
 
 

 
 
Initial Referral Form CONFIDENTIAL 
 

CLIENT DETAILS 
Last Name:  

First Name:  

Date of Birth:  

Address:  

  

  

Post Code:  

Contact telephone no:  

Best contact method (e.g. 
landline/mobile) 

 

 
NOMINATED PERSON CONTACT DETAILS 

Last Name:  
 

First Name:  
 

Date of Birth:  
 

Address: 
 
 

 
 

Post Code:  
 

Contact Telephone 
Number: 

 
 

  



 
 

 
ADDITIONAL INFORMATION 

Does the client live alone? Yes          No     

Please highlight any risk 
factors to be considered 
when undertaking home 
visits. 

 
 

Is an initial visit required? Yes          No     

Ethnicity  
 

First Language  
 

Communication needs 
(e.g. large print, hearing 
impairment, interpreter 

 

Nature of 
Disability/conditions 

 
 

Current Services in Place  
 
 
 

What are the Direct 
Payments to be used for? 

 
 
 
 
 

Has the client any services 
in mind? 
Does the client need help 
with recruitment? 

 

Do you have any idea of 
the allocated hours at 
present? 

 
 
 
 
 

Please attach the support 
plan 

 



 

 

Please email your completed referral form to info@ilbp.co.uk  

REFERRER’S DETAILS 
Name:  

 
Signature:  

 
Referral Date:  

 
Organisation:  

 
 

Department:  
 

Contact Telephone No:  
 

Email Address:  
 

mailto:info@ilbp.co.uk

