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PRIVATE & CONFIDENTIAL 

GUIDEPOSTS TRUST

Referral Carers Support Service

	PART A – CARER’S DETAILS

	First Name:                                                            Last Name:                                                                                 Title:  _______________

Date of Birth:  ______________     Home Telephone:  _____________________Mobile Number: __________________________ 
Address: _________________________________________________________________________________________________

_________________________________________________________________Post Code: ______________________________

Email: ____________________________________________________________

Preferred communication Method(s):          □ Phone   □ Email   □ Post   □ Text Message


	PART B – WELLBEING
What support do you require? 

□ Information and advice
□ Support with a Carers Assessment
□ 1:1 Support
□ Group support
□ Feel isolated
□ Respite cover
□ Wants to gain new skills
□ Other (please specify) _________________________________________________________________________________
What time scale would you like to receive support for (we can offer up to 12 months and review every 3 months with you)  

 □ 3 months   □ 6 months   □ 12 months
PART C – MEDICAL HISTORY

Please provide relevant information with regards to any allergies, medical conditions and/or disabilities that we should be aware of.
Allergies □ No        □ Yes (Please provide details)______________________________________________________
Medical Conditions □ No   □ Yes (Please provide details)______________________________________________________

Disabilities □ No        □ Yes (Please provide details)______________________________________________________
PART D – EMERGENCY CONTACTS
In the event of an emergency, please provide contact details for:

Emergency Contact:_________________________________ Contact number: ______________________________________

Next of Kin:_____________________________________ Contact number:__________________________________________
General Practitioner: _______________________________________________
Tel No________________________________
PART E – INFORMATION OF CARED FOR
First Name:                                                            Last Name:                                                                                 Title:  _______________
Date of Birth:  ______________     
What is your relationship to the individual you care for _________________________________________________________________________________________

PART F – SUPPLEMENTARY INFORMATION OF CARED FOR
How best describes the individual/s you care for?

· With physical disability

· With learning disability

· With behaviour and emotional disability

· With developmental disability

· With Dementia

· With Autism

· With Mental Ill Health

· With NO perceived disability

· Not stated (person asked but declined to provide a response)
· Other: _____________________________________________
PART G – EXPRESSION OF INTEREST
I would like to attend an initial interview to discuss the possibility of joining the service.

Signed:  _________________________________ Date: ____________________________________
Private & Confidential
GUIDEPOSTS TRUST

Supplementary Carers Information

· This form should be completed by the person being referred (whenever possible).

· Please ensure that all sections are answered on both sides of the paper.
· When completed, this sheet should accompany the main referral form


	PART  – CARER’S SUPPLEMENTARY INFORMATION

	Please tick the relevant for the following information:

Gender:
· Male

· Female

· Other

· Not known

· Rather not say

Marital Status:
· Single

· Married

· Civil partnered

· Divorced

· Widowed

· Prefer not to say 
I describe my Ethnic Group as:

· White British

· White Irish

· Any other White background

· White and Black Caribbean

· White and Black African

· White and Asian

· Any other mixed background

· Indian
· Pakistani
· Bangladeshi
I describe my religious belief as:

· Christian

· Buddhist

· Hindu

· Jewish

· Muslim

· Sikh

· Other

· No religion

· Prefer not to say
· Chinese

· Any other Asian background

· Caribbean

· African

· Any other Black background

· Any other ethnic group
· Prefer not to say
I describe my sexual orientation as:

· Heterosexual

· Homosexual

· Bisexual

· Other

· Not known

· Prefer not to say 


	

	

	OFFICE USE ONLY

	Date Referral Received:
______________________________________________

Referral case opened on CIVI: _________________________ Case No: ____________________ ID No: ____________________
Manager Signature:
   Date: 
__
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