[image: ]OPTIONS ADULT DAY CENTRE
Service User Referral Form
Please complete this form in as much detail as possible. All information provided will be treated confidentially and used to assess whether our service is suitable for the individual being referred.

Referral Details
Date of Referral: ______________________________________
Referral completed by: __________________________________
Relationship to the person being referred:
☐ Parent/Carer
☐ Social Worker
☐ Family Member
☐ Support Provider
☐ Self Referral
☐ Other: ______________________
Organisation (if applicable): ____________________________
Telephone: ____________________________________________
Email: _______________________________________________

Personal Details
Full Name: ___________________________________________
Preferred Name: _______________________________________
Date of Birth: ________________________________________
Address:


Postcode: ____________________________________________



Emergency Contact
Name: _______________________________________________
Relationship: _________________________________________
Telephone: ___________________________________________
Email: _______________________________________________

Social Worker / Care Coordinator (if applicable)
Name: _______________________________________________
Team: ________________________________________________
Telephone: ___________________________________________
Email: _______________________________________________

Funding Information
How is support currently funded?
☐ Local Authority
☐ Direct Payments
☐ Personal Budget
☐ Private Funding
☐ NHS Continuing Healthcare
☐ Other __________________________
If Local Authority, please state which council:


Medical Information
Please provide details of any diagnosed conditions.





Please list any medications currently taken.




Does the service user require any medication to be taken at the day centre?
☐ Yes
☐ No


Does the individual have epilepsy?
☐ Yes
☐ No
If yes, please provide details.

Does the individual have any allergies?
☐ Yes
☐ No
If yes, please specify.


Mobility
Please tick all that apply.
☐ Independent walker
☐ Uses walking aid
☐ Wheelchair user
☐ Requires assistance when walking
☐ At risk of falls
Please provide any additional information.


Communication
How does the individual communicate?
☐ Verbal
☐ Limited verbal communication
☐ Non-verbal
☐ Uses Makaton
☐ Uses PECS
☐ Uses communication device
☐ Other
Please provide details.


Personal Care
Please tick any support required.
☐ Independent
☐ Prompting only
☐ Toilet support
☐ Continence support
☐ Assistance with eating/drinking
☐ Personal care
Please provide additional information.


Eating & Drinking
Does the individual require:
☐ Normal diet
☐ Soft diet
☐ Pureed diet
☐ Thickened fluids
☐ Supervision whilst eating
☐ Other
Please provide details.


Behaviour & Emotional Support
Does the individual display behaviours that may challenge?
☐ Yes
☐ No
If yes, please describe.

What strategies help reduce anxiety or distress?



Are there any known triggers?





Interests & Hobbies
Please tell us about hobbies, favourite activities and interests.



Goals
What would you like the individual to gain from attending Options Adult Day Centre?
☐ Social opportunities
☐ Independence skills
☐ Community access
☐ Confidence building
☐ Friendships
☐ New experiences
☐ Meaningful activities
☐ Respite for carers
☐ Other


Current Support
Where does the individual currently attend?

Reason for referral.


Transport
Will transport be required?
☐ Yes
☐ No
Can the individual travel safely in a group minibus?
☐ Yes
☐ No
Additional information.


Risk Information
Please tell us about anything we should know to keep everyone safe.
Including:
• Road safety
• Absconding/wandering
• Physical aggression
• Self-injury
• Medical risks
• Environmental risks
• Community safety



Additional Information
Please provide any other information that may help us assess suitability.



Supporting Documents
Please attach copies of any available documentation:
☐ Care & Support Plan
☐ Risk Assessments
☐ Behaviour Support Plan
☐ Epilepsy Protocol
☐ Medication List
☐ DoLS Authorisation
☐ SALT Report
☐ OT Report
☐ Other


Declaration
I confirm that the information provided is accurate to the best of my knowledge.
Name: _______________________________________
Signature: ___________________________________
Date: _______________________________________

Office Use Only
Date Received: ______________________
Initial Contact Made: ______________________
Home Assessment Arranged: ______________________
Taster Session Booked: ______________________
Suitable for Service:
☐ Yes
☐ No
Outcome:

Completed by:
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