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Completing the Floating Support Referral form (FSRF)
	When to use this form?

This form should be used if you intend to refer a client to a floating support service in the London Borough of Islington

Completing this form

To ensure that your application can be processed as quickly as possible, please make note of the following points:

· If you are referring from an agency, please complete this form on your computer and provide as much information as you can about the client you wish to refer. 

· Please complete all relevant sections on the form. All referrals should have completed Sections 1-7, the Equal Opportunities and Risk Assessment parts of the form. Sections 8-10 would need to be completed if relevant to your client’s needs.

· For sections with a  FORMCHECKBOX 
, click the box relevant to your client’s circumstances. The box will then have an X inserted within it. Eg  FORMCHECKBOX 

· If you have access to them, please attach relevant supporting documents. Eg: Risk assessments, Care Plans, history of previous offences etc. 

· Please ask the client to sign the ‘Declaration of Consent’ section of the form.

Once you have completed this form

Once you have completed this form, please return the form to 

Referrals.Co-ordinator@islington.gov.uk or fax it to 0207 527 4188. 

What happens when the Referral Co-ordinator receives this form?

When the Referral Co-ordinator receives this form, they will contact you to confirm receipt of the referral. They will then carry out an assessment of your clients support needs. 

1/ If all the relevant sections have been completed, the Referral Co-ordinator will identify a floating support provider to refer your client to.

2/ If all the relevant sections have not been completed, the Referral Co-ordinator will contact you to request more information. If it’s provided quickly, then the process described above will apply. Any delay in providing the required information will delay the processing of this referral.

3/ The Referral Co-ordinator will keep you informed about the progress of your application at each stage of the referral process until the case is closed. 




FLOATING SUPPORT REFERRAL FORM
1/ PERSONAL DETAILS

	First Name
	     
	Surname
	     

	Date of birth
	     
	Age
	     

	Gender
	Male  FORMCHECKBOX 

	Female  FORMCHECKBOX 

	Transgender  FORMCHECKBOX 


	Address
	     

	Postcode
	     
	National insurance number  
	     

	Telephone number
	     

	Is it safe to call?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Is it safe to leave messages?


	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Is it safe to write to the address stated?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If it is not safe to write to the address, where can the client be contacted?

	Address: 
	     

	If the clients first language is not English, please specify the language spoken and if they would need and interpreter.
	     


	Is the address provided above one of the following:

	Temporary accommodation provided by Islington Council
	 FORMCHECKBOX 

	Islington Council owned property
	 FORMCHECKBOX 


	Housing Association property
	 FORMCHECKBOX 

	Own tenancy or privately rented in clients name
	 FORMCHECKBOX 


	Friend’s / family member’s address
	 FORMCHECKBOX 

	Client is sofa surfing
	 FORMCHECKBOX 


	Rough sleeping
	 FORMCHECKBOX 

	Approved probation premises
	 FORMCHECKBOX 


	Other.  FORMCHECKBOX 
 Please specify
	     


2/ CLIENT GROUP / VULNERABILITY

	Please tick one box from each section to indicate your client’s vulnerabilities. You will be asked for further information about any of the vulnerabilities identified later in the application.

	Client group
	Primary 

vulnerability
	Secondary 

vulnerability

	Single homeless
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Family
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Drug misuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Alcohol misuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental health need
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Young person between 16 and 21 yrs
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Offender
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Rough sleeper
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Domestic Violence
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Learning Disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Disabled
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Older person (over 55 years)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other.  FORMCHECKBOX 
 Please specify:
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



3/ REASON FOR REFERRAL- (Part 1)

	Please tick the boxes that are applicable.

	Welfare benefits assistance
	 FORMCHECKBOX 

	Help to access local health services
	 FORMCHECKBOX 


	Tenancy management issues
	 FORMCHECKBOX 

	Help to access substance use services
	 FORMCHECKBOX 


	Threat of homelessness due to rent arrears
	 FORMCHECKBOX 

	Help to access mental health services
	 FORMCHECKBOX 


	Threat of homelessness due to anti social behaviour
	 FORMCHECKBOX 

	Help to access education / employment / training
	 FORMCHECKBOX 


	Pending court action
	 FORMCHECKBOX 

	Help to access services for the elderly
	 FORMCHECKBOX 


	Neighbour dispute
	 FORMCHECKBOX 

	Help to access community groups to tackle social isolation
	 FORMCHECKBOX 


	Debt management / Budgeting assistance
	 FORMCHECKBOX 

	Help to access Council services
	 FORMCHECKBOX 


	Help to develop skills to live independently
	 FORMCHECKBOX 

	Help to develop cooking skills
	 FORMCHECKBOX 


	Help to increase literacy and numeracy level
	 FORMCHECKBOX 

	Physical health issues
	 FORMCHECKBOX 


	Physical Disability
	 FORMCHECKBOX 

	Learning disability
	 FORMCHECKBOX 


	Offending behaviour
	 FORMCHECKBOX 

	Young person in temporary accommodation requiring support
	 FORMCHECKBOX 


	Vulnerable family / children
	 FORMCHECKBOX 

	Adult in temporary accommodation requiring support
	 FORMCHECKBOX 


	Help to access domestic violence services
	 FORMCHECKBOX 

	Other. Please specify
	     
	 FORMCHECKBOX 



4/ REASON FOR REFERRAL- (Part 2)

	Please briefly elaborate on each of the boxes that were ticked in the previous question. Please include the clients (1) immediate presenting need (2) the underlying long term problem and (3) the desired outcome of the intervention by a floating support service.

	     


5/ REFERRAL AGENCY DETAILS

	Referrer Name
	     
	Relationship to client
	     

	Is this a self referral?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Is the client requiring the service aware of this referral?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Length of time client has been known to you
	     

	Organisation name and address & postcode
	     

	Telephone number
	Landline
	     
	Mobile number
	     

	Email address
	     


6/ CURRENT SUPPORT PROVISION

	Please describe the nature of support currently provided by your organisation. Would the support you provide continue if the client were accepted for a floating support service?

	     


7/ OTHER SUPPORT SERVICES

	Please indicate if the applicant receives support from any other service and provide their contact details. Services may include: 

(1) Social Worker (2) Community Mental Health Team (3) Care Co-ordinator (4) Probation Offender Manager (5) GP (6) Substance use worker

	Name
	Telephone
	Email

	     
	     
	     

	     
	     
	     

	     
	     
	     


8/ MENTAL HEALTH NEEDS

	Please state the client’s mental health diagnosis.
	     

	Is the client subject to a Mental Health CPA?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If you have stated that the client is subject to a Mental health CPA, please confirm which of the following documents are being provided with this referral.
Please note the referral cannot be processed without the required documentation.
	Risk assessment
	 FORMCHECKBOX 


	
	Discharge summary
	 FORMCHECKBOX 


	
	Reports / Review meeting minutes
	 FORMCHECKBOX 


	
	Care Programme approach
	 FORMCHECKBOX 


	
	Leaving Care Pathways Plan
	 FORMCHECKBOX 


	
	Other.  FORMCHECKBOX 

Please specify
	     


9 / SUBSTANCE MISUSE
	Please tick the boxes that may apply to your client.

	Drug misuse
	 FORMCHECKBOX 

	Alcohol misuse
	 FORMCHECKBOX 


	On a methadone script
	 FORMCHECKBOX 

	On a subutex script
	 FORMCHECKBOX 


	Type of drug dependency. Please tick the boxes that may apply to your client.

	Heroin
	 FORMCHECKBOX 

	Crack
	 FORMCHECKBOX 


	Cocaine
	 FORMCHECKBOX 

	Cannabis
	 FORMCHECKBOX 


	Amphetamines
	 FORMCHECKBOX 

	Tranquillisers
	 FORMCHECKBOX 


	Methadone
	 FORMCHECKBOX 

	Khat
	 FORMCHECKBOX 


	Ketamine
	 FORMCHECKBOX 

	Other. Please specify:      
	 FORMCHECKBOX 


	Does the client use drugs intravenously?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



9 / SUBSTANCE MISUSE (continued)
	Please indicate the client’s level (how much) and pattern of use (how often).

	     


10/ OFFENDER HISTORY
	Please state if the client is subject to any type of supervision order.

	MAPPA
	 FORMCHECKBOX 

	Alcohol Treatment Requirement (ATR)
	 FORMCHECKBOX 


	Priority and Prolific Offender (PPO)
	 FORMCHECKBOX 

	Drug Rehabilitation Requirement (DRR)
	 FORMCHECKBOX 


	Community Order
	 FORMCHECKBOX 

	Anti Social behaviour order
	 FORMCHECKBOX 


	Subject to a tag curfew
	 FORMCHECKBOX 

	Other. Please specify:      
	 FORMCHECKBOX 


	Please confirm which of the following documents are being provided with this referral.
	Summary of previous offences
	 FORMCHECKBOX 


	
	Risk of harm summary from Oasys report
	 FORMCHECKBOX 


	
	Other.  FORMCHECKBOX 

Please specify
	     


11/ FAMILY DETAILS
	Is the client currently experiencing domestic violence? 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Please state if the client being referred has any children or dependants.

	Children / Dependants name(s)
	Date of birth
	Age
	Male / Female
	Social Services involvement / Child Protection plan in place

	     
	     
	     
	     
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	     
	     
	     
	     
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 



EQUAL OPPORTUNITY MONITORING

Please ensure that this section is completed. This is to ensure that the service provided does not discriminate on the grounds of race, ethnicity, sexuality, gender or disability. Any information you choose to give us will be treated in confidence. It will not affect your application for support.

1/ ETHNIC ORIGIN
	What is your ethnic group?

Please choose one section from A-F, then tick the appropriate box to indicate your cultural background.

	A/ White

 FORMCHECKBOX 
 British

 FORMCHECKBOX 
 Irish

 FORMCHECKBOX 
 Turkish/Turkish Cypriot

 FORMCHECKBOX 
 Greek/Greek Cypriot

 FORMCHECKBOX 
 Kurdish 

 FORMCHECKBOX 
 Any other White background. 

Please specify:      
	B/ Mixed

 FORMCHECKBOX 
 White and Black Caribbean

 FORMCHECKBOX 
 White and Black African

 FORMCHECKBOX 
 White and Asian

 FORMCHECKBOX 
 Any other Mixed background Please specify:      

	C/ Asian or Asian British

 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Any other Asian background.

Please specify:      


	D/ Black or Black British

 FORMCHECKBOX 
 Caribbean

 FORMCHECKBOX 
 Somalian

 FORMCHECKBOX 
 Eritrean

 FORMCHECKBOX 
 Nigerian

 FORMCHECKBOX 
 Ghanaian

 FORMCHECKBOX 
 Any other African background

Please specify 
Any other Black background

Please specify:      
	E/ Chinese or Other ethnic groups

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Vietnamese

 FORMCHECKBOX 
 Filipino

Any other. 

Please specify:      

	F/ Refused  FORMCHECKBOX 




2/ LANGUAGE
	If the client would like to be communicated with in a language other than English, please specify in the box below.

	     


3 / DISABILITY
	Do you consider yourself disabled under the Disability Discrimination Act of 1995?

If you consider yourself disabled, please select the definitions from the list below, which best 

describes your disability.

	 FORMCHECKBOX 
 Hearing
	 FORMCHECKBOX 
 Mobility
	 FORMCHECKBOX 
 Severe disfigurement

	 FORMCHECKBOX 
 Speech
	 FORMCHECKBOX 
 Physical Co-ordination
	 FORMCHECKBOX 
 Mental illness

	 FORMCHECKBOX 
 Vision
	 FORMCHECKBOX 
 Reduced Physical capacity
	 FORMCHECKBOX 
 Other. Please specify:      


4/ SEXUALITY

	How would you describe your sexuality?

	 FORMCHECKBOX 
 Heterosexual
	 FORMCHECKBOX 
 Gay
	 FORMCHECKBOX 
 Lesbian
	 FORMCHECKBOX 
 Bi-sexual
	 FORMCHECKBOX 
 Refused


5/ RELIGIOUS FAITH

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

If so please tick the appropriate box

	 FORMCHECKBOX 
 Christian
	 FORMCHECKBOX 
 Muslim
	 FORMCHECKBOX 
 Buddhist
	 FORMCHECKBOX 
 Rastafarian
	 FORMCHECKBOX 
 Sikh

	 FORMCHECKBOX 
 Hindu
	 FORMCHECKBOX 
 Jewish
	 FORMCHECKBOX 
 No religion
	 FORMCHECKBOX 
 Refused
	 FORMCHECKBOX 
 Other


RISK ASSESSMENT
	All referring agencies should complete this section of the form. If you are a statutory service eg Social Services, Probation, Community Mental Health Team etc, you do not need to complete this risk assessment. However, please provide a copy of your services Risk assessment for the client.

	Do you consider the client suitable for lone visits by a female worker?
	Yes 
	 FORMCHECKBOX 

	Do you consider the client suitable for lone visits by a male worker?
	Yes
	 FORMCHECKBOX 


	
	No 
	 FORMCHECKBOX 

	
	No 
	 FORMCHECKBOX 



	Dangerous behaviour

	Known history of violence or intimidation toward staff
	 FORMCHECKBOX 

	Violence resulted in severe injury
	 FORMCHECKBOX 


	Known history of violence or intimidation toward the public
	 FORMCHECKBOX 

	Violence resulted in minor injury
	 FORMCHECKBOX 


	Known history of violence or intimidation toward friends/ family
	 FORMCHECKBOX 

	Violence resulted in death
	 FORMCHECKBOX 


	Known history of abuse or harassment of others
	 FORMCHECKBOX 

	Known danger to children
	 FORMCHECKBOX 


	Problems managing anger / impulsive behaviour
	 FORMCHECKBOX 

	Substance / Alcohol abuse
	 FORMCHECKBOX 


	Other. Please specify
	 FORMCHECKBOX 

	     

	Please use the box below this to describe the nature of the risks ticked above. Please include information about the clients history in relation who might be at risk, the potential level of risk should an incident occur and the likelihood of an incident occurring at present. 

	     


RISK ASSESSMENT (continued)

	Emotional and Mental Health needs

	Detained under the Mental Health Act
	 FORMCHECKBOX 

	Known history of suicide attempts
	 FORMCHECKBOX 


	Known history of self harming
	 FORMCHECKBOX 

	Dual diagnosis
	 FORMCHECKBOX 


	Other. Please specify
	 FORMCHECKBOX 

	     

	Please use the box below this to describe the nature of the risks ticked above. Please include information about the client’s history in relation to current medication, previous hospital admissions, details of who might be at risk, the potential level of risk should an incident occur and the likelihood of an incident occurring at present.

	     


	Physical Health / disability / self-care

	History of self neglect
	 FORMCHECKBOX 

	Accidental harm
	 FORMCHECKBOX 


	Regularly puts health at risk (eg involved in sex working, needle sharing etc
	 FORMCHECKBOX 

	Other.  FORMCHECKBOX 
 Please specify
	     

	Please use the box below this to describe the nature of the risks ticked above. Please include information about the clients history in relation to their self neglect/ abuse/ exploitation, potential level of risk should an incident occur and the likelihood of an incident occurring at present.

	     


DECLARATION OF CONSENT
	Please sign below to show that the information given is accurate and to confirm that you have given Islington Council consent to share your information with the floating support provider. 

By providing your consent, you are also agreeing to allow the floating support provider to contact relevant agencies to corroborate your information.

	Applicant Signature
	

	Date
	     

	Please print name (referring agent)
	     

	Position/Job title
	     

	Date
	     


	Please return the completed form to:

Email: referrals.co-ordinator@islington.gov.uk
Or post to:

Supported Accommodation Referrals Coordinator

London Borough of Islington

23-26 St Albans Place

London

N1 0NX
(Please note, this address may change periodically if the team moves offices. If you decide to post the referral, please check with the team to confirm the office address.)

Or Fax it to 

0207 527 4188
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