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BCM’s Housing Support for Older People
DUNGANNON AND ARMAGH
REFERRAL FORM
	Referral agent name:
Address:


Email:

Telephone:

Service User Name:
	                         Team/ Department:

	Address:

	_____________________________________________
_____________________________________________
_____________________________________________


	Post Code:
	

	National insurance number:
Date of Birth:
	

	Living independently:
	
Yes                           No         

	Marital Status:
	

	Telephone No:
	

	Next of Kin:
	

	Next of Kin’s Address:


	_____________________________________________

_____________________________________________

_____________________________________________

	Post Code:
	

	Next of kin Telephone no:

	Are there any known risks which would affect lone working:     

                

	Brief Medical Overview:
	__________________________________________________________________________________________________________________________________________


	Other professional involvement (e.g.) Social Services/ care packages.


	___________________________________________________________________________________________
_____________________________________________


	Please indicate what type of support is required:



	Staying safe:
(Home Security & Safety:)
	_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________



	Housing issues/
Maintaining the home:

	_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

	Keeping in touch:
(Maintaining 
community and family links)

	_____________________________________________
_____________________________________________

_____________________________________________

_____________________________________________



	Benefit advice/ managing money
	_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________



	Motivation and feeling positive


Physical/ Mental health:

	_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________


	Please use this space to provide any other relevant information

	_____________________________________________

_____________________________________________

_____________________________________________

____________________________________________

	Has client given consent for this referral to be completed:
	Please tick appropriate box:

Yes                      No  

	Do you require regular updates on the progress of the person referred?
	
Yes                         No

Please indicate.

	Do you give permission for information to be regularly updated with your referring agent?
	Yes               No
Please indicate.


	Service User Signature:


	Date:


Please return completed applications to:
Leona Larkham                                                          
Project Manager

Belfast Central Mission

Dungannon Housing Support for Older People
32 Coalisland Rd

Dungannon

Co. Tyrone

BT71 6LA

Telephone No:  028 87750175
Email address:  llarkham@belfastcentralmission.org

For official use only:





Date Referral received:              





Start date:





Referral agent Signature:


Date:
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