method & time of contact:

	Is there anything we need to know relating to contact: i.e. hearing difficulties, literacy issues, languages:


	

	Personal Aims – these questions will help ensure the Health Trainer service is right for you

	Please indicate the KEY lifestyle areas that you wish to address in order of priority (1 = top priority) 

	Healthy Eating
	
	Increasing physical activity
	
	Stopping smoking
	
	Reducing Alcohol
	

	General well-being / Other (please specify):


	
	

	Please describe in more detail the key aspects of your health that you want to change: 


	Do you consider yourself to have a limiting long term condition, or any other conditions that we should be aware of (eg: high blood pressure, diabetes, mobility issues, mental health, etc)? : Yes / No
If yes, please specify: 


	Are you on any medication? : Yes / No
If yes, please specify:


	Have you been referred to or are you in contact with any other specialist services? : Yes / No 
If so, please note details below: 


	

	Personal Details

	Gender: 

	Do you consider yourself to have any disabilities? : Yes / No
Please state any arrangements you would like us to make to assist you in accessing the Health Trainer service:

	Ethnicity 

	A: White British

            B: White Irish

C: Other White Background

D: Mixed – White and Black Caribbean

E: Mixed – White and Black African

F: Mixed – White and Asian
	I : Asian or Asian British – Pakistani
J : Asian or Asian British – Bangladeshi

K : Any other Asian Background

L : Black or Black British – Caribbean

M: Black or Black British – African
             

	G: Mixed – Any Other Mixed Background

H: Asian or Asian British – Indian
	N: Any Other Black Background         
P : Any Other Ethnic Group
	O: Chinese
Z : Not Stated

	Employment Status: 

	o Employed full-time

o Employed part-time

o Full-time carer

o Looking after home or family full-time

o Retired
	o Permanently sick or disabled (unable to work) 

o Self-employed

o Student

o Unemployed
o Other

	How did you hear about the service? 

	o Community Centre

o Community Group

o Housing Services
	o GP

o Practice Nurse 
o Other NHS
	o Internet

o Leaflet / Poster

o Local media
	o Local event
o Word of mouth

o Other:

	

	Medical Contact Details 

	Are you registered with a GP?   Yes / No 

	GP Name: 

	Practice Name: 
	Telephone Number: 

	Practice Address: 

	Post Code: 

	

	Referring agency only - Leave blank if this is a self-referral

	Referring Organisation: 
	Full Name: 

	Department & address: 


	Telephone Number: 

	
	Email address:

	Post Code:
	

	If you are unable to provide us with a client signature, please explain why:



	Is there anything we need to know about this referral that could impact on the personal safety of the client or the Health Trainer?  Yes/No  If Yes, please specify:



	

	Client Consent - By signing this form you consent to this referral, for us to hold this information securely on the Health Trainer database, and that you are 18 years old or over.

	Client signature: 

	Date: 

	Please tick if unable to obtain client signature and verbal consent given only: [   ]
Name of HT or referrer authorising verbal consent:

Signature:                                                                                                                               Date:



	The Health Trainer Team will contact you within 14 days of receipt of this referral, thank you.
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