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THEN

through befriending services





Referral Form

Before completing this form, please read our leaflet or see guidelines on our website (www.thfn.org.uk) outlining the services we can and cannot provide. Please also ensure that the person being referred (and where appropriate their carer/next-of-kin) is aware of and consented to this referral.

1 Personal Details

Name:________________________________________________________________________

Another name called by, if preferred ________________________________________________

Address: _____________________________________________________________________

_________________________________________________Post Code: ___________________

Phone Number: __________________ Date of Birth: __________________ 

2 Reasons for referring this person to us

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

3 Equal Opportunities Monitoring: Circle one of each of the following

· Male / Female

· Asian / Black / White

· African / Bangladeshi / Caribbean / Indian  / Irish / Jewish / Pakistani / Somali / UK or 

Other (please specify): ________________________________

· Language(s) spoken: ______________________________

4 Health: Please inform us about the following.

Physical health (including sight and hearing): _____________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Mental health: ________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Mobility (including aids used): ___________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

GP name: ______________________________
GP Phone Number: _________________

GP Address: ___________________________________________________________________________

5 Current Circumstances

Lives with: ____________________________________________________________________________

______________________________________________________________________________________

Support Network (including regular visitors, family, agencies etc): ____________________________

______________________________________________________________________________________

______________________________________________________________________________________

Special Factors (eg recent bereavement/hospital discharge): ________________________________

______________________________________________________________________________________

6 Services Received 

Statutory services (including home help, carers, Meals on wheels – how often): ________________

______________________________________________________________________________________

______________________________________________________________________________________

Day centres/Clubs (where, which days): __________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Other (e.g. CMHT, Falls Management etc): _______________________________________________

______________________________________________________________________________________


7 Other Issues

Access/contact issues: __________________________________________________________

Health and safety issues: _______________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Are there any other issues you think we should be aware of or that we need to take into consideration?_________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________


8 Next-of-Kin

Name:_______________________________Phone Number: ____________________________

Address: _____________________________________________________________________

_______________________________________ Relationship to client: ______________________

9 Other Contact Details: Please provide contact details of others working with the person concerned.

Social Worker:__________________________  Tel No.: _______________________________

Warden:________________________________   Tel No.: ______________________________

District Nurse: __________________________________
Tel No.: ______________________

Other:_________________________________________________________________________
10 Referrer’s Details

Name:_____________________________  Post/Relationship to client: _____________________

Organisation name/address _______________________________________________________

______________________________________________________________________________

Telephone: ________________________________
Email: _____________________________

Date: ________________________

11 How did you hear about us? __________________________________________________

Notes

Once we receive a completed referral form, we will contact the older person to arrange an appointment for an initial needs and risk assessment. Based on the client’s circumstances, needs and wishes, we will determine the appropriateness of the referral and frequency and duration of visits (if applicable). The referrer will be updated after this first visit. Clients may be visited by a staff member or volunteer. 

Although we have staff and volunteers who are trained and experienced befrienders, we do not employ trained mental health professionals and therefore are not in a position to provide services to older people with severe mental health problems. Please make any mental health issues clear on this referral form. We always reserve the right to (a) contact other professional staff involved and (b) decide not to become involved. 

Please send completed forms to: Project Administrative Officer, Tower Hamlets Friends & Neighbours, St. Margaret’s House, 21 Old Ford Road, London, E2 9PL. Tel: 020 8983 7979. Email: project@thfn.org.uk

           Registered Charity: 1099403

              Company Number: 4657449


