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Referral Form
Stanley’s UEC Pilot – Referral Form

Criteria for Referral
Referrals accepted where:
· The individual/family is at risk of avoidable hospital use due to:
· Social isolation or loneliness
· Bereavement or trauma
· Poor management of long-term conditions (esp. respiratory, cardiovascular, mental health)
· Family stress impacting children (e.g., housing, debt, low-level MH)
· Falls risk (frailty, mobility issues)

· The person is not in crisis requiring specialist intervention right away.
· They would benefit from community-based, non-clinical support.

We will not accept referrals where:
· The need is high-risk safeguarding/child protection only.
· Specialist clinical input is required (these are stepped up, not managed by volunteers).

	Name of person being referred:

	Date of birth:

	Address and contact details:



	



	Gender (please tick or state):	

	☐ Female				
☐ Male
☐ Non-binary
☐ Prefer to self-describe: __________
☐ Prefer not to say





	Ethnicity (please tick one):

White
☐ English / Welsh / Scottish / Northern Irish / British
☐ Irish
☐ Gypsy or Irish Traveller
☐ Any other White background (please specify): __________


	Mixed / Multiple ethnic groups
☐ White and Black Caribbean
☐ White and Black African
☐ White and Asian
☐ Any other Mixed / Multiple ethnic background (please specify): __________


	Asian / Asian British
☐ Indian
☐ Pakistani
☐ Bangladeshi
☐ Chinese
☐ Any other Asian background (please specify): __________


	Black / African / Caribbean / Black British
☐ African
☐ Caribbean
☐ Any other Black / African / Caribbean background (please specify): __________


	Other ethnic group
☐ Arab
☐ Any other ethnic group (please specify): __________
☐ Prefer not to say




	Referrer (GP / School / CAB / C&FWS / Other): _____________________________________________________________




	Reason for referral (tick all that apply):


	☐ Frequent A&E attendance				☐ Mental Health and Wellbeing
[bookmark: _Hlk208054203]☐ At risk of hospital admission				☐ Social isolation / loneliness
[bookmark: _Hlk208061489]☐ Housing / debt / benefits issues			☐ Family stress / parental mental health 
☐ Bereavement					☐ Long term health condition
[bookmark: _Hlk208913163]☐ Other_______________________________________




	Any risks or safeguarding concerns? Yes / No
Further details:





	Brief description of support required:


	☐ 1-1 health coaching session          
☐ Activity sessions (i.e. trips and falls, wellbeing, arts and crafts, food club) 
☐ Agency drop-in Appointment with CAB, Calico housing, Children & Family Wellbeing Service 
☐ Signposting 




	Brief description of support required cont..









	Emergency Contact: 


	Name:							Relationship:
Phone number:
Consent obtained from family/individual: Yes / No               Verbal / Written Date obtained:

Referrer Name___________________________________________	

Contact information
Email:								Mobile:

Signature: _______________________________________________Date:





Please email referral to:	enquiries@stanleyscommunitycentre.co.uk
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