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Prevention and Case Management Service

Referral Form

Note to Referrers

Referrers are requested to complete this application in partnership with the applicant. This ensures that the information contained in the application is up-to-date and that the applicant is aware of the information being shared about them.

The information given in this application form will be explored in greater detail with the applicant if they are called for interview to assess the suitability of the service for them.

If there is information that is not available to you as the referrer please indicate this on the application form. This can then be explored with the applicant if they are called for interview.

Where an applicant is offered a Tenancy Support and Settlement service the information gathered through the application form and the interview process is used to assess the applicant’s support needs and informs the development of a support plan.

Please return the completed form to Project Leader, Focus Ireland, George’s Hill, Halston Street, Dublin 7.

1. SERVICE REFERRING FROM:

(Please tick relevant service)

Dublin South County Council

□

Dun Laoire/Rathdown County Council
□

Fingal County Council 


□

1.1. Holistic Needs Assessment (H.N.A.) 
If a Holistic needs assessment has not been completed please complete sections 2-6. If completed please refer to Section 5 and 6. 
Has a Holistic Needs Assessment been completed?

         Yes                                           No
                    □                                              □
Has the customer given F.I. permission to access information?

         Yes                                           No
                    □                                              □
Name of Agency H.N.A. Held by:

Address:

Contact Name:

Telephone Number:

2. REFERRAL INFORMATION

	Name of referring agency:




	Date of referral:

                        ______/_____/_____




	Names of Applicant(s):                                       Date of birth

. . . . . . . . . . . . . . . . . . . . . . .                          _____/_____/_____

                                                                        (Day/Month/Year)

. . . . . . . . . . . . . . . . . . . . . . . .                        _____/_____/_____

                                                                        (Day/Month/Year)


	Family Composition Residing                                         Residing with applicant/s                                                                                                                                                    

Name:                  D.O.B.:          Relation to applicant/s:                  Yes/No
. . . . . . . . . .      . . . . .         . . . . . . . . . . . . . . . .                 . . . . . 

. . . . . . . . . .      . . . . .         . . . . . . . . . . . . . . . .                 . . . . . 

. . . . . . . . . .      . . . . .         . . . . . . . . . . . . . . . .                 . . . . . 

. . . . . . . . . .      . . . . .         . . . . . . . . . . . . . . . .                 . . . . . 




	Address & Telephone Number:




3. ACCOMMODATION INFORMATION

	Type of Accommodation:

(For example, local authority housing, private rented)




	Length of time in current address:




	Landlord Details:

Name:

Address:

Telephone Number:




	Details of Community Welfare Officer if applicable:




	Please give details of the applicant/s accommodation history including difficulties with compliance to tenancy.




	Is the applicant/s currently at risk of losing their home?

                 Yes                                           No

                    □                                             □




	What is the main reason for referring the applicant to Focus Ireland?




4. SUPPORT ISSUES
	Does the applicant/s or any member of the household have previous or

current physical health issues?




	Does the applicant/s or any member of the household have a disability? If yes please elaborate.




	Does the applicant/s or a member of the household have a previous or current mental health issue?




	Does the applicant/s or a member of the household have a history of suicide attempts or self harm? Please explain what happened and when.




	Is the applicant/s or a member of the household taking medication? If yes please give details of how they manage this.




	Doctor:

Address:

Telephone No:




	Consultant:

Address:

Telephone No:




	Is there a social work involvement from the HSE?

Name:

Address:

Telephone No:




	Does the applicant have a medical card?

                 Yes                                           No

                    □                                             □




	Is the applicant/s or the relevant member of the household in contact with any other support agency concerned with any of the above health issues? If yes please give details.




5. PATTERNS OF BEHAVIOUR

	Does the applicant/s or any member of the household have a current or previous substance dependency issue (alcohol, drugs, medication)? Please state substance and indicate how, in your opinion, the applicant is managing this.




	Does the applicant/s have previous and or current involvement with a relevant support agency? If yes please give details.




	Please include details of any significant person who may be a support to the applicant/s.




	Does the applicant/s or any member of the household have previous or current issues with gambling? Please give an account of how the applicant is managing this. Does the applicant/s have previous/current involvement with a relevant support agency? If yes please give details.




	Does the applicant/s or any member of the household have a history of violence or aggression? If yes please give details.




	Has the applicant/s or any member of the household ever had a criminal conviction or are there pending charges?

                 Yes                                           No

                    □                                             □




	If yes please include details about the nature of the offence, when it took place and what the sentence was.




6. ADDITIONAL INFORMATION
	Please give a summary of strengths, resources and weaknesses of the applicant/s and household where applicable.




	Does the applicant give permission for the Prevention Case Management service to contact their support services to gather further information if necessary? Please tick as appropriate.

                 Yes                                           No

                    □                                             □




	Signed . . . . . . . . . . . . . . . . . . . . . . . Date _____/_____/_____

            Referring Agent 




	Co-signed . . . . . . . . . . . . . . . . . . . Date _____/_____/_____

               Applicant




	FOR OFFICE USE ONLY

	Date received
	Received by



Date _______/_______/_______
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