[image: ]

MY-WHEELBARROW REFERRAL FORM
Please read and complete all 8 sections of this referral form
Section 1
	
How did you hear about My-Wheelbarrow? Please Tick Below:


	Friend/Family/Colleague  
	☐
	Leaflet/Poster  
	☐

	Social Media  
	☐
	Internet Search
	☐

	GP or Health Professional  
	☐
	At Event  
	☐

	Other 
	☐
	Please State
	

	What is the date of this Referral?
	

	
Are you completing this referral for yourself or on behalf of someone else? 

If this referral is for someone else, please provide your name, title and organisation/contact details here:
	
For Myself:        ☐   
Someone Else:  ☐ 









In section 2, please provide information about you (self-referral) or the person you are referring.
Section 2: YOUR DETAILS
	Full Name
	

	Address
	

	Postcode
	

	Telephone Number
	

	Mobile Number
	

	Email Address
	

	Date of Birth
	










Section 3: YOUR HEALTH 
	Why would you like to join one of our support groups? 
	



	Please can you tell us about your mental health. For example, do you have any diagnosed mental health condition, suffer from low moods or anxiety
	





	Do you have any physical health, access or mobility needs?  For example, unable to walk without a walking stick, climb stairs, or require medication whilst exercising/engaging in activities                                            
	
Yes   ☐
 No   ☐


	If yes, please provide brief details here
	




Section 4: YOUR CONSENT
	
I give my consent for My-wheelbarrow to contact my Next of Kin or/and GP if there is a cause for concern regarding my health and wellbeing or in an emergency situation.  
I understand that this will involve the sharing of some appropriate information.
You can withdraw your consent or change your mind at any time.  
You can find more information in our Privacy Notice and our Confidentiality Policy.  
We can provide hard copies on request and are here to answer any questions you may have. 


	
Signed (e-signature accepted)

	

	
Print Name

	

	
Date

	







Section 5: EMERGENCY CONTACT PERSON / NEXT OF KIN
	Name
	

	Address
	

	Postcode
	

	Telephone Number
	

	Relationship To You
	




Section 6: GENERAL PRACTITIONER (GP)
	Name
	

	Surgery Name

	

	Address
	

	Postcode
	

	Telephone Number
	



Section 7: YOUR PREFERRED METHOD OF COMMUNICATION
	How would you prefer us to contact you?  
	Please tick all boxes that apply

	Phone
	☐    

	SMS Text     
	☐    

	Email
	☐    

	Post
	☐    

	Can we leave you a voicemail? 	
	☐ Yes    No ☐    












Section 8: SERVICE EQUALITY, PLANNING & MONITORING
To help us improve our services, we would like to collect information about who is accessing our support activities.  This information is collected to ensure that the services we offer are accessible to all, and that we, as a service provider take reasonable steps to ensure that our services are open and inclusive to all.  For the purposes of this referral, you do not have to answer any of the questions below. This information will be annonimised and soley used by My-wheelbarrow for service planning and monitoring purposes. 
By completing the information below, you give your consent for My-wheelbarrow to store and process the anonymised information. You can withdraw your consent or change your mind at any time.  

	How do you Identify?
	

	What is your Ethnic Origin?

	

	What is your Gender?

	

	What is your Sexual Orientation?

	

	What is your Religion?

	



Once completed, please forward this Referral Form to:       info@my-wheelbarrow.co.uk
If you need any help or support with completing this Referral Form please contact us on 07503 406 335 or via info@my-wheelbarrow.co.uk 
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