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	Date of Referral:

Name of Referrer:
	

	Job Title (Role)
	

	Telephone no:


	



	Client name:
	

	DOB:
	

	Tel no:
	

	Address:
	

	Postcode:
	











What existing services does the person already receive?

	
	   YES
	NAME, CONTACT NO & NUMBER OF HRS RECIEVED PER WEEK

	Reablement
	
	

	District nurse
	
	

	Community psychiatric nurse
	
	

	Social worker
	
	

	Occupational Therapist
	
	

	Day care
	
	

	Other health service (specify)
	
	

	Disability services
	
	

	Other (please give details)
	
	

	ITEM
	   YES
	
	
	

	
	
	    HIGH
	    MEDIUM
	      LOW

	Client is at risk from falling
	
	
	
	

	Client has already fallen
	
	
	
	

	Client is at risk of leaving gas taps on
	
	
	
	

	Client is at risk of leaving water taps on
	
	
	
	

	Client is at risk of causing a fire
	
	
	
	

	Client is at risk of night time purposeful walking
	
	
	
	

	
	YES

	 Admission to hospital
	

	Admission to residential care
	

	Other (please specify) 
	

	
	YES

	Gas
	

	Electricity (power point adjacent and within 2 meters of telephone point) 
	

	Telephone
	

	MASCOT Careline
	


 
Client issues regarding risk reduction (please fill in as appropriate)





If Telecare is not installed 


- what would be the probable outcome?





Current services at property





Is Keysafe required  -   Yes……..  No………








Please detail any other information about the client’s condition or situation that you feel relevant








Please post, fax or email form back to:


MASCOT Telecare • Merton Council, Civic Centre, 1st Floor, London Road, �Morden  SM4 5DX


Tel: 020 8274 5940 • Fax: 020 8274 5930


email: mascot@merton.gov.uk • website: www.mascot-telecare.org.uk





MASCOT TELECARE REFERRAL FORM


   








Please detail information you may feel relevant about the client’s condition or situation: -





MASCOT Telecare use only: Date of assessment:   			      Date of Installation:


























If yes, please give discharge date:





NO





YES





Is this a hospital discharge? �(delete as appropriate)





Client and property details





If YES, please give landlords details:





NO





YES





Is this property rented? (delete as appropriate)

















Client issues requiring risk reduction (please fill in as appropriate)





Other (please specify)





Client is at risk of wandering





Client feels loss of independence





Client suffers from a long term condition





Client has reduced mobility





Client lives alone





Client is visually impaired





Client is hearing impaired








Client has been a victim of an intruder/bogus caller








Client doesn’t feel safe and secure in their home








Client is epileptic








High                  Medium                  Low





ITEM							YES	     	         LEVEL OF RISK





















































































































































































































































Next of kin details





Name:





Tel no:



























































