
  

Please return this form to the 
Home Visiting Services Manager 

by post, fax or email 
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Referral Form for MSB Home Visiting Service 

If you need this form in another format please contact MSB on the number below 
 

Referrers’ details 

Referrers Name:                                                                                            
                                                                                            
Telephone:                                                 
                     
E-mail:      
      
Address: 
 
 
 
Date of referral:    
 

Does the service user know of this referral?                Yes                 No 
 

 
Service user details 

Name:  
                                                                                             
Address: 
 
 
Postcode: 
 
Telephone home:                                       Telephone mobile: 
 
Date of Birth: 
 

     Male                        Female 

 
Marital status:                                    
 

Lives alone:                     Yes               No 

 

First language:                               English spoken:      Yes               No 
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Other contacts 

 

GP name: 
 
GP address: 
 
 
 
GP telephone number: 
 
Next of kin name: 
 
Address: 
 
    
                              
Contact telephone number: 
 

 
Eye Condition  

Registered blind?           Yes                   No 

Partially sighted?            Yes                   No  

 
Date registered blind or partially sighted: 
 

Eye condition: 

 
Any other disabilities or chronic conditions? 

Physical health:  

    Long term conditions (please give details):………………..……………… 
 

………………………………………………………………………………….. 
 

Other health problems (please give details):……………………………….. 
 

  …………………………………………………………………………………... 
Disability: 

   Physical                          Hearing                     Learning disability  

   Other (please give details):…………………………………………………………...... 
 

………………………………………………………………………………………………….... 
 

Mental health: 

   Depression/anxiety         Delusions/hallucinations 

   Dementia                         Substance abuse 

   Other (please give details):………………………………………………….… 
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What support is provided at present? 
 

    No support 
 

    Live in carer (please circle):       family member         or        employee 
 

    Home help: number of days per week (please circle) 
 

                        1             2             3             4             5             6             7 
 

    Nursing: number of days per week (please circle) 
 

                        1             2             3             4             5             6             7   
                

    Residential care  

             

How will home visits help? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Please continue overleaf if necessary) 

 
 

Signed by Referrer:             
 
 

Please can you now complete the equal opportunities monitoring form 
overleaf. 
 

 
Equal opportunities statement 

 
The Society is committed to treating service users and prospective service users 
fairly irrespective of their gender, age or ethnic origin. This form is designed to help 
us monitor our equal opportunities policy and will only be used for that purpose. 
 
We respect that the information requested is sensitive and we will treat it with the 
utmost confidentiality in line with the requirements of the Data Protection 
legislation. The data will not be taken into account when we consider how we might 
help the service user and will not be given to a third party. 
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Gender 

 
 Male   Female  

 
Age 



 under 21   21-30   31-40   41-50  
 51-60   61-70   70-80   80+ 
 
Ethnic origin 

 
White 

 British      Irish  

 Any other white background, please specify        

 
Black or Black British 

 Black Caribbean    Black African  

 Any other Black background, please specify        

 
Asian or British Asian 

 Indian      Pakistani    Bangladeshi  

 Any other Asian background, please specify        

 
Mixed Heritage 

 White & Black Caribbean   White & Black African  White & Asian 

 Any other Mixed Heritage, please specify         

 
Chinese or other ethnic group 

 Chinese     Chinese British 

 Any other background, please specify          
 
 I do not wish to declare my ethnic origin   

Please return to: 
Home Visiting Services Manager 

Post: Lantern House 
102 Bermondsey Street  

London SE1 3UB  
Tel: 020 7403 6184  

Fax: 0207 234 0708  
Email: sohara@msb.gb.com 

MSB Office records only: 
Date received: 
By Whom: 
Date recorded: 

mailto:sohara@msb.gb.com

