
Household Support Service Referral Form
Northgate No          
   APP No           
                                                                                               Swift No        
	CORE INFORMATION

	Date of Referral: 

	Name
	Preferred Name: 

	Address: 

	Postcode:

	Phone Number: 
	Mobile:

	E-mail address: 

	Date of Birth: 

	National Insurance Number: 

	Religious Denomination: 

	Ethnicity:  



	CURRENT ACCOMMODATION / HISTORY OF HOMELESSNESS

	Date entered accommodation: 

	Tenure Type: 

	Security of Tenure:

	Landlord:  Owner          Council          Private rented          Other (please specify)    ........................



	REASON FOR REFERRAL (TICK ONE BOX)                               



Housing Support                      Anti-social Behaviour       	    	                   Family Relationships       
R		  (please complete complaint info section for ASB)    

	AREAS OF CONCERN/SUPPORT REQUIRED (TICK ALL BOXES THAT APPLY)                              



School Attendance    	      Noise complaints                       Substance Misuse                     Welfare Benefits     x     
Life Skills    	 	     Neighbour Disputes                    Health & Wellbeing                Resettlement                
Debt  	 	     Employment & Learning            Neighbourhood Safety             Parenting                      
EASON FOR REFERRAL                                
	REFERRAL REASON BACKGROUND INFORMATION

	 




	ANTI-SOCIAL BEHAVIOUR COMPLAINT INFO  (only complete if referral is for ASB)

	Name of person being complained about (if known):

	Address:  

	Contact No : 

	Tenure Type: Owner          Council           Private rented          Other (please specify)    ........................




	RISK AREAS

	Environmental Risks: 

	Risk to Self:  

	Risk to Others: 

	
Life Skills    	Not to be visited alone          SAVOLO Monitored           Same Sex to Visit          Any other known risks      




	HOUSEHOLD INFORMATION 
	
	
	

	Name:
	Date of Birth:
	Gender:
	Relationship:

	
	
	
	

	 

	
	
	

	
	
	
	



	EXISTING SUPPORT 
	
	
	

	Service & Contact Name:
	Address:
	Contact Number:
	Tasks & Frequency:

	
	
	
	

	

	
	
	



	CLIENT CONTACTS

	CONTACT
	                 NAME
	                  ADDRESS
	     CONTACT NO.
	 KEYS

	NEXT OF KIN
KIN
	
	
	
	

	EMERGENCY
	

	

	
	

	GP

	
	
	
	

	FAMILY /
FRIENDS
	
	
	
	



	REFERRERS DETAILS

	Referrers name: 

	Agency 

	Area Team / Address: 

	Contact Number: 

	E-Mail: 

	Has the client agreed to this referral?    Yes     No  



	SUMMARY OF REFERRER INVOLVEMENT

	


	













Once this form has been completed, please send a copy to householdsupport@edinburgh.gov.uk


