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Edinburgh Headway Group Referral/Application for Services

To reduce delays in processing your application, please complete all sections where possible. Please PRINT all   information clearly.                                        
Service applying for:  
	Day Service 
	Yes/No 

	Early Intervention Project 
	Yes/No

	Brain Injury Carers service 
	Yes/No


*For daily charges, please contact Edinburgh Headway Group 
Personal Information

	Name of person with Acquired

Brain Injury:
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Sex:  M 
 F

	Date of Birth:
	              /            /


	Address:
	


	Mobile 
Phone :
	
	Home Telephone:
	


	Email address:
	                                                                                                                                                    
	


	Nationality:
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English Spoken?
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Y        N
	Language: (if N) 
	


	GP Name:
	
	GP Telephone:
	


	GP Address:
	


Reason for referral/expectations

We provide therapeutic rehabilitation for adults with ABI; we offer rehabilitation in a non-judgemental, non-medical supportive environment within group settings.

Please ensure you tick all the boxes which apply:
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Cognitive Rehabilitation                                   Physical Rehabilitation       
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Social Rehabilitation                                         Emotional & Behavioural Rehabilitation   

Nominated Family Member/Carer

Please give the name of a family member or carer who may be contacted by Edinburgh Headway Group
Is this person the emergency contact person also?  


( Yes        ( No

	Name:
	
	Relationship to applicant:
	


	Address:

	
	Telephone:

Email:
	

	
	
	
	

	
	
	
	


Would this person be interested in receiving information about the Brain Injury Carers Service? 

(Information attached)
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Yes 
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No 
Emergency Contact

If the nominated family member is not the emergency contact person, please complete below the name and telephone number of an emergency contact for the person applying for services:

Name of an emergency contact person for applicant:___________________________________________________
Applicant’s relationship to that person (e.g. partner, wife, husband, friend etc.) ______________________________
Emergency contact mobile / landline number: ________________________________________________________
Source of Referral

	Name of person completing this form/referral agent:
	


	Please provide name of agency if professional:
	


	Contact Telephone:
	
	Relationship to applicant:
	


	Contact email:
	


	Contact address:
	


	How did you hear about Edinburgh Headway Group?
	


 Additional information is required from professionals involved in the persons care. Please nominate someone       who would be able to provide us with details to inform our risk assessment.
	Name of person to contact for a risk assessment:
	


	Relationship to client:
	
	   Contact Telephone:
	


	Contact address:
	


Details of Acquired Brain Injury (ABI)

	Cause of Injury: 

Please specify, e.g. Road Traffic Accident, Fall, Stroke, Haemorrhage, Assault etc.
	


	Date of Injury: 
	


	Please provide the names, addresses and telephone numbers of the following if applicable 
(please continue on a separate sheet if required):

	Name of Hospitals/Centres Attended since Injury
e.g. RIE, WGH, Charles Bell, Robert Ferguson, Physiotherapy, Occupational therapy etc.
	Date from/to
	Name of Consultant/ Professional

	
	
	

	
	
	

	
	
	

	
	
	


Current Needs and Difficulties

	Does the applicant have any difficulty in the following areas as a result of the brain injury?

	Physical: Please specify which of the following applies (e.g. Vision, Hearing, Weakness, Reduced Mobility, Fatigue/Tiredness, Epilepsy etc.)

	


	Cognitive: Please specify which of the following applies (e.g., Attention, Memory, Planning, Orientation, Communication, Speech, Lack of Motivation, Sleep Disturbance, Irregular Sleep Pattern, etc.)

	

	Behaviour: Please specify which of the following applies (e.g., Irritability, Aggression, Inappropriate/Antisocial, Impulsivity, etc.)


	

	Emotion: Please specify which of the following applies (e.g., Mood Swings, Depression, Anxiety, Reduced Confidence, Anger etc.)

	

	Reduced Awareness/Insight: Please give details

	

	Current Social Situation: Please specify current living and employment situation:

	Live Alone
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Y      N
	Live in permanent Accommodation
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Y      N

	Live with Parents
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Y      N
	Live in temporary Accommodation
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Y      N

	Live with Spouse/Partner
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Y      N
	Other (please specify)
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Y      N

	Currently Employed
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Y      N
	
	

	Currently Engaged in Training
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Y      N
	
	

	Other activities involved in:


	Functional/Personal Needs: Please specify (e.g., eating, drinking, toileting, transfers) Please note that EHG do not provide personal care, if required this must be provided by applicant)

	


	Please list all current medications with dosages and how many times a day:

	

	Please list any services the applicant has attended previously or is currently attending or applied to:

	1.Services/agencies who have previously supported individual:

2.Services/agencies who are currently providing support:
3.Services/agencies applied to for support and awaiting outcome:



	

	Please state any particular areas of interest or interest in specific activities, which will help us to process your application.


	Please state how you intend to fund a place at Edinburgh Headway Group
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Self Funded                                                                  Other (please stipulate)                   
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Local Authority Care Package       
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Self Directed Support                          

	Consent to Share Information Form
To help Edinburgh Headway Group support you more effectively, we may be required to provide information to and receive information from other parties involved in supporting you. 

These might include, for example, your Local Authority, Hospital staff, GP, Therapy Team, Social Worker, Other Support Organisations and Housing Support Officer.  

This helps everyone work together.

Wherever possible we will ask your permission to pass information on.

All information will be held in the strictest confidence and will only be available to staff and volunteer helpers on a ‘need to know’ basis. Personal details may be stored on a database.  

I give consent for Edinburgh Headway Group staff to communicate with all parties supporting me, as appropriate to my needs.  I understand that I can revoke this consent at any time.

Date
Signature
Printed Name
Witness / Carer signature
Printed Name
Relationship to person


	Consent 
I hereby consent to Edinburgh Headway Group permission to obtain, hold and share personal data in order to conduct its business and provide support whilst using its services. I hereby consent to an authorised Edinburgh Headway Group employee to act on my behalf and liaise with the appropriate agencies in relation to my current circumstances: 

Tick all that apply. 

☐ Health and Social Care                              Friends/Family                    ☐
☐ Consultant                                                                       GP                                        ☐
☐ DWP/Benefit Agency Social Care                                    Hospital/Rehabilitation        ☐ 

☐ Other (Please state)                                                         Support Organisation          ☐ 

Information I do not wish to share (please state): ____________________________________________________
Person/Agency I do not wish to share information with (Please state): ____________________________________
I reserve the right to withdraw my consent at anytime in writing. 

Signature of person being referred _______________________________________________________________
Print Name __________________________________________               Date: ___________________________
Data Protection
Your private personal information will always be treated with respect. Your information is kept confidential and secure and only used for the purpose of providing you with a service. Everyone working within Edinburgh Headway Group has a legal duty to keep information about you confidential. We will not share information unless: • You give us specific permission • We have to share by law • We have good reason to believe that failing to share the information will put you or someone else at risk of serious harm or abuse • Our information is essential to prevent, detect, investigate or punish a serious crime.

A full copy of our privacy policy is available upon request.

In order for Edinburgh Headway Group to conduct its business and support individuals in relation to their current circumstances, we need permission to obtain, share and hold personal data both internally between departments and external third parties/ agencies. All personal data will be held on secure servers which can only be accessed by the relevant staff. All laptops have security encryption. Hard copy files will be kept in a locked filing cabinet. No copies of the file will be stored on mobile phones, memory sticks, CDs or any other form of portable device or media. Personal information may be communicated, verbally by phone or in person, secure email using Edinburgh Headway email addresses or in writing by post. Information provided will be used anonymously for statistical purposes both internally and to provide external reports to funding providers. The information may also be used for ABI research purposes. All personal information will be anonymous and confidential. Personal data will be held and disposed of in accordance with our record keeping policy. A copy of this policy can be obtained upon request. 




Please return this completed form to:

Edinburgh Headway Group, Unit 4, 27 Peffer Place, Edinburgh EH16 4BB
Or email office@edinburghheadway.org.uk
For Office Use Only:





Form Complete:  Y/N


Form Signed:  Y/N


Date Form Received:


Date Acknowledged:
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