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City of Westminster




	DETAILS OF THE PERSON BEING REFERRED


	Surname:

First name(s):

Date of Birth:  
	     
     
     

	Title:

Preferred Name:
	     
     

	Permanent Address:       
Postcode: 
Borough:                                          
	Home Tel:
	     

	
	Mobile:
	     

	
	Work Tel:
	     

	
	E-mail:
	     

	Current Address (if different):       
Postcode:                                                   

How long will they be at this address?      
	
	

	
	Borough:
	     

	
	
	

	Preferred Language:              
	Gender:
	     

	Is an interpreter required?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	Occupation:
	     

	Are there other communication needs?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Please specify:      

	Ethnicity:

Religion:
	     
     

	                             Next of Kin
	Informal carer (if any)
	LPOA

Are there any registered Lasting Power of Attorneys? 

Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 Unsure  FORMCHECKBOX 

Who?       

	Name:
	
	     
	

	Address:
	     
     
	     
     
	

	Telephone:

Mobile:
	     
     
	     
     
	


	Relationship:

Client consented to share information with this person?: 
	     
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	-Property and Financial Affairs  FORMCHECKBOX 

-Health and Welfare  FORMCHECKBOX 
 

-Both  FORMCHECKBOX 


	General Practitioner / District Nurses
NHS #:      
GP Surgery name:       

	Address:       

	Tel No:
	     
	E-mail:
	     
	
	

	Are district nurses involved? If so, which team and what for?      

	Type of accommodation: 

	House 

Bed Sit
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Flat

Homeless
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Maisonette

Care Home
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Bungalow

Sheltered/Extra care
	 FORMCHECKBOX 

 FORMCHECKBOX 


	Other:      
	Levels:      
	
	
	Access details (lift, stairs, etc):      
	

	Key Holder Details:       

	Tenure: 

	Owner Occupier   FORMCHECKBOX 

	Private Rent   FORMCHECKBOX 

	Council Tenant   FORMCHECKBOX 

	Housing Association   FORMCHECKBOX 


	Other (Specify):
	     

	Household Details:

	Number of people in household:

Pets:      
	     
	       Number of dependants:      


	

	THE REFERRER


	Date of referral:      
Referred by:         
Agency:                           

Relationship with the person:      
	Tel No:      
Fax No:      
Email:      


	DETAILS FOR THE REFERRAL

	Consent

Is the person aware of, and have they consented to, this referral?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If not, why?      


	What is the reason for the referral?
E.g. What does the person want? 
How long has this been a concern?  Have there been significant changes in their situation?
Is someone providing care currently, and is this sustainable? 
     


	Medical Conditions? 

E.g. Physical disabilities? Cognitive/memory difficulties? Mental health issues? 

     
Current medications?
     

	

	Is this referral urgent? Why?

      


	Are there any significant family or social issues? 

     


	Any other important information?

E.g. History of substance misuse? Significant financial/ accommodation issues?
     
Any history of aggression or risks with a home visit?
E.g. Risks from the person/ others in the household/ pets 

     


	
        Independent      Requires        Unable


                                  assistance

	

	MOBILITY
	

	Outdoors:
Indoors:                 

Steps/stairs:         
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Please provide details:

E.g. Any walking aids used? Have they been seen by a physiotherapist?
     


	TRANSFERS
	
	
	
	

	Bed:                     

Chair:            Toilet/commode:  

Bath:                      
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

    
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 
 

 FORMCHECKBOX 

 FORMCHECKBOX 

  
	Please provide details:

E.g. Why is this task difficult? Any equipment in place to help?
     


	Activities of Daily Living 
	Please provide details:

E.g. Why is this task difficult? What has been tried (e.g. microwave meals)?

     
Please provide details:

E.g. Why is this task difficult? Do they have a blister pack? 

     
Please provide details:
E.g. Why is this task difficult? What has been tried (shopping service/ online orders)?

     


	Preparing food: 

Preparing drinks: 

Eating: 

Drinking:

Personal care:

Toileting:

Dressing:       

Managing medications:

Housework:         

Shopping:

Going to appointments: 

Managing finances:
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	

	FALLS RISK:                      
	

	Has the person had any falls in the last 2 years?       
How many falls? Were the falls in the home/ community/ both?        
Is there a community pendant alarm installed in the home?       



Please email the completed form to the Westminster Adult Social Care Team at adultsocialcare@westminster.gov.uk 
        Westminster Adult Social Care - Referral Form
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