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	Wellbeing Referral Form

	Please Note: We cannot accept referrals where the client: does not consent, resides outside our service area, requires urgent or crisis support (such as medical emergencies or immediate safeguarding concerns), or has needs outside the scope of our services (such as complex needs or long-term and enduring mental health conditions that require specialist intervention). 
By completing this form, you are confirming to the best of your knowledge, that the above doesn’t apply and the client is suitable for our wellbeing service.

	REFERRER DETAILS (N/A if completing a self-referral)	

	Name: 

	Tel no: 

	Organisation: 
	Email: 

	Connection with client: 
	Date of referral: 

	CLIENT DETAILS

	Title:
	Tel no: 

	First name: 

	Email: 

	Surname: 

	Date of Birth: 

	Preferred name:

	Ethnicity:

	Address:

	GP Surgery:

NHS no: 


	Please Select District:  City ☐  /  South ☐  /  East ☐  /  Fens ☐  /  Hunts ☐  /  P ’Boro ☐   

	EMERGENCY CONTACT NOK DETAILS

	Name: 
	Tel no/Email: 


	Address: 
	Relationship to client: 


	CLIENT CONSENT

	I agree that CNC can securely store my personal details and other information connected to the support provided to me.
	Yes  ☐   /  No ☐   


	I understand it may be necessary for CNC to share information, including my personal details and any other relevant information to anyone within the charity, including volunteers, that are involved in my support.

	Yes  ☐   /  No ☐   


	I agree that CNC can share essential information, including communication needs, with other professionals or organisations connected with my support, as appropriate.
	Yes  ☐   /  No ☐   


	I agree that CNC can use the anonymised referral as a case study or as good news on social media.
	Yes  ☐   /  No ☐   


	TYPE OF SUPPORT REQUESTED AND DETAILS

	Staff Wellbeing Support:

	

	Check & Chat Volunteer:

	

	Trusted Friend Volunteer:

	

	Unknown/Other:
	

	REFERRAL REASONS

	Please tick the areas where the client may need support:

	☐   Family Carers
☐   Care & Health Services
☐   Income/Finances
☐   Physical Health
	☐   Mental Health
☐   Home
☐   Social Inclusion
☐   Digital Inclusion
	☐   Food
☐   Transport 
☐   Employment/Education
☐   End of Life

	ADDITIONAL INFORMATION

	Does the client have any diagnosed mental health conditions?

	Yes ☐  (If yes, please provide details)

No ☐   

	Are there any barriers to communication?
	Yes ☐  (If yes, please provide details)

No ☐   

	Does the client have any mobility issues?
	Yes ☐  (If yes, please provide details)

No ☐   

	Does the client have support from other professionals or organisations?
	Yes ☐  (If yes, please provide details)

No ☐   

	Does the client have pets at the property?
	Yes ☐  (If yes, please provide details)

No ☐   

	Is there any other information you think we should know about?
	Yes ☐  (If yes, please provide details)

No ☐   

	Thank you for your referral. Please ensure all sections of this form have been fully completed before you send it to wellbeing@care-network.org.uk. 
Incomplete forms may not be accepted. If you need assistance completing the form, please contact us directly on the email above, or on 03300 945750. 
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