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	DATE OF REFERRAL: dd/mm/yyyy                   (please complete as much of the form as possible)

	1. REFERRERS INFORMATION 

	Referrer/Your Name:
Phone number:          
Name of organisation:                                                                                                            
Address and postcode:
	
Email address:
Your position:


	Is the Brain injured person still in hospital?  ☐ YES     ☐ NO   
If yes- Hospital name:                                         Ward Number:                                             NHS number:

	Telephone:
	Email:

	Please indicate who should be the first point of contact:
Referrer ☐     Family Member/Next of Kin/Carer ☐  Brain injured Person ☐      


	2. SERVICES  

	  Who is in need of support?   ☐Brain injured person     ☐  Family Member/Next of Kin/Carer             ☐ Both

	  Areas of support required:
Brain injury rehabilitation – day services ☐    Community Outreach for brain injured client ☐      Physio ☐
Services for All – activities/events for family ☐       Employment Support/VAP ☐      
  Counselling for Carer ☐     Counselling for BIP ☐      Finance/benefits ☐          



	3. DETAILS OF BRAIN INJURED PERSON (BIP)

	Title: Mr / Mrs / Ms / Miss                          Full name:                                           

	DOB:
	Ethnic origin:
	Religion:

	Marital status: 	Married  ☐   Single  ☐ Divorced ☐    Separated ☐   Co-habiting ☐    Civil Partnership ☐   
                             Prefer not to say  ☐   Widow/Widower ☐   Other  ☐ please state:

	Contact number:
	
	Email:

	Address:

	Date of acquired brain injury:

	Type of Brain Injury:

	Does the brain injured person have any other disability/condition if so please list:


	Is Language support needed?  Yes ☐  No ☐    If so, please state which language 

	[bookmark: _GoBack]Does the BIP live alone? Yes ☐  No ☐ , if no, who with? 

	Does the BIP have: 
Partner                                            Children                                   Parents/Siblings 

	GP’s Name:                                                                                       GP’s Phone Number: 
GP Address: 

	Social worker/Case Manager/Solicitor name:                                 Contact number and email: 

	How do you travel in the community? 




	4. DETAILS OF FAMILY MEMBER/NEXT OF KIN /CARER (if not applicable, please put n/a)

	Title: Mr / Mrs / Ms / Miss                        Full name:                                           

	DOB:
	Ethnic origin:
	Religion:

	Contact number:
	
	Email:

	Address:

	Relationship to brain injured person:

	Is Language support needed?  Yes ☐  No ☐ If so, please state which language 

	Does the family member/next of kin/carer have any disability, if so please list:


	How many hours are you caring per week?    49 hours +  ☐            10 - 49 hours  ☐       Less than 10 hours   ☐
Does BIP live with Carer?    Yes   ☐ No  ☐  Is the Carer alone in the household with the BIP?     Yes  ☐  No ☐

	In order to receive support from Headway Family and Carer Services Team (Family Support), the carer must be registered with Birmingham Carers Hub (BCH), who provide services on behalf of Birmingham City Council. BCH will keep your personal information safe and will not share your information with any other organisations without consent. HBS would like to use your email address to send you information about Headway B&S. You may withdraw consent at any time. 
Is the carer happy to be registered with the Carers Hub? Yes ☐  No ☐    Mail list with Headway BS?  Yes ☐   No ☐   



	5. OTHER DETAILS

	Consent given by family member/next of kin/carer?*    ☐ YES     ☐ NO    *consent should be obtained before referring
Consent given by brain injured person?*                           ☐ YES     ☐ NO                   

	Additional information:
Please provide a summary of the service users’ diagnosis, how it is affecting them currently at the time of referral in the following areas. Please include any rehabilitation information and support which has been provided. 

Communication: Quality of Speech, sentence structure, listening, aphasia: 


Physical: Mobility, weakness, aids/wheelchair, balance, co-ordination, toileting, fatigue: 


Cognition: Memory problems, concentration, reasoning, focus: 


Behavioural: Inappropriate behaviours, lack of control, lack of filter, frustration, irregularity of emotions, anxiety:            


Social/Leisure: current social life, difficulty in crowd/multiple people, isolated, what were they life before ABI: 	


Any other information:


	Internal use only -  Date entered onto Tag: 	           		     PRN Number of Carer:           		     
Date entered on Forward Carer Database:            		     



This form can be returned via email to referrals@headway-bs.org.uk.  or by post to Headway Birmingham & Solihull, Leighton House, 20 Chapel Rise, Birmingham Great Park, Rednal, Birmingham, B45 9SN. If you have any queries, please call our office on 0121 457 7541 (option 1).
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