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CareBridge UK Ltd Referral Form 
Supported Living 

 

PERSONAL DATA 
 
Surname: ________________      First Names:__________________  
 
Preferred Name:____________ 
 
Date of Birth (dd/mm/yyyy): _____________      Age: _____                    
 
Gender: _____ 
     
Marital Status: ________________   
 
Current Address:________________________________________________ 
 
____________________________________________________________ 
 
Postcode:_____________ 
 
Religion: _____________         Ethnicity: ____________                          
 
First Language: _____________ 
 
National Insurance No.: _______________________ 
 

Next of Kin 
 
Name: 
 
Address:________________________________________________ 
 
____________________________________________________________ 
 
Postcode:_____________ 
 
Telephone No.: _____________________                     
 
Relationship: ___________________ 
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Care Co-ordinator 
 
Name:________________________________ 
 
                                                                               
Relationship: ___________________________________ 
 
Address:________________________________________________ 
 
____________________________________________________________ 
 
Postcode:_____________ 
 
 
Telephone No.: _____________________      
 
Email.: ______________________________________________ 

Doctor 
 
Name: 
 
Address:________________________________________________ 
 
____________________________________________________________ 
 
Postcode:_____________ 
 
Telephone No.: _________________ 

Significant Other 
 
Name:________________________________ 
 
Address:________________________________________________ 
 
____________________________________________________________ 
 
Postcode:_____________ 
 
Telephone No.: __________________                            
 
Relationship: ___________________ 
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Please return fully completed with supporting documents via post or email to the 

contact details provided at the end of this form. 

 
 

(Please provide detailed information) 

Reason for Referral: 
 
 
 
 
 
 
 
 
 

Psychiatric History 
 
Including Hospitalisation records 
 

 
 
 
 
 
 

Current Diagnosis and Prognosis 

 
 
 
 
 

Current Medication Regime  & Compliance  
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Drug and Alcohol Use 
 
 
 
 
 

 

 

 

Risk Assessment 

 

Violence To Others/ Staff 
e.g. Arson, anti-social behaviours and physical 
violence  

Self-Neglect 
e.g. hygiene, personal care 
standards 
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Exploitation/ Abuse By/ To Others 
e.g. Sexual exploitation, sexual assault 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Self-Harm 
e.g. Suicide attempt, suicidal 
gestures, threats 

 

 

Physical Assessment 

 

Known medical conditions: 
 
 
 

Current treatment: 
 
 
 

 

 

Social History 
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Social History   (Please provide detailed account) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Please underline as applicable) 

Financial Status: (Self fund/ Benefits) 
 

 

 

Client category: (Please underline as applicable) 

 

Supervision Register    CPA   

 

If applicable, Please state: 

Level / Category: 

     

 

 

Additional Information: 

 

Employment History/ day centre attendance 
 
 
 

Current daytime activities/Hobbies 
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Education history/special training/skills 
 
 
 
 

 

 

 

Medical Supervision Officer (to provide follow up care) 

 

Name:________________________________ 

 

Address:________________________________________________ 

 

____________________________________________________________ 

 

Postcode:_____________ 

 

Telephone No.: __________________      

 

Email: ______________________________________ 

 

Signature of Referring Agent: _________________________ 

 

Position held: ______________________________________ 

 

Organisation - Unit/Hospital/Ward:_____________________________________  

 

Date: _______________________ 

 

Please send the completed form to the Service Development Managers stated 

below. Please include: 

 

A) The OT and psychologists assessments 

B) Risk Assessment  

C) Care Plans  

D) Latest CPA report  
  

Name 
Tel. : 
Mob.: 
EMAIL 

Name 
Tel. : 
Mob.: 
EMAIL 

LOCATION 
Name 
Mob.: 
EMAIL 


