
CHERRY TREE NURSERY 
(Project of SWOP)  27.07.09 
 

REFERRAL FORM 
 
REFERRAL DATE ……………… DATE FORM REC’D ………………… 

Off New Road Roundabout 
Northbourne 
BOURNEMOUTH 
BH10 7DA 
 
Tel No: 01202-593537 

 
 
NAME:…………………………………………………………………. 
 
ADDRESS:……………………………………………………………. 
 
………………………………………………………………………….. 
 
………………………………………………………………………….. 
 
POST CODE:………………………………………….………………. 
 
TEL NO: ……………………………………………….………………. 
 
MOBILE: ………………………………………………………………. 
 
DATE OF BIRTH: …………………………………….………………. 
 
NAT INS NO: ………………………………………….……………… 
 
 
CONSULTANT: ………………………………………………….…… 
 
TEL NO: ………………………………………………………………... 
 
 
OTHER AGENCIES INVOLVED: …………………………………… 
 
TEL NO: ……………………………………………… 
 
 
CLEAN DRIVING LICENCE  YES/NO  
 
VEHICLE OWNER   YES/NO 
 
 
BENEFITS RECEIVED:  (Please tick) 
 
INCOME SUPPORT…………………………….. 
 
INCAPACITY BENEFIT ………………………… 

 
JOB SEEKERS ALLOWANCE………………… 
 
DISABILITY LIVING ALLOWANCE …………… 
 
SEVERE DISABLEMENT ALLOWANCE ……. 
 
INVALID CARE ALLOWANCE …………………. 
 
HOUSING BENEFIT ……………………………. 
 
COUNCIL TAX BENEFIT……………………….. 
 
 
 
 

 
 
REFERRED BY: ……………………………………………………… 
 
JOB TITLE: ……………………………………………………………. 
 
ORGANISATION: …………………………………………………….. 
 
ADDRESS: ……………………………………………………………. 
 
………………………………………………………………………….. 
 
………………………………………………………………………….. 
 
POST CODE: ………………………………………………………… 
 
TEL NO: ………………………FAX NO: ……………………………. 
 
MOBILE:  ……………………………………………………………… 
 
KEYWORKER: ………………………………………………………. 
 
TEL NO: ………………………………………………………………. 
 
MOBILE: ………………………………………………………………. 
 
GP’S NAME & SURGERY: …………………………………………. 
 
………………………………………………………………………….. 
 
………………………………………………………………………….. 
 
TEL NO: ……………………………………………………………….. 
 
 
CONTACT PERSON/NEXT OF KIN: 
 
NAME: …………………………………………………………………. 
 
ADDRESS: ……………………………………………………………. 
 
………………………………………………………………………….. 
 
………………………………………………………………………….. 
 
………………………………………………………………………….. 
 
TEL NO: ………………………………………………………………. 
 
MOBILE: ………………………………………………………………. 
 
 
 
 
REASON FOR REFERRAL: 

PLEASE NOTE:  1  FOR THE REFERRAL TO BE ACCEPTED – BOTH SIDES OF THIS 
FORM MUST BE COMPLETED  2  FOR REASONS OF CONFIDENTIALITY, WE CANNOT 
ACCEPT FAXED REFERRALS  3  WHERE AVAILABLE, THIS FORM NEEDS TO BE 
ACCOMPANIED BY A COPY OF THE VOLUNTEER’S CARE PLAN. 



 
REASON FOR REFERRAL 
 
 
 
 
 
 
 
 
 
 
BRIEF MENTAL HEALTH HISTORY INCLUDING DIAGNOSIS 
 
 
 
 
 
 
 
 
 
 
MEDICATION PRESCRIBED: 
 
 
 
 
 
ANY DISABILITIES/SPECIAL CONSIDERATIONS: 
 
 
 
 
BACKGROUND (INCLUDING QUALIFICATIONS & WORK EXPERIENCE) 
 
 
 
 
 
 
 
 
 
 
 
 
 
WORK INTERESTS/GOALS 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sheltered Work Opportunities Project is a company limited by guarantee (No. 2449757) and a Registered Charity (No. 900325). 
Registered in England at the Registered Office stated above.  VAT Reg. No. 619 6027 35 


