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REFERRAL FORM 

 
     Date:    

PERSONAL INFORMATION 
 
Name:        Date of birth: 
 
Current address: 
 
 
 
Contact telephone number: 
 
Country of Origin:      Ethnicity: 
 
Spoken language:      Interpreter needed?  Yes / No 
 
Asylum status:      Time in UK: 
 
Who are you currently staying with? 
 
How long have you been destitute? 
 

Would you say that your health is … 

Very good Good Fair Bad Very bad Not sure 

� � � � � � 
 
Have you had any problems with accessing healthcare for yourself or your children? 
 
 
 

FAMILY COMPOSITION 
 

Name:    Date of Birth:  Gender: In School:  Y/N/previously 
Name:    Date of Birth:  Gender: In School:  Y/N/previously 
Name:    Date of Birth:  Gender: In School:  Y/N/previously 
Name:    Date of Birth:  Gender: In School:  Y/N/previously 
Name:    Date of Birth:  Gender: In School:  Y/N/previously 
 
Would you say that your children’s health is:  

Very good Good Fair Bad Very bad Not sure 

� � � � � � 
 
Do you have any specific concerns about your children’s health? 
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REFERRAL AGENCY DETAILS 
 

Name of agency: 
 
Name and contact details of person completing form: 
 
Date of first contact with client: 
 
Brief information on work carried out with family: 
 
 
 
 
 

REASON FOR REFERRAL 
 

�  Require practical or financial support   

�  Require information 

�  Completion of forms 

�  Advocacy 
 
 

CURRENT AND PREVIOUS AGENCIES CLIENT HAS BEEN IN CONTACT WITH 
 

�  ASIRT   �  RESTORE   �  Hope Housing 
 

�  Refugee Council  �  Red Cross   �  Social Services 
 

�  Other – please state 
 

Other notes by referrer (e.g. other effects of destitution on children, any known risks): 
 
 
 
 
 
 
 
 

Referrer’s name:     Client’s name: 
 
 
Referrer’s signature:    Client’s Signature: 
 
 
Date:       Date: 
 
 

For office use only 
CHYMS reference number -   


