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Referral Form




FOR OFFICE USE
	NAME
	

	DATE RECEIVED
	


Options Referral Form

Eligibility Criteria

‘Options’ provides Supported Living and Enabling Supports services to adults (over 18 years of age) with learning difficulties.

Guidelines for completing this form

When completing this referral form please do so as fully as possible, providing all relevant information. If a question is not applicable please state this in the space provided. This information will allow the ‘Options’ team to process the referral as promptly as possible.

Our team may need additional information so please ensure that you fill in the contact details below to enable the team to contact you with regards to the application.

Also, rather than repeating information that is also present from a previous assessment, please feel free to refer us to the document in question, providing a copy is attached.
What happens next?

The ‘Options’ team will use this information to assess whether the referral meets the criteria of our service, and if we are able to provide a good quality service to the individual. A meeting will be then be arranged with a Manager or Service Coordinator to further discuss the opportunities we are able to offer. A referral application will be responded to within 5 working days from the receipt of this form (subject to all necessary information being received).

Contact Details

	Person making referral
	

	Telephone Number/s
	

	Address
	

	Relationship to referral
	

	Referral Form



Section A: PERSONAL DETAILS
	Surname:
	
	First Name:
	

	Title:
	
	DOB:
	

	Nat Ins no.
	
	
	

	Mobile no.
	
	Landline no
	

	Present Address:


	Status: Owner/occupier: (  Private rented: ( Local authority rented: (  Living with Family: ( Other (please state)…………………………………………………………………………

	Landlord Name:
	
	Landlord

Telephone:
	

	Landlord

Address:
	

	Allergies:
	
	Dentist:
	

	Optician:
	
	Other

Specialist:
	

	Other Specialist:
	
	Other Specialist:
	

	Diagnosis:
	

	
	

	
	

	Prescribed Medication

	Medication
	Route
	Time
	Dose
	No. of Tablets

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Section B: NEXT OF KIN DETAILS

	Name:
	
	Telephone no:
	

	Address:
	Mobile no:
	

	
	Work no:
	

	
	Email Address:


	

	

	


Section C: SOCIAL WORKER DETAILS
	Name:
	
	Telephone no:
	

	Address:
	Mobile no:
	

	
	Email Address:
	

	

	


Section D: GENERAL PRACTITIONER DETAILS

	Surname:
	
	First Name:
	

	Title:
	
	Telephone
	

	Address:




Section D: OTHER SUPPORT PROVIDERS/AGENCIES 
	Name
	Contact
	Type of support provided

	
	
	

	
	
	

	
	
	


Section E: SUPPORT NEEDS
	Please provide a summary of support needs:
This could include; transition, resettlement support, maintaining safety and security of the home, arranging and keeping appointments, accessing other services budgeting and benefits advice, arranging social events.

	


Sections F: CARE NEEDS
	Please provide summary of care needs: 
This could include support needed with washing or any type of self care, dressing, preparing food and drinks, finances, medication, using the toilet etc.
Is night time support required?

	


Section G: GENERAL HEALTH
	Are there any medical issues?

	


Section H: MENTAL HEALTH
	Are there any mental health issues?

	


Section I: DRUG / ALCOHOL USE
	Are there any issues relating to drug or alcohol use?

	


Section J: TENANCY AWARENESS

	Is the individual aware of the responsibilities of a tenancy?

	


Section K: PERSONAL ACHIEVEMENTS
	What are some of the individuals’ key achievements?
For example: developing new skills, achieving goals, completing courses, positive stories and experiences etc.

	


Section L: FUTURE AIMS
	What are the individuals aims / goals for the future?

	


Section M: RELEVANT RISKS TO BE CONSIDERED

Please provide information pertaining to risk in the following areas:

Continue on separate sheet if necessary

	Risks to self (please state if no assessed risk).

	


	Risks from environment (please state if no assessed risk).

	


	Risks to staff:
Please ensure that you state if there have been any incidents of aggression towards staff (please state if no assessed risk).

	


	Risk to others:
Please ensure that you state if there have been any incidents of aggression towards others (please state if no assessed risk).

	


Thank you for taking the time to complete this form. Your assistance will promote a quality service, and accelerate the process for the individual being referred.
