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	Referrer Details:
	

	Referral Date:
	

	Referrer  Name:
	

	Role/Organisation:
	

	Telephone:
	

	Email:
	

	Has the client given verbal consent for you to give us their contact details and for us to contact them:  (Yes/ No) :



	Clients Details

	Surname:
	

	Forename(s):
	  

	Preferred to be known as:
	

	Title:
	

	Address 1:
	 

	Address 2:
	 

	Address 3
	

	Address 4 Town:
	 

	Address 5 (County):
	

	Postcode:
	

	Preferred method of communication:
	Phone, Email, Large print

	Main Telephone No:
	 

	Mobile Telephone No:
	 

	Email Address:
	 

	Date of Birth:
	

	Sight Loss Registration:  
	(Sight Impaired, Severely Sight Impaired,  Not  Registered):

	Diagnosis / Eye Condition:
	AMD, Cataracts, Diabetic Retinopathy,  
Glaucoma,Retinitis Pigmentosa,
Other Please specify: 

	Additional Health and Communication issues:  
e.g. Dementia, Hearing Loss, Other 




	Domestic Information: (Lives alone, Lives with family, Lives with Parent, Lives with Partner):

	Any Existing Care package information:


	Referrals already made:  
(Fire Service, Benefits Check, Low Vision Assessment, Assistive Tech.)
 

	Safeguarding: (Any known areas of risk for staff or volunteers e.g. pets, access issues, risk of falling.)

	Priority rating: (1-5)
(5 being highest priority)
	Socially isolated: (1-5)
(5 being greatest need)

	Presenting needs:


	Additional Notes






	Please return this form to:

Address: The Office Manager
                 Splatford Barton
                 Kennford
                 Exeter
                 EX6 7XY
	Contact details

E:  enquiries@devoninsight.org.uk
T:   01392 876 666
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Your local sight loss charity




