Referral Form

Buckinghamshire Floating Support Service

Applicants name/s

Current address :

Date of birth/s:

Telephone / Contact details:

Date of referral:

Communication barriers / preferred language:

If applying for a young families service, please in

dicate the expected due date;

Network of Support

Support Network Members

Please tick as
many as

applicable
v

Names

Contact Details

Friends

Family Members

Carer(s)

General practitioner

Psychiatrist

Community mental health nurse (CPN)

Social worker

Support worker (s)

Midwife

Health visitor

Other (please specify)

Support Needs
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Please indicate areas where you believe the
service user requires support

Please tick as
many as are
applicable
v

Note any relevant details

Benefits/HB/Form completing

Budgeting

Difficulty reading or/and writing

Eviction

First tenancy/Sustaining tenancy

Harassment

Leaving care

Maintaining property

Neighbour disputes/ASB

No support/social networks

Parenting skills

Rent arrears/debt

Unsettled housing history

Other (please specify)

Any other additional information relevant to suppor

t needs or referral in general

Continue on a separate sheet if necessary
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Risk Indicators — This information is required to a llow support staff to prepare for the assessment in terview fully.
Please give as much detail as you are aware of.

With this applicant, is there any history or eviden ce of the following?

Yes No Eﬁgx Yes No IE:Q\;;
Aggression Self Harm
Arson Sex Offences
Domestic Abuse Other (please specify)
Substance / Alcohol use Other (please specify)

Please give further details:

Has the applicant been accepted as requiring services under the following statutory frameworks;

Care Programme Approach Yes O No O Dontknow O
Probation Service or Youth Offending Teams Yes O No O Dontknow O
Statutorily Homeless and owed a main homeless duty Yes O No O Dontknow O

Please tick if you are attaching any of the following supporting documentation.

CPN Risk Assessment Yes O No O Dontknow O
Social Services Assessment Yes O No O Dontknow O
Homeless Assessment Yes O No O Dontknow O
Pathways Plan Yes O No O Dontknow O
Other ....oovvviiininnn, Yes O No O Dontknow O
Name of referrer:

Signature of referrer: Date:

Name of organisation:

Address of referring organisation:

Contact Details:

Email address

Thank you for taking the time to complete this form. Please return the form to:

Buckinghamshire Floating Support Service
Ashton House, 14 Granville Street, Aylesbury, HP20 2JR
01296 611500

e mail info@bucksfs.co.uk

For office use only

Signed by;

Name and Organisation: Date:
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Monitoring our Services — Scheme Name

We are committed to providing a service, which is fair and available to everyone. To help us monitor this, please answer the
following questions. Your response will be separated from this form and kept confidential.

Gender Male Female

Do you consider yourself to have a disability Yes
Ethnic origin of applicant:

A —White British Irish

B — Mixed White and Black Caribbean

C — Asian or Asian British
D — Black or Black British

E — Chinese or other
Ethnic group

F — Refused

Other

Indian Pakistani
Caribbean African
Chinese Other

No

Other

White and Black African White and Asian

Bangladeshi Other

Other
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