REFERRAL FORM

[image: ]WILLOW CREEK CARE LTD
Bolingbroke Park, 7 Cornflower, 15 Ebony Crescent, Barnet, EN4 8FL
Email: willowcreekcare@outlook.com
Tel. 01604 414143       Mob. 0790 4848428
_________________________________________________________________________________
Client Referral Form
Section 1: Referrer Details
· Full Name of Referrer: ____________________________________________________
· Job Title / Role: ___________________________________________________________
· Organisation / Local Authority: ____________________________________________
· Department / Team: _______________________________________________________
· Work Email Address: ______________________________________________________
· Contact Phone Number: __________________________________________________

Section 2: Applicant Information

· Applicant's Full Name: ____________________________________________________
· Date of Birth: _____________________________________________________________
· Current Address / Living Situation: (e.g., family home, hospital ward, temporary 
accommodation, rough sleeping) ___________________________________________
· Is the applicant aware of and consenting to this referral? Yes ☐      No ☐
· Primary Language Spoken: _____________________________________
· Does the applicant require an interpreter?
Yes☐       No ☐





Section 3: Eligibility & Care Needs Screening
· Does the applicant require physical assistance with bathing, dressing, eating, or using the toilet?
☐Yes      ☐ No
Please note our service does not provide CQC-regulated personal care.
· Does the applicant require staff to physically administer or manage medication?
☐Yes        ☐ No 
Please note our service does not provide CQC-regulated personal care. We can only prompt/remind but cannot physically administer medication.
· Primary Diagnosis / Support Need:
[ Checkboxes - Select all that apply ]
☐Mild Learning Disability
☐Autism Spectrum Condition / Neurodivergence
☐Mental Health Support Needs (Stable)
☐At Risk of Homelessness / Leaving Care
☐Physical Disability (Independent with personal care)
☐Other ____________________________________________________________


Section 4: Housing Requirements 
What type of accommodation is preferred?
☐Self-contained 1-bedroom flat
☐Shared house / HMO (Shared communal spaces)
☐No preference
· Are there any specific mobility or property access requirements? ☐Yes  ☐No
· If Yes, please specify (e.g., ground floor only, wheelchair access, no stairs): 

________________________________________________________________________

· How is the client's housing expected to be funded?

☐Housing Benefit (Exempt Accommodation Status)
☐Universal Credit (Housing Element)
☐Private Pay / Self-Funded


Section 5: Support Hours & Goals 
Estimated number of support hours required per week: __________________
· What areas of independent living does the applicant need assistance with?
[Select all that apply ]
☐Maintaining a tenancy / understanding bills
☐Budgeting and financial management
☐Cooking, meal planning, and grocery shopping
☐Managing household chores and cleanliness
☐Accessing the local community (groups, hobbies, sports)
☐Attending medical or professional appointments
☐Emotional support, anxiety management, and well-being check-ins
☐Seeking education, volunteering, or employment opportunities









Section 6: Risk Assessment & Safeguarding
Are there any known historical or current risks regarding:

☐Risk to self (Self-harm / Suicidal ideation)
☐Risk to others (Aggression / Violence)
☐Substance or alcohol misuse
☐Property damage or arson
☐Vulnerability to exploitation or cuckooing
☐Non-engagement with services
· If any boxes are checked, please provide brief context: ____________________ 
_______________________________________________________________________ 
_______________________________________________________________________
















Thank you for your referral.
Once completed, please return this form by email to willowcreekcare@outlook.com
Please include any other relevant information such as client's most recent Risk Assessment and Care Plan (if available) 

Your submission will be securely received by our admissions team.
· Willow Creek Properties C.I.C. will review the housing requirements.
· Willow Creek Care Ltd will review the support criteria.
We aim to review all professional referrals within 48 business hours. If the applicant meets our criteria, we will contact you to arrange a formal assessment. For urgent housing placement enquiries, please call us directly on 0203 026 3169 / 0790 4848428

Privacy Disclaimer – NHS/Local Authority Referrals
Information provided within this referral form will be processed confidentially and in accordance with the UK GDPR, Data Protection Act 2018, and relevant health and social care information governance requirements. The information supplied will only be used for the purpose of assessing eligibility, planning, and delivering supported living and related care services.
Relevant information may be shared with NHS services, local authorities, commissioners, safeguarding teams, and other professionals directly involved in the individual’s care and support where lawful and necessary to do so.
By submitting this referral, the referrer confirms that the information provided is accurate and that appropriate consent or lawful authority to share the information has been obtained.
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