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PSS Lincolnshire Referral Form

Confidential

About the person
	Name:


	
	Known as:


	Address:


	
	Who lives with person: 

	County:

	
	Post code:

	Telephone:

	
	Email:

	DOB:


	
	Occupation:

	NOK:
	
	Emergency Contact:
	

	GP:

Telephone:
	

	Further key information about the person
Legal, dietary, medication, cultural, parental responsibility, risk assessment, capacity assessment, DOLS authority etc, (continue on further sheet if necessary)


	Consent:

Agreement to service:
Information sharing:
              
	Date:
	Name (if consent given on behalf of person receiving service):

Signature:………………………………….
Signature:………………………………….


Important People and Services

	People:

Formal/Informal

Dependents


	

	Services:

	

	LCC Banding 

(1 Low, 2 Med,

3 High)
	

	Other important information:
	


Other Information for PSS about person
	Age group: under 15     15-24       25-34       35-44      45-54       55-64        65-74      75- 84       85+ 

	Gender:  Male            Female              Transgender

	Primary Service Categories

	Physical Disability         
	Sensory Disability   
	Learning Disability 
	Mental Health 

	Dementia                       
	Substance misuse
	Carer Support
	None identified/
Other

	Ethnicity categories

	White

1. English/Welsh/Scottish/Northern Irish/British 
2. Irish

3. Gypsy or Irish Traveller

4. Any other please describe


	Mixed/Multiple ethnic groups

5. White and Black Caribbean

6. White and Black African

7. White and Asian

8. Any other please describe



	Asian/Asian British

9. Indian
10. Pakistani

11. Bangladeshi

12. Chinese

13. Any other please describe
	Black African/Caribbean/Black British
14. African

15. Caribbean

16. Any other please describe

	Any other ethnic group:




Referrer Information 

	Name:

Occupation:

Organisation:
	

	Contact details:


	

	Date of Referral:
	
	Consent given to referral being made: Y/N
	

	Expected length of service requirement: (e.g. Long Term, Short Term, Time Limited)


	Reason for Referral:

(Continue on further sheet if necessary)




Please note that PSS will require relevant information attached to this form. 

Signature:………………………………………………….

Date:……………………….
(Referrer – if available)
Please email this form to sharedliveslincs@pss.org.uk or the member of the team you have been speaking to.
For PSS use only:

	PSS Service: 
	
	Received by:
	

	Referral Date
	
	Accepted:
	YES / NO

	Reason, if referral not accepted:

	

	Active date
	
	Cost Centre:
	

	Inactive date
	
	ID Number assigned:
	

	Date logged local database:
	
	Date logged central

Database:
	


Continuation Sheet for any further information
	Name of referrer:
	
	Name of Person:
	

	


Signature:………………………………………………….


Date:……………………….

(Referrer)
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