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HALE REFFERAL FORM – NETWORKER OR BEFRIENDING SCHEME
	PROJECT:
	Networker Scheme  FORMCHECKBOX 
           Befriending Scheme  FORMCHECKBOX 



	Name of Patient:  
	
	DOB/Age:  
	

	Address: 
	
	GP Practice/Health Centre:

	
	
	

	Telephone: 
	

	Referral Source:
	

	Referral Service:
	
	Would the referrer like follow-up contact once the client has been allocated?
	Yes   FORMCHECKBOX 

No    FORMCHECKBOX 


	Reason for Referral:
	
	
	

	
	
	
	

	
	
	If YES, Please provide contact no:

	
	
	

	
	Additional Notes

	Is the client aware of referral? 
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	Is it okay to contact client directly?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	Does the client live alone?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	Has the client been diagnosed with dementia? 
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	If diagnosed – what stage of dementia? 
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	Does the client have a social worker? 
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

	

	Are there any risks associated with this client?  eg. Drug or alcohol use?              
	Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 

	

	Has the client been diagnosed with any mental health illness? 
Eg. Psychotic episodes, delusions, schizophrenia
	Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 

	
	

	Referred received by:
	
	Date:  
	     

	Allocated to:
	
	Date:  
	     

	TO BE COMPLETED BY HALE STAFF

	Key areas to be addressed:
	Main outcomes for the client

	     
	Including any onward referrals made for client:
eg. Walk from home, befriending etc.
     

	        Date closed:
Number of visits:
Registration Form Received   FORMCHECKBOX 
 Evaluation Form Received   FORMCHECKBOX 




