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Positive Steps Limited Referral Form
The purpose of referring of this referral form is to gain enough initial information on you the service user to assist us in ensuring we have the correct information in order to begin a support package for you. 
Please email the completed form to enquiry@positivestepslimited.org.
Section 1.
Name of person referring:_____________________________________________________
Daytime Telephone:__________________________________________________________
MainCarer/Guardian'sName:_______________________________________________________
Address:__________________________________________________________________________________
Parish________________ Post Code:___________ 
Does the person have a social worker or case co-ordinator 		Yes / No (delete)
If So whom?_____________________________________ Contact Number________________________

Section 2.
Name of person being referred:_____________________________________________________
Daytime Telephone:__________________________________________ 
Address:_________________________________________________________________________________________________
Parish________________ Post Code:___________ 
DOB:____________________ Age:__________
Diagnosis/Condition(s):_____________________________________________________________________
__________________________________________________________________________________________


Specialist Equipment (Wheelchair, Standing Aid, Communication Devices etc.):
__________________________________________________________________________________________
Special Requests (Male or Female staff, likes or dislikes etc.)
__________________________________________________________________________________________
__________________________________________________________________________________________
Other Relevant Information:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Reason for Referral: (Please feel free to use additional paper if necessary) 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

	Office Use Only:
Date Received:_______________________ First meeting date:_____________________ 
Home:_____________________________
Referral Form for ___________________________________________________________







Section 3.
First Meeting date:____________________________ 
Those in attendance: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
1. Agenda - Discussed / Agreed (Please note Key Points below)
 
· Key issues and concerns (please note below)
· Medicines/Medical
· Special Requests / Needs
· Hours Required
· Contract / SLA / Costs
· Review Period
· Other______________________________________________________________
	Key Points from Meeting
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____________________________________________________________________________________
Positive Steps Limited (Registered Office), Suit 25, 4 Wharf Street, St Helier, Jersey JE2 3NR.
Company Registration No. 116766. 
Tel: 07797760609 – Email: enquiry@positivestepslimited.org - Website - www.positivestepslimited.org

image1.jpeg
Positive Steps Limited

Health & Social Care Services






PosiiveSieps Limited Referrl Form.
U ————
ot e o by et et i
v

P cnihecomptd o eyl

O
L

[

i e

e o e et O . (W
oy g o .
T eyl Mo
e



