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Health Outreach & Inclusion Service 
Longshoot Health Centre, Scholes, Wigan
WN1 3NH
Tel: 01942 483586 Fax: 01942 483556

	Client Details:
Client Details:

Name:    

Gender:  MALE/ FEMALE/TRANSGENDER                 
Tel No:                                                                            
Current Address: 
Previous Address: 
(Hostels Only) Reason For Referral to Hostel: 
Consent for referral given? YES /NO

	D.O.B.: 
Ethnic Origin:

Language: 
Interpreter: Yes / No
NASS Ref No:

HC2 Form:      Yes / No
SB UC24         Yes/No

	GP details
Name                                                              

Address:

Tel No:

	Referring agency  
Name: 
Address: 
Contact details:

	Is the service user responsible for any dependents?  YES / NO 

(Names, gender and ages if applicable)

1                                  
2

3



	Does the service user drink or smoke?  YES / NO (please state)

	(Hostels Only)    Is the service user’s primary issue mental health?  YES / NO 
(if yes please ref directly to Mental Health Services)      
                                                

	Are you aware of the service user having a history of violent or aggressive behaviour?  YES / NO

	Other services / agencies involved (please state)


	Date of referral

Name of referrer (please print and sign)

Date referral received

Signature of recipient (please print and sign)


	Additional Information 
--------------------------------------------------------------------------------------------------------------------------------------
To be completed by  Clinician / Link worker  *                                                                
Contact Details for HOIS given                                     Y/N *
Consent to referral to TB Service if Applicable           Y/N *
Consent to HIV / HEP B+C screening                           Y/N *
Client consented to health assessment                       Y/N *

Client consented to clinic in a box                                Y/N *

Client Signature   ………………………………………..                        Date ……………. 



ID No: (HOIS use only )                                 Urgency of Referral:      Routine              Urgent





Contact/Referral Form
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