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	Referral form (Referrer to fill in)

	Date/time of referral*
	 

	Name of individual requiring support *
	 

	NHS Number
	 

	DOB*
	

	What does the individual struggle with in general?
	 

	What is the individual struggling with at this moment, that is leading to this referral? 
	 

	What support is already in place for this person?
	 

	What support is this person hoping to get from us?
	 

	What helps this person feel safe in difficult moments?
	 

	Contact details for the individual*
	 

	Address and postcode of referred individual*
	Must be living in the borough of Havering 

	Next of Kin / Emergency Contact
 
	Name
	 

	
	Contact Details
	

	Referrer team
	 

	Referrer’s name and contact details*
	Name
	 

	
	Phone /Email
	 

	Individual Primary Language*
	 

	Any known disability / Health condition
	 

	Please confirm consent has been obtained from the service user*
	☐

	Any special requirements
	 
	 

	Accessibility information
	 

	Risk Information 

	Risk to or from self/others
Any known risk of self-injury, suicidal ideation, behaviour issues 
	Details: 
 

	Risk of neglect / vulnerability:
	Details: 

	Any safeguarding concerns and actions taken
	 

	Additional information
	


Once completed, please send to Havering.ResetHub@hestia.org
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