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Please return to:

Housing Link Team
2nd floor, Burdett House
Mile End Hospital

Bancroft Rd E1 4DG
Tel: 020 8121 5091
Fax: 020 8121 5521 



Housing Link Team
Email: david.amery@eastlondon.nhs.uk 




Referral Form

	Name of referrer: 

     
	Referring Agency and telephone number:

     


	Date of referral: 

     

	Is the person aware of the referral  ?

                                         FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No




	Person Details

	Name:
	     
	DOB:
	                   DD/MM/YYYY

	Address: 

     
     
     
Postcode:      
	Other contact details if not at home:

     
     
     

 FORMTEXT 
     

	Telephone No:
	      
	Mobile No:
	     


	Gender:
	Marital Status:

	 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Married

 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Widowed                     

 FORMCHECKBOX 
 Single Parent

 FORMCHECKBOX 
 Separated
	 FORMCHECKBOX 
Doesn’t want to say                      

	Religion:
	 FORMCHECKBOX 
 Buddhist                      

 FORMCHECKBOX 
 Islam                   

 FORMCHECKBOX 
 Christian                      
	 FORMCHECKBOX 
 Jewish                 

 FORMCHECKBOX 
 Hindu    

 FORMCHECKBOX 
 Sikh                 
	 FORMCHECKBOX 
 Other                  

 FORMCHECKBOX 
 None              

 FORMCHECKBOX 
 Doesn’t want to say                                                        

	Ethnicity:
	 FORMCHECKBOX 
 White British

 FORMCHECKBOX 
 White Irish

 FORMCHECKBOX 
 Other White

     please specify

          
	 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Asian British

 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Other Asian
	 FORMCHECKBOX 
 Black Caribbean 

 FORMCHECKBOX 
 Black British 

 FORMCHECKBOX 
 Somali 

 FORMCHECKBOX 
 Other Black African
	 FORMCHECKBOX 
 Mixed

 FORMCHECKBOX 
 Any other

     please specify

          
 FORMCHECKBOX 
 Doesn’t want to say


	Main Language:
	     
	Interpreter Required:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	GP’s Name and Health Centre  (if known)

	     


	Patient in Mental Health Centre
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If Yes, then Ward:      


	What kind of housing is the person in?

	 FORMCHECKBOX 
Council         FORMCHECKBOX 
 Housing Association          FORMCHECKBOX 
 Other

If other, then please specify;      


	If he/she the tenant?

	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If No, then please specify who the tenant is;      


	What housing difficulties is the person experiencing, and what do they want help with?

	     



	In what ways is the person finding it hard to cope? e.g: any mental health problems?

	     


	Household details (does person live alone or with others?):

	     
Any Pets?

     


	Does the person have any other problems such as physical health, drug or alcohol problems, or other?

	       




	Are there any other agencies involved?

	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If Yes, then please specify who the agencies are;

       




	Any cultural requirements e.g. to be seen by a worker from a particular group, gender or ethnicity?

	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If Yes, then please specify;

       




	Risk Assessment: (Please Complete this section as fully as you can)

	Do you know of any risk factors, such as:

· History of aggression, violence or antisocial behaviour;

· Risk of self-harm; risk to the tenant from others;

· Anything we should know before doing a home-visit?

     
Please send a copy of any risk assessment you have on file with this form.



	OFFICE USE ONLY


	Date and time received by Housing Link worker:



	Date:    

         
	                            (dd/mm/yyyy)           
	Name of Worker:
	                         


	Known to CMHT, or any other community services?                                        FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

(Note particularly any risk factors) 

	      

Action taken:

      

        


	Accepted for assessment:                                                                            FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



	Allocated to:      


	If rejected, give reasons:

     
Referrer notified:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                                     Person notified:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No




	Team Leader Signature:      

	Date:      
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