	GET HELP REFERRAL FORM

	

	To make a referral into Beacon Centre for the Blind, please complete this form in full, with as much information as possible. The information supplied will be reviewed by the Reception Team at the point of referral, after which this information will be assessed and contact will be made for an appointment. If appropriate follow-on referrals will be made to partner specialist organisations for additional support. All details will remain confidential and secure in accordance with Data Protection Act (2018) and General Data Protection Regulation.  

When completing this form on behalf of a young person (under 16 years old), their parents / carers or any other relevant parties must be made aware and are in agreement with the referral. Please ensure consent is obtained through relevant signature or verbally in advance of this process.

Completed referral form should be submitted to enqueries@beaconvision.org  for allocation to partner organisation.  

	

	REFERRER’S INFORMATION

	First Name
	
	Last Name
	

	Organisation
	

	Job Title
	
	Relationship to Client 
(If necessary)
	

	Address
	

	Town /City
	
	Post Code
	

	Contact Number
	
	Email
	

	

	CLIENT INFORMATION

	Title
	
	First Name
	
	Last Name
	

	Gender
	
	Age
	
	DOB
	

	Address Line 1
	

	Town / City
	
	Post Code
	

	Contact Number
	
	Email 
	

	Ethnicity (optional)
	

	Sight Condition
	

	Preferred days / times of contact (please circle)

	Mon
AM / PM
	Tues
AM/PM
	Wed
AM/PM
	Thurs
AM/PM
	Fri
AM/PM
	Sat
AM/PM

	Sun 
AM/PM

	Your Preferred Contact Method (please circle)

	
	Phone
	Email
	Letter
	

	Do you require any reasonable adjustments / additional needs when receiving communication? i.e., Font 16, braille, language etc.  

	Emergency Contact regarding health-related concerns 

	GP Name
	
	Address
	

	Phone
	
	

	Close Contact (Family / Friend etc)

	Close Contact Required 
	Yes
	No
	

	Name of contact 
	

	Phone number
	

	

	REASON FOR REFERRAL

	Could you tell us briefly what has led you to reaching out for support? 

	

	SELECT PREFERRED SUPPORT

	

	Sight Loss Assessment
	☐
	IT & Device Training
	☐
	Employment Advice & Support
	☐
	Community Activities
	☐
	Gym & Centre Based Activities
	☐
	Care & Support
	☐
	Tailored Advice and Guidance
	☐
	Emergency Counselling Provision
	☐
	Peer Support and engagement Programme
	☐
	

	IDENTIFY PROBLEMS/CONCERNS 

	☐ Depression
	 ☐
Anxiety/
Stress
	☐ 
Psychosis
	☐ Personality / Behavioural Problems
	☐
Cognitive / Learning
	☐
Eating Disorder
	☐
Relationships

	☐ 
Addictions / Substance misuse
	☐ Trauma/
abuse
	☐ Bereavement/
loss
	☐ 
Self Esteem
	☐ 
Living/ Welfare
	☐ 
Work/
Academic
	☐ 
Abuse / Exploitation

	☐ 
Physical Disability
	☐ Learning Disability
	☐ 
Suicidal tendencies* 
	☐ 
Self-Harm*
	☐ 
Harm to Others* 
	☐ 
Family Support
	

	Other, please provide details. 

*Full details required

	Are you currently receiving any professional medical treatment or support from other associated services? 

	☐ 
GP
	☐ 
Practice Nurse
	☐ 
District Nurse
	☐Counselling
	☐ 
Therapy
	☐ 
ROVI
	☐ 
Sensory Team

	☐ 
Hospital admission*
☐ 
Post Discharge*
	☐
Inpatient*
	☐ Community group
	☐ 
General Advice (House, benefits, Employment, Education)
	☐ 
CAMHS
	☐  
ECLO
	☐ 
Youth Offending

	Other, please provide details

*Full details required

	Please provide further details of treatments relating to your referral within the last 6 months: 

	

	What best describes your current situation? 

	☐ 
School
	☐ 
College
	☐ 
Training
	☐ 
Other Educational Establishments
	☐ Employed
	☐ Unemployed

	CONSENT AND DECLARATION

	In order to work effectively with those referred, we will need certain personal data. This will be contained within this referral form and also requested throughout the duration of our provision, for example, within assessments / worksheets / programmes. Referred to partner organisations will need to store data in paper and digital form, which will be adequately secured in line with data protection policies. We may share some of your data with other partner organisations, if we feel this would benefit the client we are working with. By filling in this section, you are agreeing with your data being used and stored in this way.


	Client Name
	
	Signature
	
	Date
	

	

	Young person:
	
	Consent given
	☐	Date
	

	Parent / Carer name
	
	Consent given
	☐	Date
	

	I confirm that the client/ child and parent/carer have agreed verbally to me passing on information for further assessment

	Referrer Name
	
	Date of Referral
	



WEB VERSION: 
Beacon Centre for the Blind - Referral Form
Thank you for referring to Beacon Centre for the Blind. Please fill out this form with as much detail as possible. All information provided will remain confidential and will be handled in accordance with the Data Protection Act (2018) and GDPR.
If you are completing this form for someone under 16 years old, please ensure their parent/carer has given consent for this referral.
Referrer’s Information:
· First Name (text input)
· Last Name (text input)
· Organisation (text input)
· Job Title (text input)
· Relationship to Client (dropdown, options: Parent/Carer, Friend, Healthcare Provider, Other)
· Contact Number (text input, phone number format)
· Email Address (text input, email format)
Client Information:
· Title (dropdown: Mr, Mrs, Miss, Ms, Dr, Other)
· First Name (text input)
· Last Name (text input)
· Gender (dropdown: Male, Female, Non-binary, Prefer not to say)
· Age (number input)
· Date of Birth (date input)
· Address Line 1 (text input)
· Town/City (text input)
· Post Code (text input, postal code format)
· Contact Number (text input, phone number format)
· Email Address (text input, email format)
· Ethnicity (optional) (dropdown: predefined options)
· Sight Condition (dropdown: predefined options)
Preferred Contact Days/Times:
· Preferred Days (checkbox options for days of the week: Mon, Tues, Wed, Thurs, Fri, Sat, Sun)
· Preferred Times (checkbox options: AM, PM)
· Preferred Contact Method (dropdown: Phone, Email, Letter)
Reasonable Adjustments:
· Do you require any reasonable adjustments for communication? (text input for specifics, e.g., braille, large font)
Emergency Contact Information:
· GP Name (text input)
· GP Contact Number (text input)
· Emergency Contact Name (text input)
· Emergency Contact Relationship (dropdown: Parent, Carer, Friend, Other)
· Emergency Contact Number (text input)
Reason for Referral:
· Briefly describe the reason for this referral. (text area input)
Preferred Support (checklist):
· Sight Loss Assessment
· IT & Device Training
· Employment Advice & Support
· Community Activities
· Gym & Centre Based Activities
· Care & Support
· Tailored Advice and Guidance
· Emergency Counselling Provision
· Peer Support and Engagement Programme
Additional Concerns (optional):
· Please indicate any of the following concerns that apply to the client:
(checkbox options, similar to the original, including Depression, Anxiety, Substance Misuse, etc.)
Current Medical/Support Services:
· Is the client currently receiving any of the following?
(checkbox options for GP, Counselling, Therapy, etc.)
Consent and Declaration:
· I confirm that the client/child and parent/carer have agreed to share this information for assessment.
(Checkbox: Yes)
· I agree to Beacon Centre for the Blind storing and sharing data with relevant organisations as necessary.
(Checkbox: Yes, I Agree)
· Client Name (text input)
· Signature (if required) (signature input or checkbox for consent)
· Date (date input)
Submit Button:
· Submit (button)

