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 Health Trainer Referral Form





Date Referral Made_





Please complete and send to -























Fleetwood Health Trainers


( 3 Errigal House, Avroe Crescent, 


Squires Gate Business Park, FY4 2DP


( Fax 01253 407473


(admin2@nlancshealthtrainers.co.uk























          








Lancaster/Morecambe Health Trainers


( Room B32, St Leonard's House


St Leonardgate, Lancaster, LA1 1NN


( Fax 01524 841845


(admin1@nlancshealthtrainers.co.uk

















1. Do you have the permission of the customer to share their information with us and make this referral on their behalf? 


YES (            NO* (	


* If no please contact us again once you have their consent.








2. Customer Details (Please complete the details below for the person being referred).


Title	 Forename 	 	      Surname                          DOB                Gender 	   Ethnicity


		


Address                                                                                            Telephone Number





                                                                                                           Email Address                                                                                                                                               


                                                 


                                                                                                         		 Preferred Method of Contact


Primary language   English    Signer/ Interpreter Required    Yes 	No


Does the person you are referring have a disability           Yes           No


Please detail any special requirements/adaptations needed?     �


Are they able to meet a Health Trainer at a mutually agreed community venue?         Yes    � No    �


GP/Practice registered?	�


Reason for referral:


�
�




































	





 





Postcode 











If the person you are referring requires a home visit please tell us why they would prefer a home visit and anything we ought to know to help us carry out a risk assessment (e.g. aggressive pets/history of violence etc).  








Does the individual have any children or caring responsibilities?  (Please provide details)





If so, is there a CAF completed or child protection plans in place?           Yes     �                                No     �














3. Referrer Details 


Title	          Forename                        	      Surname            





 Address                                                                   Telephone/Email                                                                                          


                                                                                   Email Address            �                


					           Job Title/Badge Number	�						                                                                                                                                                         


					          Organisation


                                                                                    











                                                                                                                   











For official use only


Referral Allocated to                                                                   On the 


Date of 1st Appointment offered                                                                        via   phone    �       letter  �


Assessment Appointment                    Attended  �           DNA �      Cancelled �


Attended Appointments


Appropriate for the HT Service             Yes �   No�


If yes next appointment offered on 


DNA Appointments


If DNA, 7 day DNA letter sent on the  


If client not made contact within 7 days closure letter sent on the




















___________________________________________________________________________________________________


POSTCODE________________________





Postcode ……………………………





















































Referrers Signature


 (If sending via Fax, Post, in person)








Clients Signature 


(If sending via Fax, Post, in person)








I give my consent to receive support from Help Direct and understand I can withdraw this consent at any time.











