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	79 St Peters Road

Leicester

LE1 2DH

Tel:  0116 2200070

Fax:  0116 2200074

	REFERRAL FORM
	
	Reg. Charity No:  1074772


__________________________________________________________________________________

Service User and/or Carer

	Person Details: (Print clearly, underline main name)
	Male / Female



	Name:
	
	
	D.O.B. / Age:
	

	Address:
	
	
	Ethnic Origin:
	

	
	
	
	Religion:
	

	Tel. No:
	
	
	First/Preferred Language and 
	

	
	
	
	Other Language:
	


Person Making Request

	Workers Name:
	
	
	
	

	
	
	
	Tel. No:
	

	Position:
	
	
	
	

	Organisation:
	
	
	
	

	
	
	
	
	


 Service User’s Carer/Carer’s Relative/Young Carer’s Parent or Guardian

	Name
	Relationship/Gender
	Address
	Tel. No.

	1.

(NoK)


	
	
	

	2.


	
	
	

	3. Emergency Contact
	
	
	

	
	
	
	


Other Agencies

	G.P.
	
	C.P.N.
	

	Address:
	
	Address
	

	
	
	
	

	
	
	
	

	Tel No.
	
	Tel No.
	


	Other Agencies:ie (Social Worker, Consultant, Health Visitor etc)
	
	
	

	Address:
	
	
	

	
	
	
	

	
	
	
	

	Tel No.
	
	
	


Health and Safety
Current circumstances: (Please include details of diagnosis, symptoms, areas of concern)
It is essential to consider whether providing a service to this person presents any risks to themselves, other Day Centre service users or staff.  Please comment on the following:

Aggressive outbursts, suicidal incidents, any infectious diseases, any other conditions which may constitute some level of risk.

(Continue on a separate sheet if necessary)
Moving and Handling:  (Circle those which apply) 
Does the person require help with:  

standing / walking / climbing stairs

Does the person require:  



no assistance / prompting / minimal assistance

Does the Person have:                                            communication difficulties / history of falls

__________________________________________________________________________________________

Do any of the following apply:

Does the person have any allergies?  __________________________________________________________

Is the person on any medication?      ___________________________________________________________

Does the person have access to transport?_____________________________________________________

State any Dietary Issues e.g. Veg/Non Veg:_____________________________________________________

Please give details of any other 

relevant information:________________________________________________________________________

__________________________________________________________________________________________

CURRENT SUPPORT NETWORK

	MONDAY
	

	TUESDAY
	

	WEDNESDAY
	

	THURSDAY
	

	FRIDAY
	


YOUNG CARER’S ADDITIONAL INFORMATION

PERSONAL INFORMATION:

SCHOOL: __________________________________________________________________________

Standard:_______________________________  Teacher:___________________________________

School Tel No: __________________________

INTERESTS/HOBBIES:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OTHER INFORMATION:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Does the parent you care for attend Adhar?  Yes/No  If yes which days?______________________

Proposed Day Care Package

	The aim of the referral are:

Users views:

Carers views:




Suggested Daily Attendance

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	


Date Day Service requested to start:      
________________________

Other Comments / Information

	Signed:
	
	
	Signed:
	
	
	Date:
	

	
	(Service user)
	
	
	(Referring Agent)
	
	
	


	Office use only

ACCEPTED

NOT ACCEPTED – Please state reasons

ADDED TO WAITING LIST




PERMISSION FOR COLLECTION & SHARING INFORMATION

We may need to collect information from all people involved in your care and we may have to share information with other professional bodies in order to provide you with the best care and treatment.  This will be in terms of Adhar’s Confidentiality Policy.  A copy of which has been given to you and the contents explained to you.  We therefore request that you sign below in order to give us permission to do so.


Signature: ………………………………………………………               Tick if given Confidentiality Leaflet 

