Community Innovations Team Referral Form





Is this person receiving statutory services (i.e. care package)? 
Yes
No

Is this person aware of the referral to the Innovations Team?
Yes
No


For official use only:

SWIFT Reference:


	Support
	Request
	Action
	Unmet need
	Support
	Request
	Action 
	Unmet need

	Adaptations
	 
	 
	 
	Housing maintenance
	 
	 
	 

	Equipment
	 
	 
	 
	Domestic Help
	 
	 
	 

	Anxiety Management
	 
	 
	 
	Luncheon club
	 
	 
	 

	Baptist Church Group
	 
	 
	 
	Meal service
	 
	 
	 

	Bathing
	 
	 
	 
	Medication review
	 
	 
	 

	Mobility Improvement
	 
	 
	 
	Swimming
	 
	 
	 

	Benefit advice
	 
	 
	 
	Memory support
	 
	 
	 

	Bereavement
	 
	 
	 
	Heating
	 
	 
	 

	Blue Badge
	 
	 
	 
	Nutrition/diet
	 
	 
	 

	Carer support
	 
	 
	 
	Computer classes
	 
	 
	 

	Respite
	 
	 
	 
	Key Safe
	 
	 
	 

	Coffee morning
	 
	 
	 
	Personal Care (Private)
	 
	 
	 

	Continence advice
	 
	 
	 
	PIN assessment and Support
	 
	 
	 

	Police community Support Officer
	 
	 
	 
	Hair
	 
	 
	 

	Exercise Class
	 
	 
	 
	Sensory referral
	 
	 
	 

	Exercise Plan at home
	 
	 
	 
	Voluntary Sector
	 
	 
	 

	Falls Information/prevention
	 
	 
	 
	Transport
	 
	 
	 

	Foot care
	 
	 
	 
	Social Activity Support
	 
	 
	 

	Neighbourcare Referral
	 
	 
	 
	Shopping support
	 
	 
	 

	Pendant alarm
	 
	 
	 
	OT referral
	 
	 
	 

	Telecare
	 
	 
	 
	Physio Referral
	 
	 
	 

	Befriending
	 
	 
	 
	Other
	 
	 
	 

	Housing advice
	 
	 
	 
	Dementia Advisor
	 
	 
	 

	Gardening
	 
	 
	 
	Trading Standards Referral
	 
	 
	 


Permission to share:
Yes
No

Well-Being Assessment (Date): ……………..
Review date: ……………………….

Closure Date: ……........................................
Name:							Date of birth:





Address/ post code:					Ethnic origin:


								Religion:


								Marital Status:








Telephone number:





Next of Kin:





Referrer’s name and 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 (e.g. Care package)?	Yes	No





Is this person aware of the referral to the Innovations team?		Yes	No





Any known risks to visiting workers?





Date contact made:





Summary of actions:








Allocated support worker:








Return form to:
Romsey Community Innovations Team, Old Magistrates Court, Church Street, Romsey SO51 8AQ 

Tel: 01794 526028/526008

