	Service user name:


	ID number:



	Referral Form                                                                               Confidential

	Person being referred (see Contact Assessment for full details)

	Family Name:                  

                                                                                                        
	Forenames:

	Preferred name/form of address:
	Title:

	Address:


	

	NHS ID
	
	SS ID
	

	Hosp ID
	
	Other ID
	

	Gender (tick)
	Female
	
	Male
	
	Date of birth
	

	Referral to
	

	Contact details of referrer
	

	Reason for referral (including anticipated health and social care needs)
	

	Does this require urgent attention? (if yes state reasons below)
	No
	
	Yes
	

	

	Person’s expectation of referral
	

	Known risk(s) to self? (e.g. falls, self-harm, if yes describe below)
	No
	
	Yes
	

	

	Known risk(s) to others? (if yes describe below)
	No
	
	Yes
	

	

	Safety issues when visiting? (if yes describe below)
	No
	
	Yes
	

	

	Medical background (complete all details below)

	Has the person had a recent illness, medical problem or hospital admission that is relevant to the current referral? 
	No
	
	Yes
	

	Details of condition(s)/diagnoses/procedures/investigations

	

	Are there other physical or health difficulties relevant to the current referral? (e.g. chronic illness, falls, functional/mobility problems, detail)
	No
	
	Yes
	

	

	Current medication (include mode of administration/difficulties in taking medication)

	

	Other relevant information (e.g. prognosis, current physical state)

	

	Source of medical details:



	Supporting documentation

	Copy of contact assessment attached? 
	No
	
	Yes
	

	Copies of other relevant reports attached? (e.g. medical/social work)
	No
	
	Yes
	

	List reports attached:

	Form completed by:
	Designation:



	Signed:
	Date:
	Date sent:
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