Community Innovations Team Referral Form 
Name:                                                  Date of Birth:
Address/Post Code:                           Ethnic Origin:
                                                             Religion:
                                                             Marital Status:
Telephone number(‘s): 

Next of Kin Name/Address/Telephone Number: 
Referrers name & Contact Details: 
Referral Source:                                      Referral Date:
Reason for Referral: 
GP Details (if known): 
Diagnosis/Disability: 
Sensory Impairment:   Yes/No

(If yes please provide details)

Is the person receiving statutory services (i.e. Care Package?)    Yes/No
Is the person aware of the referral to the Innovations Team? 
   Yes/No

Any known Risks to visiting workers? 
For office use only:

Swift Reference:
Contact Made: 
Summary of Actions: 

Allocated Support worker:
	Support
	Request
	Actioned
	Unmet need
	Support
	Request
	Actioned
	Unmet need

	Adaptations + equipment
	
	
	
	Housing maintenance
	
	
	

	Anxiety management
	
	
	
	Key-Safe
	
	
	

	Baptist Church Group
	
	
	
	Luncheon

club
	
	
	

	Bathing
	
	
	
	Meal Service
	
	
	

	Befriending 
	
	
	
	Medication

review
	
	
	

	Benefit/finance advice
	
	
	
	Memory

Support
	
	
	

	Bereavement
	
	
	
	Mobility 

Improvement
	
	
	

	Blue Badge
	
	
	
	Nutrition/Diet
	
	
	

	Carer Support/respite
	
	
	
	OT Referral
	
	
	

	Coffee morning
	
	
	
	Pendant alarm + Telecare
	
	
	

	Continence advice
	
	
	
	Personal

Care (private)
	
	
	

	Domestic Help
	
	
	
	PIN Assessment & Support
	
	
	

	Exercise class
	
	
	
	Physio 

referral
	
	
	

	Exercise Plan at Home
	
	
	
	Sensory

referral
	
	
	

	Falls Prevention
	
	
	
	Shopping

Support
	
	
	

	Foot Care
	
	
	
	Transport
	
	
	

	Gardening
	
	
	
	Social Activity Support
	
	
	

	Hair
	
	
	
	Good Neighbour Referral
	
	
	

	Heating
	
	
	
	Other:
	
	
	

	Housing advice - Referral
	
	
	
	Police Community Support Officer 
	
	
	


Permission to Share: Yes/No         Well-Being Assessment (Date):…………………………..

Review date:…………………
       Closure Date: ……………………………………………….
Return form to:

Community Innovations Team, Adult Services, 1st Floor, Chantry House, Chantry Way, Andover, Hampshire, SP10 1LW.
Tel 01264 387414 or e-mail jane.french@hants.gov.uk

