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 Optimal Care Services Ltd

                                                        Promoting Values and Independence

INITIAL REFERRAL FORM

Name of Service user:................................................................................................................
Date of Birth: .............................................................................................................................
Next of kin: ................................................................................................................................
Social Worker: ...........................................................................................................................
Placing Authority: ......................................................................................................................
Type of Service required?...............................................................................
How does the service user communicate? ...............................................................................
....................................................................................................................................................
What are the service user’s preferences for food and drinks? .................................................
....................................................................................................................................................
Preferred GP practice and individual GP. ..................................................................................
Other health personnel who have contact with the Service User: ............................................

....................................................................................................................................................

Any Medication: .........................................................................................................................
Any allergies: ..............................................................................................................................

Any mobility issues? ...................................................................................................................

Any behavioural issues? .............................................................................................................

What triggers this behaviour?.....................................................................................................

Interests or hobbies of service user............................................................................................
Are risk assessments in place? ................................................................................................................
PLEASE FILL AND RETURN THIS FORM TO : Optimal Care Services Ltd
Unit A27 Hastingwood Trading Estate, Harbet Road. Edmonton. N18 3HT
Tel: 020 3189 2570

Fax: 020 3189 2541

[image: image1.png]