
1 

 

49 PLASHET ROAD 

UPTON PARK 

LONDON 

E13 0QA 

 

TEL: 020 8548 0070 

FAX: 020 8472 2696 

www.subco.org.uk 

 
                (Please tick) 
CLIENT DETAILS          Self Referral 

 

Title: .................. Surname: .............................................. Forename: .............................................. 

Address: ............................................................................................................................................. 

...........................................................................................Post code: ............................................... 

Telephone No: ..................................................................Date of Birth: ............................................ 

Age: ................................. Male/ Female: ........................ Marital Status: ......................................... 

Ethnic Origin: ................................................................... 1st Spoken Language: .............................. 

Religion: ........................................................................... 2nd Spoken Language: ............................. 

 

NEXT OF KIN 

 

Name/ Address of Next of Kin: ........................................................................................................... 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: .................................................................  Additional Number: ................................. 

 

Local Contact if different:  

 

Name/ Address: .................................................................................................................................. 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: .................................................................  Additional Number: ................................. 

 

REFERRER DETAILS 

 

Name/ Address of Referrer: ............................................................................................................... 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: ................................................................. Email Address: ......................................... 

Position: ...........................................................................  

Does the client know they are being referred? YES/ NO (circle appropriate) 

 

Preferred date to begin Service: ..................................................................................................... 

 

Formerly known as 
SubCo Elders Day Centre 

 

Souchein Befriending 

Project 

Client Referral Form 
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MEDICAL DETAILS 

 

Medical Conditions: ............................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

 

Medications: ....................................................................................................................................... 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

 

Identified Risks: e.g. social / behavioural: ........................................................................................... 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

 

Reason for Referral:  

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 

............................................................................................................................................................ 
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SERVICES IN PLACE: 

 

Personal Care: Name & Contact No.  

 

District Nurse: Name & Contact No.  

 

Community Matron: Name & Contact No.  

 

Neighbours/ Friends: Name & Contact No.  

 

Telecare/ Health: Name & Contact No.  

 

Lifeline: Name & Contact No.  

 

Day Centres: Name & Contact No.  

 

Other  

(Please Describe) 

Name & Contact No.  

 

 

GP DETAILS: 

 

Name/ Address: .................................................................................................................................. 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: .................................................................  Additional Number: ................................. 

 

SOCIAL WORKER DETAILS: 

 

Name/ Address: .................................................................................................................................. 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: .................................................................  Additional Number: ................................. 
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CARER DETAILS: 

 

Name/ Address: .................................................................................................................................. 

............................................................................................................................................................ 

.......................................................................................... Post code: ............................................... 

Telephone No: .................................................................  Additional Number: ................................. 

 

 

ALL SECTIONS MUST BE COMPLETED, IF NOT THIS COULD DELAY THE 

REFERRAL PROCESS 
 

PLEASE RETURN TO: 

 

Souchein Befriending Project 

SubCo Trust 

49 Plashet Road 

Upton Park 

London 

E13 0QA 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Internal Use: 

 

Reference Number _____________________________ Date: __________________________ 

 

More information needed: YES/ NO If yes, Returned to referee date: _____________________ 

 

Referred to other Service(s) YES/ NO if Yes, Date referred: ____________________________ 

 

 

 


