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Coastal Information Centre @ Teignmouth Hospital, Mill Lane, Teignmouth, TQ14 9BQ

01626 771695

info@volunteeringinhealth.co.uk
	Name:
	

	Date of Birth:
	
	NHS Number:

(if known)
	

	Address:


	                                                   Postcode: 

	Telephone Number:
	

	GP Surgery:

	

	Background:
Please tick as appropriate

Lives alone

Memory Problems

Housebound

Carer

Hard of Hearing

Wheelchair User

Needs Transport
Long Term Conditions
Needs Home Help
HOPE course

	Please tell us a little bit about the client – health conditions, are they able to get out and about, do they have family nearby, are they involved with any other organisations, what are their hobbies?

What do they hope to get from this referral?  



	Next of Kin/ Emergency contact:

	Name, relationship, contact details, would they like to be present/aware of initial appointment?  Should we contact them first?


	Any risks our organisation should be aware of:
	Please include any drug or alcohol issues, also anything which may be useful to us such as if they are a heavy smoker or have dogs


	Has the client given consent for this referral?
	
     Yes                                                                           No

	Referred by:
	Your name, relationship to client (including Job Title if relevant), contact details


	Referrer’s email address
	Please give us your contact details so that we can let you know any outcomes  


Your client should expect to hear back from ViH within 2 weeks of receipt of this form















Volunteering in Health Referral Form May 2021

