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REFERRAL FORM 
All referral forms must be completed and returned to: HydeHousing@protonmail.com
	REFERRAL AGENCY & CONTACT DETAILS

	NAME:
	
	CONTACT NUMBER:
	

	TEAM:
	
	EMAIL:
	

	ADDRESS:
	


	APPLICANT DETAILS

	APPLICANT NAME
	
	j

	ADDRESS
	
	

	CONTACT NUMBER
	
	

	DOB
	
	

	NINO
	
	

	GENDER
	
	

	ETHNIC ORIGIN AS DEFINED BY CLIENT
	
	

	NEXT OF KIN (& RELATIONSHIP)
	
	

	NEXT OF KIN ADDRESS
	
	

	NEXT OF KIN CONTACT NUMBER
	
	


PREVIOUS ADDRESS HISTORY 
	ADDRESS
	DATES / DURATION
	TENURE
	LANDLORD DETAILS
	REASON FOR LEAVING, I.E. ARREARS, ASB

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	APPLICANT BACKGROUND 

	SOCIAL WORKER

	

	GP NAME AND ADDRESS (if applicable)

	

	PROBATION OFFICER 

	

	MENTAL HEALTH PROFESSIONALS

	

	OTHER PROFESSIONALS

	

	FORENSIC HISTORY

	

	MENTAL HEALTH HISTORY

	

	PHYSICAL HEALTH HISTORY

	

	PRESENT MEDICATION AND/OR TREATMEN

	

	ANY OTHER RELEVANT INFORMATION

	


	SUPPORT NEEDS

	SUPPORT  

	Y/N
	SUPPORT NEEDS:  Please provide details of level and type of support required

	Mental Health Problems
	
	

	Training, Education, Employment
	
	

	Substance Use
	
	

	Accommodation / Housing
	
	

	Safeguarding: Avoiding self-harm and/or causing harm to others/avoiding harm by others
	
	

	Independent Living Skills
	
	

	Inclusion in community
	
	

	Engagement with family/friends
	
	

	Other (Please specify)
	
	


	RISK ASSESSMENT

	DOES APPLICANT HAVE A HISTORY OF/CURRENT 
	LEVEL L/M/H
	DETAILS:  

	VIOLENCE, AGGRESSIVE BEHAVIOUR
	
	

	SELF-HARM / SUICIDE / MENTAL HEALTH FORMAL DIAGNOSIS
	
	

	DRUG / ALCOHOL MISUSE
	
	

	CHILD PROETECTION ISSUES
	
	

	SEXUAL OR SCHEDULE 1 OFFENCE
	
	

	CRIMINAL CONVICTIONS / OFFENCES
	
	

	SELF-NEGLECT / NEGLECT OF OTHERS
	
	

	ANTISOCIAL BEHAVIOUR
	
	

	DAMAGE TO PROPERTY
	
	

	NEIGHBOURHOOD PROBLEMS
	
	

	ARSON
	
	

	RENT ARREARS
	
	

	ANY OTHER INFORMATION
	
	

	IS THE APPLICANT AT RISK OF HARM FROM OTHERS?  IF YES PLEASE STATE BY WHOM AND PROVIDE DETAILS
	
	


SIGNATORY/AUTHORISATION  
Name of person completing the form: ______________________________________
Position: ______________________________________________________________
Signature: _____________________________________________________________
Date: __________________________________________________________________
Page 1 of 4

