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Referral to KeyRing for : 
Address:
Contact Phone Number:
PID:
Has a single purchase contact been authorised? Please note KeyRing will not be able to start supporting without this in place- YES/NO
Which Team are they allocated too ie MH/LD/etc?

	How do you know the person who wants to join KeyRing?
	Click or tap here to enter text.
	How long have you known this person?
	Click or tap here to enter text.


	Reason for referral? 

	

	Which tier of support is needed-
Full member- weekly visit
Associate member- fortnightly visits
	

	Current housing and support arrangements?
	

	Is person looking to be rehoused? If yes, are they on Local Authority housing register?
	

	Outcomes-Please detail what outcomes have been identified that the person wants support to work towards? ie moving home
	


	Success Criteria- Please detail what success looks like for the person? ie living independently 
	

	Care/Support-Please detail what support you would need to commission if KeyRing is not in place. Detail type of service and hours etc
	

	Other providers/professionals involved, please include name and contact details
	

	Known risk- Please state any risk that may be present to others. Please state is person is 1:1 or 2:1
	

	Please provide any relevant documentation 

	Care Management Assessment has been provided - 
	☐ Yes               ☐ No

	Mental Health Assessment has been provided - 
	☐ Yes               ☐ No

	Other Assessments, Support or Care Plans provided – please detail
Click or tap here to enter text.
	☐ Yes               ☐ No

	2.5

	If yes, please give details.
	Click or tap here to enter text.






The information in the referral and any assessment sent is an accurate reflection of the support needs of the person being referred.

Signed: Click or tap here to enter text.	Date: Click or tap to enter a date.

Name:        Phone number: Click or tap here to enter text.
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