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REFERRAL FORM 
DEMENTIA SUPPORT HUB





Date stamp here: 	(for office use only)


Client Details (person living with dementia) 
Details – ALL FIELDS MUST BE COMPLETED
	Forename:
	

	Address:




Postcode:
	

	Family Name:
	

	
	

	Title:
	Mr / Mrs / Miss / Ms / Other: 
(please specify): 
	
	

	Gender:
	Male       Female       Other 
(please specify):
	Tel Home:

	

	
	
	Tel Mobile:
	

	Date of Birth
	
	Email:
	

	Is the person being referred: a person living with dementia 
	Y/N
	Is the person being referred: a carer of a person living with dementia 
	Y/N

	Diagnosis Details
	
	Date of Diagnosis
	

	Preferred language if other than English
	
	Other Languages
	

	Known risks, adjustments or considerations
(ie: safeguarding risks, home visit risks, communication needs e.g. hearing impairment)
	
	Has this person consented to this referral or aware that this referral has been made
	Y/N

	Preferred Contact method
	
	Contact NOK first
	Y/N






Please be advised that where on this form we have referenced the term ‘carer’ we are referring to a person who is unpaid and is looking after or supporting someone who needs help with their day-to-day life due to reasons such as their age, a long-term illness, disability, mental health or substance misuse
Carer / Next of Kin
	Forename:
	

	Address:




Postcode:
	

	Family Name:
	

	
	

	Title:
	Mr / Mrs / Miss / Ms / Other: 
(please specify): 
	
	

	Gender:
	Male       Female       Other 
(please specify):
	Tel Home:

	

	Date of Birth/Age:
	

	Tel Mobile:

	

	Relationship to Client:
	

	Email:

	



2nd Next of Kin /Other Contact
	Forename:
	

	Address:




Postcode:
	

	Family Name:
	

	
	

	Title:
	Mr / Mrs / Miss / Ms / Other: 
(please specify): 
	
	

	Gender:
	Male       Female       Other 
(please specify):
	Tel Home:

	

	Date of Birth/Age:
	

	Tel Mobile:

	

	Relationship to Client:
	

	Email:

	






Ethnicity
	[bookmark: OLE_LINK16][bookmark: OLE_LINK17]Asian British
	[bookmark: OLE_LINK7]
	White British
	[bookmark: OLE_LINK12][bookmark: OLE_LINK13]
	Japanese
	[bookmark: OLE_LINK14][bookmark: OLE_LINK15]

	Bangladeshi
	
	Chinese
	
	Other Asian background
	

	Black African
	
	European
	
	Other black background
	

	Black British
	
	Indian
	
	Other dual heritage
	

	Black Caribbean
	
	Irish
	
	Other ethnic group
	

	Other (please specify) ……………………………………
	Do not wish to disclose
	



Sexual Orientation
	Heterosexual
	
	Gay
	
	Lesbian 
	

	Bisexual
	
	Other
	
	Do not wish to disclose
	



Reasons for Referral
	
	Please tick if required

	Information & Advice
· Information/ support to access activities and groups
· Benefits advice/ signposting
· Advice on planning for the future
· Advice and information on progression of dementia
· Advice and information on staying safe at home
· Support on how to access statutory services (e.g. social care, occupational therapy)
· Information on how to access assistive technology
 
	

	Attend Living Well Clubs/ Day Opportunities 

	

	Cognitive Stimulation Therapy Groups 
· Memory Matters
· Memory Club 

	

	Carers Support 

	

	Information on Age UK Barnet Services and Age UK Barnet Partner Organisations

	


 

	
Referrer’s Details
	Name
	
	Address
	

	Occupation/
Relationship
	
	
	

	Tel
	
	Postcode
	

	Email
	

	Signed
	
	Date
	



Return this form by email or post to:-
Age UK Barnet Dementia Support Hub
Ann Owens Centre
Oak Lane
East Finchley
London N2 8LT

dementiadayclubs@ageukbarnet.org.uk

Telephone 07552742434 or 

FOR USE ONLY BY ORGANISATION RECEIVING THE REFERRAL

Acknowledged Referral:	Yes		No	 
[bookmark: OLE_LINK39][bookmark: OLE_LINK40]Accepted Referral:	Yes		No	 
Informed Referrer: 	Yes		No	 
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