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Phonelink Client Referral
All fields are mandatory
[image: image3.jpg]Funded by | Edinburgh Health and
Social Care Partnership

NHS -EDINBVRGH-

THE CITY OF EDINBURGH COUNCIL
Lothlan




Client Name………………………………………   
Preferred Name…………………………………..
Address …………………………..........    

……………………………………………     

…………………………………………...     Phone Number …………………………….
……………………………………………    DOB (Must be 60 or over)…………………………
Is this Sheltered Housing  FORMCHECKBOX 
    Name of warden …………………………………….






      Telephone No ………………………………………..

Keyholder………………………………..   Keysafe No …………………………………
Do you have a Safety Alarm in your home?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If Yes, who provides this for you: ……………………………………………………………….
Telephone Number of provider: ………………………………………………………………..

Is this a: Wrist Band  FORMCHECKBOX 

Neck Pendant  FORMCHECKBOX 
        Pullcords in property  FORMCHECKBOX 

Do you live alone?


Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 if no, who do you live with………………
Has the client consented to this referral?  FORMCHECKBOX 

Reason for call *
	Medication prompt  FORMCHECKBOX 
  Is this required: AM   FORMCHECKBOX 
             PM  FORMCHECKBOX 


	Welfare Check  FORMCHECKBOX 


	Other  FORMCHECKBOX 
 please state reason __________________________________
*please note our calls aren’t at length and should not be seen as befriending or counselling service


Days/time of calls required (AM calls between 7.45am – 11.15am. PM calls between 5.45pm – 8.15pm subject to availability)
	
	AM
	PM

	Monday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tuesday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Wednesday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Thursday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Friday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Saturday
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sunday
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Named Contacts: ***
Contact 1 ……………………………….    Contact 2 …………………………………...

C1 Address …………………………….    C2 Address …………………………………

…………………………………………...    …………………………………………………
……………………………………………    …………………………………………………
C1 Phone No... …………………………   C2 Phone Number ………………………..

Relationship …………………………….   Relationship ……………………………….
*Please ensure the named contacts know about this referral. Each client must have 2 contacts provided to us to alert a no response. We will accept 1 contact should the client be unable to provide 2. As a named contact we would kindly ask them to agree to check on a client if we cannot reach them.  This is a small responsibility and we do not call unless we have checked thoroughly why the client isn't answering their call. We assume no client is safe until their safety/whereabouts are confirmed. We cannot start a client’s service until Named Contact consent is received. 
Who would you like us to contact in the event of a medical emergency if the person is not named above ie Next of Kin

Name…………………………………………….

Address …………………………………………



  …………………………………………

Telephone number: …………………………..

Relationship ……………………………………

About me/What is important in my life

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Where I go/Other services attended (please include any regular appointments, any day care/clubs attended, activities etc)**
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Doctor ……………………………………   Phone Number ……………………………

Address ……………………………………………………………………………………
Medical Diagnosis** ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

List of medication taken** (A copy of clients prescription will be required, please attach to referral form) only complete this if the call is a medication prompt ………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………….

Is the medication in a blister pack? Yes  FORMCHECKBOX 
        No   FORMCHECKBOX 

Is the Medication delivered to the client? Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 

On which day …………………………….

Name and address of Pharmacy where Medication is delivered from: 

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Do you have Home Care: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Who provides this service for you: ……………………………………………………….
Telephone Number of Homecare Provider …………………………………………….
How many visits do you have per day ………………………………………………….

What times of the day:………………………………………………………………………

What do they do for you: …………………………………………………………………..
* It is imperative we know full details of any Homecare arrangements for the client.

Please print name and address of person who is making this referral

…………………………………..
…………………………………..

…………………………………..

Tel Number: …………………..
Relationship to client 

…………………………………..

Where did you hear about us ………………………………………………………………..

Signature………………………………..   Date……………………….
___________C A R I N G  I N  C R A I G M I L L A R___________
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