POTENS

REFERRAL FORM

Client Details

Name

D.O.B.

NI Number

Current Address

Telephone Number

Contact Person

Relationship To Client

Next of Kin Details

Name

Address

Telephone Number

Relationship To Client

Reason For Referral

Brief Outline Of Current Needs




Current Medication

Name Dosage Frequency

Has the client agreed to consider a placement within this geographical area?
Yes/No

Is the Client subject to any Section of the Mental Health Act? (Please include any
Schedule 1 offences or similar events)

If yes, please give details Yes/No

N.B. Responsibility falls on the Social Worker/Care Manager/Person completing
the referral, to declare at this stage, in order that appropriate assessment can be
carried out as to the suitability of a potential placement.

Person Making The Referral

Name

Relationship to
Client

Signature

Date




