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Service User Referral Form
	
Service User Details

	Name
	

	D.O.B.
	

	Diagnosis: Primary

                   Secondary
	

	
	

	Place of Residence

	

	Is this residence HIQA registered? If yes, please specify OSV number
	No                             Yes      



	Original home address
	

	Service User Referred by
	Name:

Position:

CHO area: 



	Pen Picture- Please give a general overview of the person in this section

	










	
General Health

	Health Area
	Description

	Overall Health
	

	Vision
	

	Hearing
	

	Skin
	

	Vaccinations and National Screening Programmes accessed and Dates
	

	Medication as per Kardex (specify)
	






	Family and Friends

	Family or friend’s name
	Frequency of contact

	
	

	
	

	
	

	
	



		
Core Team and Multidisciplinary Supports

	Team Member
	Tick (√) which apply
	Details and Contact

	Key Worker
	
	

	PIC
	
	

	Day Services Team Member
	
	

	Advocate
	
	

	Behavioural Specialist
	
	

	Dietician
	
	

	GP
	
	

	Occupational Therapist
	
	

	Physiotherapist
	
	

	Psychologist
	
	

	Psychiatrist
	
	

	Social Worker
	
	

	Speech and Language Therapist
	
	

	PHN
	
	

	Next of Kin
	
	

	Other (s)
	
	





	Levels of Dependence-Tick (√) which apply

	Support Area
	Fully Independent
	Mostly Independent
	Partially
Independent
	Limited Independence
	Fully Dependent

	Activities of Daily Living (ADLs)

	Toileting
	
	
	
	
	

	Dressing
	
	
	
	
	

	Feeding
	
	
	
	
	

	Grooming
	
	
	
	
	

	Mobility
	
	
	
	
	

	Washing
	
	
	
	
	

	Connecting with others (e.g. Skype, phone etc)
	
	
	
	
	

	Shopping
	
	
	
	
	

	Food Preparation
	
	
	
	
	

	Housekeeping
	
	
	
	
	

	Laundry
	
	
	
	
	

	Money Management
	
	
	
	
	

	Medication Management
	
	
	
	
	

	Transport
	
	
	
	
	

	

	Relationships
	
	
	
	
	

	Community Engagement
	
	
	
	
	

	Safety & Risk
	
	
	
	
	

	Health Management
	
	
	
	
	


	
Behaviour of Concern

	Does the person present with behaviour of concern? If yes, give details below of nature and frequency
	Yes 

	No 


	




 

	Rate Behaviours on scale of 0-4	



	Does the person have a current Behavioural Support Plan?


	Yes 




	No 	







	Safeguarding

	Are there any active safeguarding concerns in relation to the person? If yes, give details below, including reference to any Safeguarding Plans
	Yes 

	No


	





	Personal Interests, Goals and Preferences (Outline below what are the Person’s key interests, goals and preferences)

	









	Daily Routine/ Activities

	












	Food Preference 

	








	Sleep Pattern Comments

	








	Detail of Service

	






	Staffing

	






	If the residence is HIQA, what is the current level of compliance with the regulations?
Please refer to HIQA inspections within the last 24 months. 

	







	Unmet Need (Outline below are areas of unmet needs for the Person)	

	









	Possible stressors/triggers?
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