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	Client’s Details   Complete All boxes

	Name:

	Date of birth:

	Gender: Male/ Female/ Transgender

	National Insurance Number:

	Address:

Postcode:

	Telephone (home):

Telephone (mobile):
	Email address:



	Referral Type:    Tick one box

	Self Referral
	
	External Agency Referral

	

	      Internal Referral 
	


    
	Referral Agency Details If Self Referral, tick n/a (     ) and move to next section

	Name of contact:

	Position:

	Organisation name and address:

Postcode:

	Contact Tel No:

	Contact Email address:

	Length of time known to referring agent:

	

	Nature of support provided by referring agency (include engagement requirements): 







	Current Accommodation tick those that apply and state text where requested

	Rent from council, general needs
	

	Rent from Housing              Association    
	
	  Rent privately

	


	Any rent arrears
	

	If yes, how much 
	£

	Prison / YOI
	

	Friends & Family

	

	Approved Probation Hostel
Direct Access Hostel 
	

	Temporary Accommodation
	

	Supported Housing 
	

	Women’s Refuge
	


	Rough Sleeping / Sofa surfing
	

	Own you own home

	

	Other (specify)

	


	Bed & Breakfast 
	
	Hospital
	
	
	

	Which local authority has the applicant come from? 
	

	How long has the applicant lived in the local authority? 

	Was the reason for leaving a direct result of the removal of the spare room subsidy or benefit cap? Please specify
	Yes
	No

	
	
	



	
 

	Housing status Tick those that apply
	Yes
	No
	Don’t Know 

	Immediately prior to this application was the applicant:
a) Not homeless
	
	
	

	b) Found ‘statutorily homeless by LA but not owed a main homelessness duty
	
	
	

	c) Other homelessness i.e. not found statutorily homelessness by LA but considered to be homeless by referral agent
	
	
	

	Has the applicant been given reasonable preference (i.e. priority) for housing by the local authority?
	
	
	

	If Yes which reasons apply
	

	Homeless  - Found ‘statutorily homeless by the LA and owed  a main homelessness duty
	

	About to lose their home (within 28 days)
	

	Living in insanitary, overcrowded or unsatisfactory housing
	

	A need to move on medical and welfare grounds (including a disability)
	

	A need to move to avoid hardship to themselves or others 
	



	Why does the applicant need accommodation?     Tick those that apply                                                             

	Leaving Care / LA care
	
	Evicted from Private tenancy
	

	Discharged from Prison / YOI
	
	Evicted from council/HA tenancy 
	

	Leaving hospital or other institution 
	
	Fleeing domestic violence
	

	Leaving hostel 
	
	Fleeing racial harassment 
	

	Asked to leave home by family & friends 
	
	Fleeing  other harassment inc. Hate crime
	

	End of Assured shorthold or Fixed term Tenancy
	
	Under occupation 
	

	Move to accommodation with support
	
	Move closer to family
	

	Other? Please specify 
	



	Next of kin / emergency contact details  Complete All boxes 

	First Name 
	

	Surname 
	


	Address

	


	Relationship 
	


	Contact Details
	Tel:                                           Email:


	Additional Information Tick those that apply or  tick  n/a (     ) and move to next section

	
	Yes
	No
	Refused to answer

	Has the applicant ever served in the UK Armed Forces 
as a regular or reserve? (Excluding National Service)

If they’ve ever served as a regular. Have they left within the last 5 years?
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Does the applicant consider themselves to have a physical disability?
	
	
	

	Has the applicant been seriously injured/ disabled as a direct result of their time and activities serving as a reservist? 
	
	
	

	Does the applicant require wheelchair accessible housing?
	
	
	

	Does the applicant consider themselves to have a learning difficulty?
	
	
	




	Client Group / Vulnerability (Tick the box that applies.  You will be asked for further information about any of the vulnerabilities identified later in the application.) This information is collected to ensure that an adequate assessment of support needs is carried out.

	Mental health needs
	
	Teenage parent
	

	Drug dependency
	
	Offender
	

	Alcohol dependency
	
	Rough sleeping
	

	Single homeless with support needs
	
	Learning Disability
	

	Young person 
	
	Other. Please specify 
	



	Type of support required by client Tick whichever applies

	Requires access to support on site for the majority of the time – i.e. 24 hours a day
	

	May require support more intensively when in crisis but could manage with support provided during office hours
	

	Can manage with visiting support up to 2 hours per week  (low support)
	



	Income Type Tick all that applies and enter text where requested

	Income 
	
	Weekly Income
	
	
	Weekly Income

	JSA / Income Support
	
	
	Has applied for benefits but not in receipt yet
	
	

	Wages / Salary 
	
	
	Tax Credit – Family
	
	

	Incapacity Benefit
	
	
	Housing Benefit
	
	

	DLA (mobility)
	
	
	Disability Working Allowance
	
	

	Universal Credit  
	
	
	DLA (care)
	
	

	Pension 
	
	
	Severe Disability Allowance
	
	

	State Pension 
	
	
	Occupational Pension
	
	

	Tax Credit – Working  
	
	
	Statutory Sick Pay
	
	

	Currently not in receipt of benefits
	
	
	Other
	
	

	Total Net Income: £



	Mental Health Needs Tick all that applies / enter text where requested. 
                                    Tick if n/a (   ) and move to next section 
(This information is collected to ensure that an adequate assessment of support needs is carried out and that an appropriate support package is put in place should the applicant be successful.) 

	Provide clients mental health diagnosis

	Depression 
	
	Supported by community mental health team
	

	Suicidal ideation 
	
	Schizophrenia
	

	Receiving outpatient treatment 
	
	Personality disorder 
	

	Panic / Anxiety attacks
	
	Bipolar disorder 
	

	Supported by forensic mental health team
	
	Other.  Please specify
	

	If the client has an allocated care Co-ordinator, please provide their details below.

	Name
	

	Telephone number 
	

	Email address 
	





	Offender specific information   Tick all that applies and enter text where requested, 
                                                     or tick if N/A (    ) and move to next section

	Is your client still in prison? 
	

	If your client is still in custody, please state the earliest possible release date

	If your client is still in custody, please provide the prison number

	Are there any further pending court cases?
	

	If you have indicated yes, please provide details of dates and reasons for pending court case. 
 



	Is a custodial sentence likely as a result of the pending court case                   
	

	Type of License                  

	None 
	
	Community order
	

	MAPPA (please state what level)
	
	DRR
	

	Anti Social Behaviour Order
	
	Schedule 1 offender 
	

	Life License
	
	Has the offender been requested to notify the police of his/her address in accordance with part 1 of sex Offenders Act?
	

	Other type of license. Please specify 
	

	License end date
	

	Please state the conditions of the license and if there are any placement issues relating to risk e.g. location of victim or community links. 
	

	If the offender is subject to a tag please state the conditions of the tag.
	

	If the offender is subject to an ASBO, please state the conditions of the ASBO
	

	Please detail any programmes attended and completed whilst in custody/supervision




	If the offender has an allocated Offender Manager, please provide details below

	Name
	

	Telephone number 
	

	Email address
	



	For Offender Mangers only 

Please provide the risk of harm summary from the OASys report.
Please provide a summary of offenders previous offences as described on the first page of the MG16


	The description of the offence should describe:
1) The nature and frequency of the offending behaviour
2) The background of the offending behaviour
3) An assessment of the risk of the behaviour manifested against the housing providers staff, other clients and equipment. 



	Substance Dependency 
Tick all that applies and enter text where requested, or tick if N/A (    ) and move to next section
(This information is collected to ensure that an adequate assessment of support needs is carried out and that an appropriate support package is put in place should the applicant be successful.) 

	Drug dependent
	
	Alcohol dependent
	

	On a methadone programme
	
	On a Subutex script 
	

	Level of use. Please state how much your client is using daily or weekly. State how long they have used have been using substances.
	

	Pattern of use. Please describe your client’s pattern of consumption.  This may include binge use or regular use or around particular time etc.
	

	Any physical health needs related to substance misuse / alcohol?
	

	Completed a detox
	
	
Dates of detox

	From 
	To

	
	
	
	
	

	Completed rehab programme 
	
	Dates of rehab

	
	

	Type of drug dependency.    

	Heroin
	
	  Ketamine
	
	Psychoactive drugs (please specify)
	

	Cocaine
	
	 Cannabis
	
	Other (please specify)
	

	Amphetamines
	
	 Tranquillisers
	
	
	

	Methadone
	
	 KHAT
	
	
	

	If your client is engaging with a substance misuse worker, please provide their details below.

	Name 
	

	Telephone number
	

	Email address
	



	Young Person Tick all that applies / enter text where requested, or tick if N/A (    ) 

	Is the young person estranged from their family?
	

	Please tick the boxes that may apply to your client

	Young person below 18 years
	
	Young person between 19 and 21 years
	

	Young person leaving care
	
	Young person supervised by the Youth Offending team
	

	Young person engaging with CAMHS
	
	Other. Please specify:
	

	If young person is a parent, please provide dependents details
	Name
	

	
	
	

	
	Date of birth
	

	
	
	

	Do any of the children have, or have they had a Child Protection Plan or Children in Need Plan
	

	If young person engaging with a young person’s service, please provide their details below. 

	Name 
	

	Service name
	

	Telephone number
	

	Email address
	



	Dependents Tick all that applies / enter text where requested. 
                     Tick if n/a (   ) and move to next section 

	Is your client pregnant? (client may need to provide evidence of pregnancy)
	Yes    
	No 
	Due Date 
	

	
Does the applicant have any dependents or children who are living with them, or are expected to live with the client
	
Yes
	

	Name 
	Date of Birth

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Do any of the children have, or have they had a Child Protection Plan or Children in Need Plan

	Yes 
	No

	If your client is engaging with a service relating to the pregnancy or dependants, please provide their details below.

	Name
	

	Telephone number
	

	Email address
	



	Other Support Services  Tick all that applies / enter text where requested. 
                                          Tick if n/a (   ) and move to next section 

	Please indicate if the applicant receives support from any other service such as a Social Worker, drug services, probation, counsellor or GP. Please provide contact details. 

	Name 
	Telephone 
	Email

	
	
	

	
	
	

	
	
	

	
	
	



	Additional comments and information Tick all that applies / enter text where requested. 


	Please indicate the types of support that would benefit your client

	Budgeting
	
	Personal hygiene
	

	Debt management 
	
	Maximising benefits
	

	Literacy / numeracy 
	
	Social isolation  
	

	Links to community services 
	
	Links to local health services
	

	Accessing education / employment
	
	Cooking 
	

	Other.  Please elaborate if you feel your client needs help in any other areas. 

	



	Additional supporting information Tick all that applies / enter text where requested. 


	Please indicate which documents you are providing in addition to this referral.  

	Summary of previous convictions
	

	Risk of harm summary 
	

	Other assessment.  Please specify 



	



	Client declaration Must be signed for the Application to be considered

	In order to help you to access housing and other related support services, we need to access information about you and share this with other agencies.

You need to be aware that as apart of service delivery we may need to share some of your information  with the commissioner of the service, the agency that referred you and any statutory agency that you work with such as probation or YOT worker.  Information will be shared on a need to know basis, where there is a legal necessity to know. We will always disclose information to agencies in exceptional circumstances for example, where you pose a serious risk to yourself or others.
The intention is to ensure your safety and the safety and wellbeing of others.

We need to be able to share and obtain information about your case with and from a number of agencies to enable us to assist you effectively. Your signature signifies your acceptance.

Name:                                                              Signature:                                      Date:




	Referrer Name Must be signed for the Referrer to be considered 

	
Name of contact:                                             Signature:                                     Date:





Nacro collects and uses Personal data and Special Categories of data of service users as contained in this form, so it can provide services to you and fulfil its contractual and statutory obligations.  Nacro recognises that Personal data and Special Categories of data are the property of the individual and it regards the lawful and correct treatment of personal data as very important.  To this end, Nacro fully supports and adheres to the General Data Protection Regulations.

If you have any questions or concerns about how your data is held including viewing the data that is held on you, please contact your Support Worker or company.secretary@nacro.org.uk.

For more information about how your data is held, please see https://www.nacro.org.uk/home/privacy/



Supervising Referrer worker; Must be signed for the Referrer to be considered
I confirm that the above has been fully explained to the named applicant and I have taken steps to ensure that they understand this agreement. 

	Staff Member Name (Print)
	
	Staff Member Signature
	                  
	Date (please ensure that this is entered)
	





	History of Risk  Tick all that applies / enter text where requested. 
                         Tick if n/a (   ) and move to next section

	Applicant Name:

	Address:

	Date of birth:                                              

	Date of assessment:


	Information sources available / accessed in completing risk history 

	Client
	
	Hospital notes
	

	Health / Drug Service
	
	Prison service
	

	GP
	
	Other professionals
	

	Police / Probation Service
	
	Other (please specify)
	

	Care Co-ordinator
	
	Other (please specify) 
	

	Identified areas of risk (if you tick either of the first two boxes, please explain further in box for each risk area. 

	Self-harming
	Last 12 months 
	Previous history 
	Not applicable 

	Suicide attempts
	
	
	

	Further details: 

	

	Harm by cutting and / or burning 
	

	

	


	Further details: 



	Accidental self harm (overdose etc.)
	
	
	

	Further details



	High risk injecting practices 
	
	
	

	Further details 



	High risk sexual practices
	
	
	

	Further details 



	Untreated significant health concerns or self neglect 
	
	
	

	Further details



	Risk of exploitation from others
	
	
	

	


	Violence / Harm towards others 
	Last 12 months
	Previous history 
	Not applicable

	Threatening behaviour towards others (public, other service users, staff, family members)
	
	
	

	Further details



	Violent offences 
	
	
	

	Further information 



	Evidence of sexual offences (e.g. rape, indecent exposure, threats, stalking etc.)
	
	
	

	Further information



	History of Arson 
	
	
	

	Further information


	Weapons possession / utilisation 
	
	
	

	Further information



	Domestic Abuse
	Yes 
	No 

	Has the client been a victim of domestic Abuse
	
	

	Further information



	If the service user was the victim are they still in contact with the perpetrator of domestic abuse?
	

	


	Further information 


	Has the service user been the perpetrator of domestic abuse?
	

	


	Further information



	If the service user was the perpetrator, are they still in contact with the victim?
	
	

	Further details 


	Mental Health 
	Yes 
	No


	Is the client on prescribed medication for their mental health? Please specify 
	
	

	Further information 



	Has the client been detained and treated under the Mental Health Act? 
	

	


	Further information 


	If the client does not have a mental health diagnosis, are there any staff concerns about their mental state
	
	

	Further information



	Physical Health 
	Yes 
	No 

	Does the client have any diagnosed illness? If yes, please specify and elaborate on any treatment that they may be receiving for the illness
	
	

	Further information


	Service engagement 
	Yes
	No

	Unplanned / erratic engagement with drug services
	
	

	Unplanned / erratic engagement with mental health services 
	
	

	Damage to property 
	Yes
	No

	Has the client been responsibly for significant damage to property? If yes please specify
	
	

	Summary of key risks







	

	Low
	

	Medium
	

	High 
	



	Risk assessment completed by:
	

	Date
	

	Client signature:
	

	
	

	Countersigned by:
(Team leader / Manager
	


	
	





Equal Opportunity Monitoring Form 

We would be grateful if the applicant would complete the following monitoring form.
This helps us to ensure that we are offering a service that is available to everyone. The information will be kept confidential and separated from the referral form. This information will be used for monitoring purposes only.  It will not affect your application for support.  Please select the answer you would like to give. 

	What is your ethnic group? Optional but preferred
Please choose one section from the boxes below

	White:
	Black or Black British:
	Asian or Asian British:

	English, Scottish, Welsh, Northern Irish 
	
	Caribbean 
	
	Indian 
	

	Irish 
	
	Somalian
	
	Pakistani
	

	Gypsy, Irish Traveller
	
	Eritrean
	
	Bangladeshi
	

	Greek / Greek Cypriot
	
	Nigerian
	
	Any other Asian background 
	

	Kurdish
	
	Ghanaian
	
	please specify 
	

	Any other White background 
	
	Any other African background please specify
	
	Chinese
	

	
	
	
	
	Vietnamese
	

	Mixed:
	
	
	Filipino
	

	White and Black Caribbean
	
	 Any other Black background please specify 

	
	Other ethnic group
	

	
	
	
	
	Arab
	

	
	
	
	
	Any other please specify
	

	White and Black African
	
	
	
	
	

	White and Asian
	
	

	Any other mixed background please specify
	
	

	I do not wish to answer
	
	



	Nationality Optional but preferred

	UK National resident in UK
	
	Latvia
	

	UK National resident returning from abroad
	
	Poland
	

	Hungary
	
	Slovenia
	

	Lithuanian               
	
	Bulgaria
	

	Slovakian
	
	Romania
	

	Czech Republic 
	
	Ireland
	

	Estonia
	
	
	

	Other EU Economic Area (EEA) country
Austria, Belgium, Cyprus, Denmark, Finland, France, Germany, Greece, Iceland, Italy, Liechtenstein, Luxembourg, Malta, Netherlands, Norway, Portugal, Spain, Sweden and Switzerland.         
	
	Any other country

	










	Disability Tick all that applies / enter text where requested. 
                 Tick if n/a (   ) and move to next section
	

	Do you consider yourself disabled under the Disability Discrimination Act of 1995?
Under the Disability Discrimination Act 1995, a person is considered to have a disability if he/she has a physical or mental impairment that has a substantial and long term effect on his/her ability to carry out normal day to day activities.

	

	Do you consider that you meet this definition of a disability?
	Yes
	No 
	I do not wish to answer 


	If yes, please specify the type of disability:
	            

	Hearing
	

	Vision
	

	Speech
	

	Mobility 
	

	Physical Co-ordination 
	

	Reduced Physical capacity
	

	Severe disfigurement
	

	Mental illness
	

	Other. Please specify: 
	



	Sexuality Optional but preferred
	          

	How would you describe your sexuality 
	

	Heterosexual
	

	Gay
	

	Lesbian
	

	Bi-sexual
	

	I do not wish to answer  
	



	Religious Faith Optional but preferred                                                                        


	Do you have a religion or belief you would like to mention?

	Christian
	
	Buddhist
	

	Hindu
	
	Rastafarian
	

	Jewish
	
	Sikh
	

	Muslim 
	
	I do not wish to answer
	

	No Religion
	
	Any other: 
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Nacro Staff to Complete


	Referral Status

	Date referral received
	

	Date referral input to OMNI
	
	OMNI Number 
	

	Date of referral acknowledgement / applicant notified 
	
	Date referrer notified

	

	Referral rejected 

	Yes

	No 

	Date Rejected
	

	If rejected please state reasons why. 





 



	Rejected prior to interview Applicant notified 
	Yes
	No
	Rejected prior to interview Referrer notified 
	Yes
	No

	Right to appeal decision provided to applicant 
	Yes
	No

	Referred to other provider/ agency? (provide details for both answers)
	Yes
	No

	Provide details: 






	Interview applicant 

	Yes

	No

	Interview date  

	

	Date applicant notified of interview

	




 


image1.png
Nacro





Referral Form


 


 


AA2


 


                                                          


Private and Confidential


    


 


 


Referral Form AA2


 


Page 


1


 


of 


1


 


 


March 18


 


 


 


 


Client’s Details


 


  


Complete All boxes


 


N


ame:


 


 


Date of birth:


 


Gender: 


Male/ 


Female


/


 


Transgender


 


 


National Insurance 


Number:


 


Address:


 


 


Postcode:


 


Telephone (home):


 


 


Telephone 


(mobile):


 


Email address:


 


 


Referral Type:
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Self 
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If Self Referral, tick n/a (     ) and move to next section
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Any rent arrears
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Own you own home
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Which local authority has the applicant come from? 


 


 


How long has the applicant lived in the local authority? 


 


Was the reason for leaving a direct result of the removal of the spare room subsidy or 


benefit cap? Please specify


 


Yes


 


No
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Client’s Details      Complete All boxes  

N ame:    Date of birth:  

Gender:  Male/  Female /   Transgender    National Insurance  Number:  

Address:     Postcode:  

Telephone (home):     Telephone  (mobile):  Email address:  

 

Referral Type:      Tick one box  

Self  Referral   External Agency   Referral              Internal   Referral     

      

Refer r al Agency   Details   If Self Referral, tick n/a (     ) and move to next section  

Name of contact:    Position:  

Organisation name and a ddress:     Postcode:  

Contact Tel No:    Contact  Email address:  

Length of ti me   known to referring agen t :     

Nature of support provided by refer ring agency   (include engagement requirements):           

 

Current  Accommodation   tick  those that  apply and   state   text where requested  

Rent from council ,  general needs     Rent from Housing                Association          Rent privately       

Any rent arrears     If yes, how much   £  

Prison / YOI     Friends & Family       Approved Probation Hostel   Direct Access Hostel    

Temporary Accommodation     Supported Housing      Women’s Refuge     
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Which local authority has the applicant come from?    

How long has the applicant lived in the local authority?   

Was the reason for leaving a direct result of the removal of the spare room subsidy or  benefit cap? Please specify  Yes  No  

  

 

