GALWAY CONTACT REFERRAL FORM

DATE:

NAME:

ADDRESS:

EIRCODE:

LIVE ALONE (tick Y/N):

Yes:

No:
(who with):

PHONE NUMBERS
(older person):

Landline:

Mobile:

PHONE NUMBERS
(family/next of kin):

DATE OF BIRTH:

AGE:

REFERRED BY:

Contact details of Referrer:

SERVICE REQUIRED
(tick one or both):

Befriending:

Social clubs/outings:

WHAT DAY
CENTRES/SOCIAL
CLUBS CURRENTLY
ATTEND:

MENTAL HEALTH:

ANY CURRENT
ALCOHOL/SUBSTANCE
ABUSE (tick Y/N):

Yes (describe):

No:

PHYSICAL HEALTH:
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GALWAY CONTACT REFERRAL FORM

HOME SUPPORT Yes:
SERVICE (HSE/other

provider) Tick Y/N: (No. Hours per week):

No:

DESCRIBE FAMILY
NETWORK:

(local and non-local):

DESCRIBE ANY OTHER
BEFRIENDING
SERVICES RECEIVING
(eg. from ALONE org)

For personal
information to be
stored by Galway
Contact

CONSENT GIVEN:

Yes/No

For Galway Contact to
contact you if needed

Yes/No

If ever we want to take
your photo and use it
solely for Galway
Contact purposes

Yes/No

I wish to avail of Galway Contact services, I’'m aware of and support this referral:

SIGNED (by or on
behalf of person
referred:

OTHER COMMENTS:

OUTCOME OF REFERRAL:
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