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	CLIENT REFERRAL FORM
	Date: 

	
	
	Taken by: 

	
	
	Has referrer had consent from client to proceed with referral?                          ☐

	ENQUIRER DETAILS
	Have you read our referral requirements on page two? ☐

	[bookmark: _Hlk529448135]Full Name

	Relationship to Client/Source: 

	Address:, 


	
	Post code: 

	Contact Method 1: 
	Contact Method 2: 

	CLIENT DETAILS

	Title: 
	Forename: 

	Surname: 


	Address: 


	Phone 1


	
	Phone 2: 

	
	Email: 

	
	Post code:  

	Preferred contact method: 

	Date of birth: 

	Gender: 

	 Pronouns:

	Mobility aides: 


	CLIENT’S MEDICAL DETAILS

	Dementia 
	
	Hearing impairment
	
	Learning difficulty
	
	Mental health condition
	
	Physical impairment
	

	Speech difficulty
	
	Sight impairment
	
	Other (Please specify)
	

	Does the Client have any other existing medical conditions (e.g. asthma, diabetes, etc.)? 

	Surgery: 
	GP’s name: 

	CLIENT’S NEEDS AND ADDITIONAL COMMENTS

	Services required:
	Asst travel
	
	Befriending
	
	Day trips
	
	De-cluttering
	
	Dog walking
	
	Shopping
	

	
	Telephone
	
	Wheelchair
	
	Lunches
	
	Other (Please specify)
	

	Pets?

	Smoker?
Yes ☐  No ☐ 
	Memory loss:
No ☐  Early ☐  Advanced ☐
	Volunteer preference (age/gender):


	Type of property and how to access:

	Do they have a lifeline?  
Yes ☐   No ☐
	Does the Client live alone?


	Notes: 

	Availability:
	
	M
	Tu
	W
	Th
	F
	Sa
	Su
	Varies
	Travel Capabilities? (low car, taxi, bus)




	
	am
	
	
	
	
	
	
	
	
	

	
	pm
	
	
	
	
	
	
	
	
	

	
	eve
	
	
	
	
	
	
	
	
	



	[image: ]CLIENT REFERRAL FORM

	[bookmark: _Hlk12363104]NEXT OF KIN
	Tick if same as Enquirer  ☐ 

	Full name: 
	Relationship to Client: 

	Address: 

	
	Post code: 

	Contact Method 1: 
	Contact Method 2: 

	[bookmark: _Hlk529443240]Do they have a key?    Yes ☐  No ☐
	Should they be kept in the loop?    Yes ☐  No ☐

	Additional Comments: 

	EMERGENCY CONTACT
	Tick if same as Enquirer ☐ Next of Kin ☐

	Full name: 
	Relationship to Client: 

	Address: 

	
	Post code: 

	Contact Method 1: 
	Contact Method 2: 

	Do they have a key?    Yes ☐  No ☐
	Should they be kept in the loop?    Yes ☐  No ☐

	Additional Comments: 

	Requirements:

	Unfortunately, due to our capacity and funding we would like to inform you of some conditions for referrals, please read before sending:

1. At the present time we do not have the capacity to accept clients from a care home.
1. With the exception of the client being very hard of hearing we would need to speak to them personally over the telephone otherwise we would be unable to visit for an assessment. 
1. The client must be able to hold a conversation on their own.
1. To your knowledge, does the house have clear space to walk through and no evidence of health and safety risks?
1. Is the client 60 or over?
1. Please give as much information as possible (including NOK if known) on the referral form.

These conditions are required so that we can assess enquiries quicker and decrease our capacity enabling us to take on more clients. 
We would like to thank you for your co-operation.






	Good Neighbours Service
	Registered Charity No. 1111800
	Last Reviewed: October 2022



image1.png
Kent Coast Volunteering




