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Name of GP Surgery………………………………………….


External Referral to Hillingdon Carers



Private & Confidential
                                                                             
e-mail to office@carerstrusthillingdon
	Details
	Carer                       
	Cared-for person    

	Full name:

	Title:                         Male/Female
	Title:                             Male/Female

	Address

Post Code
	
	

	Telephone Number

Mobile Number
	
	

	Email Address:


	

	Date of Birth:
	
	

	Ethnicity:
1st Language:

(if English is an additional language)
	
	

	Relationship:


	
	

	Is this a Young Carer?

School/College:

	Yes / No
	Yes / No

	Employment:


	Yes / No / Retired

f/t or p/t
	Yes / No / Retired

f/t or p/t

	Nature of disability / illness / condition

(Please circle which mostly represents)
Registered Disabled:
Blue Badge:
	Older Person,     Dementia,        Stroke,
Physical/Sensory Disability,
 Learning Disability,        Mental Health,
 Child under 18 with additional needs
Yes / No

Yes / No
	Older Person,     Dementia,        Stroke,
Physical/Sensory Disability,
 Learning Disability,        Mental Health,
 Child under 18 with additional needs
Yes / No
Yes / No

	GP Surgery:
	
	

	Has the person given consent to this referral?

	Yes / No
	Yes / No

	Person completing this form


	Full Name


	

	Position / Organisation


	

	Contact Number


	

	E-mail address


	

	Date of referral
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