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H&F Connect 55+ Referral Form
Note: To move from field to field press the Tab key or click with the mouse

1. Applicant details

	Family name 
	      

	First name
	      

	Current Address


	      
	Postcode                    

	Date of birth
	      

	Age
	 
	Gender
	      

	Tel no
	 

	Email
	      

	First language
	 

	Do you have any communication difficulties?
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Do you currently access any other befriending services?
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 

Details:     

	Please let us know if they are any potential 

difficulties contacting you:


	      

	Please specify any health / mobility issues we should be aware of:


	      


2. Referrer details 

	Referrer name 
	 

	Position
	 

	Agency name 
	 


	Address
	 


	Email address
	 

	Tel no
	
	Fax no
	


	3. Applicant next of kin – please give details of anyone we can contact if we are unable to get in touch with you or in case of emergency



	Name
	Relationship to you
	Contact Number
	Address

	1st 
	     
	     
	

	2nd      
	     
	     
	     

	3rd      
	     
	     
	     


	4. Applicant Support Network and Community Engagement

	Do you have a carer?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, how often do they visit?      


	What current contact do you receive from friends / family, and how often?      


	Do you currently attend any groups / centres / activities in the community?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, please indicate your regular services      



 5. Reason for the Referral

	Why is the main reason for the referral?  Please provide details of all your support needs and any support / services with whom you are currently engaging with.

	     



	6. Hobbies / Interests

	Please specify if there are any activities which you especially enjoy, or would like to learn: 

     



	7. Applicant’s Support Network

	Please include details of all relevant agencies 

	Support type
	Agency Name / Workers Name
	Address
	Telephone no.
	Email contact

	GP
	
	
	
	

	Social Worker
	     
	     
	     
	     

	Mental Health 
	     
	     
	     
	     

	Support Worker 
	     
	     
	     
	     

	Other (please specify)


	     
	     
	     
	     


	Please indicate if there are current or past risks in any of the following areas:
Risk Area
Yes
No
Risk Area
Yes
No

	Abuse/harassment from others
 FORMCHECKBOX 

 FORMCHECKBOX 

Prescription medication
 FORMCHECKBOX 

 FORMCHECKBOX 


	Accidental harm
 FORMCHECKBOX 

 FORMCHECKBOX 

Property damage
 FORMCHECKBOX 

 FORMCHECKBOX 


	Arson
 FORMCHECKBOX 

 FORMCHECKBOX 

Risk of being exploited
 FORMCHECKBOX 

 FORMCHECKBOX 


	Exploitation of others
 FORMCHECKBOX 

 FORMCHECKBOX 

Risk of financial exploitation
 FORMCHECKBOX 

 FORMCHECKBOX 


	Gambling
 FORMCHECKBOX 

 FORMCHECKBOX 

Risk to staff working alone
 FORMCHECKBOX 

 FORMCHECKBOX 


	History of fire starting
 FORMCHECKBOX 

 FORMCHECKBOX 

Self-care/hygiene
 FORMCHECKBOX 

 FORMCHECKBOX 


	Hospitalisation
 FORMCHECKBOX 

 FORMCHECKBOX 

Self-harm
 FORMCHECKBOX 

 FORMCHECKBOX 


	Fraility/falls
 FORMCHECKBOX 

 FORMCHECKBOX 

Sexual offending
 FORMCHECKBOX 

 FORMCHECKBOX 


	Independent living skills
 FORMCHECKBOX 

 FORMCHECKBOX 

Substance abuse
 FORMCHECKBOX 

 FORMCHECKBOX 


	Known risk to children
 FORMCHECKBOX 

 FORMCHECKBOX 

Tenancy sustainment
 FORMCHECKBOX 

 FORMCHECKBOX 


	Mental health concerns
 FORMCHECKBOX 

 FORMCHECKBOX 

Violence to known people
 FORMCHECKBOX 

 FORMCHECKBOX 


	Money management/budgeting
 FORMCHECKBOX 

 FORMCHECKBOX 

Violence to public
 FORMCHECKBOX 

 FORMCHECKBOX 


	Offending/at risk of offending
 FORMCHECKBOX 

 FORMCHECKBOX 

Violence to staff
 FORMCHECKBOX 

 FORMCHECKBOX 


	Pets or pests in the home                     FORMCHECKBOX 

 FORMCHECKBOX 
       Other Risk(s) – give details
     

	Please provide full information below of any risks and how they are being managed.
     

	Do you have a separate risk assessment you can send if requested? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 


8. Risk Assessment
9. Consent & Information Disclosure 
In order to refer you to the befriending service we may need to receive and share information about you held by other services. We will share your information with Bishop Creighton House for them to decide if they can help and to have an understanding of your needs before meeting with you.  We will only share information where there is a need to know. We will always share information about you where you pose a risk to yourself or others.  If you are making this referral on behalf of someone else, please ensure you have discussed this referral with them and have received their consent to make a referral: 
Please tick:

A. I am the client and have read the above and consent to you using my information in this way  FORMCHECKBOX 

B. I am making this referral on behalf of my client. I confirm I have their consent to make this referral and they consent to using their information in this way  FORMCHECKBOX 

Please note, we may not be able to offer befriending to you if you do not give consent 
	Signature:
	     


	Date:
	     



	10. Equal opportunities

	This information does not form part of our assessment, the information provided here helps us to ensure that all people using our service receive equal access and use of options offered.  

Black or Black British

 FORMCHECKBOX 
 Caribbean
 FORMCHECKBOX 
 African      








 FORMCHECKBOX 
 Any other background      
Mixed Race


 FORMCHECKBOX 
 White and Black Caribbean

 FORMCHECKBOX 
 White and Black African   FORMCHECKBOX 
 White and Black Asian
 FORMCHECKBOX 
 Any other background      
White
 FORMCHECKBOX 
 British   FORMCHECKBOX 
 Irish   
 FORMCHECKBOX 
 Any other background      
Chinese or other ethnic group
 FORMCHECKBOX 
 Chinese  FORMCHECKBOX 
 Japanese

 FORMCHECKBOX 
 Any other background      
- Asian or Asian British







 FORMCHECKBOX 
 Indian   FORMCHECKBOX 
 Pakistani   FORMCHECKBOX 
 Bangladeshi







 FORMCHECKBOX 
 Any other background      
Do you have a long-term illness, health problem or disability which limits your ability to carry out normal day to day activities?

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 





Please return the completed referral form by email to housing.support@lbhf.gov.uk or by post to 

PATHS, H&F Connect 55+ , 1st floor, 145 King Street, London, W6 9XY

