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Sight-Line 01707 324680
Email office@hertsvisionloss.org.uk                         
	                                                                                         Web: hertsvisionloss.org.uk

REFERRAL FORM
Please answer ALL questions as fully as possible; do not leave any blanks or use acronyms. 
Incomplete referrals will be returned to the referrer to be completed before processing.
· For External referrers, please email the completed form to: office@hertsvisionloss.org.uk 
· You can follow this referral up by contacting HVL via Tel: 01707 324 680 or email office@hertsvisionloss.org.uk
· Important note: If you call in to make a referral by telephone, please note that we will require all the information requested on this referral before your referral can be processed. 

Thank you.
HVL Team. 


REFERRER’S DETAILS: 
	Date of Referral: 
	Email:

	Name of Referrer: 
	Position/Title:

	Name and address of Organisation (please specify team if appropriate):


	Contact number: 

	Usual working hours:
	

	
CLIENT/PATIENT DETAILS:


	Please confirm that consent has been given by the client for this referral.
	YES ☐ or NO ☐

	Was this written or verbal?
	


	Title: (Mr/Mrs/Miss/Ms/Sir etc)
	

	Full Name: 
	NHS Number:                            

	Other names known as:
	Gender:

	Date of Birth:
	Ethnicity:

	Communication Method (i.e. clear speech, lip reader, British sign language etc):

	Religion:

	
	Preferred language:

	Address: 
Telephone:
Email address (If used):
What is the best way for us to contact you (client/patient)? Please specify preferred method of contact: (including the need for large print, braille etc)


	Next of Kin: 

	Relationship to client: 
[bookmark: _Hlk15555363](please specify if they are to be contacted instead of the client and if client has given permission for this)

	Telephone No:
	

	GP: 
GP Telephone:
	GP Address: 


	Does the client live alone? 
	Yes ☐
	No  ☐                 
	Details: 

	Is this person a Carer?
	Yes ☐
	No   ☐
	Details:

	[bookmark: _Hlk15555518]Please state if any other person should be contacted before/instead of the client:


	Relevant Medical History including physical, mental, and sensory needs:
Please give as much detail as possible
	


	Other agencies involved and contact information: (including Diabetic Nurse, Physiotherapist, Occupational Therapist, Community Navigator; Social Worker etc)                                                                 	

	DISABILITIES

	Hearing
	☐

	Learning
	☐

	Mental Health
	☐

	Physical
	☐

	Risks: Please detail any known risks from client, client’s environment and/or any other household members.


	Can client be visited alone?      ☐


	
	Drug or Alcohol Dependency?   ☐                           

	
	Offending/Aggressive Behaviour?
                                                      ☐

	Other details:





REASON FOR REFERRAL:
SIGHT LOSS
	Please detail any specific vision difficulties: [what are the difficulties that the person faces on day-to-day basis as result of their sight loss?]
Please include as much information as possible including:
· Daily Living Skills – i.e. cooking, cleaning etc.
· Personal Self-Care skills-i.e. personal grooming, dressing, choosing colour coordination clothes.
· Independent Orientation & Mobility – indoors and outdoors
· Communication skills – able to read/write, able to be using telephone etc?
	

	What is the client’s eye condition? (if known).
Please state length of time of sight loss
	

	Is the client registered as sight impaired, severely sight impaired, unregistered, not known?
	

	Does the client wear spectacles?
(specify type i.e. varifocal etc)
	Yes ☐     /     No   ☐
Spectacles Type: 

	What is the expected outcome of this referral/What does the client want to achieve? 
(please include as much information as possible).
	

	What are the client’s strengths?

	



	REFER TO THESE ADDITIONAL SERVICES:

	Counselling
	☐

	Support Groups
	☐

	Sight News
	☐

	Large Print        ☐      Email       ☐    Braille      ☐     CD    ☐

	Talking Newspaper
	☐



Thank you for your referral to HVL team, we aim to progress all referrals within 5 working days and will be in touch with the client directly unless otherwise specified.

If you have any further questions or queries relating to referrals, please contact the HVL on 01707 324 680 or email us on office@hertsvisionloss.org.uk



[image: A logo for a volunteer service

Description automatically generated]“Supporting and empowering people in Hertfordshire with a visual impairment”
Charity Number: 1047148
Company Limited by Guarantee Number: 3033089
Our privacy policy is available on our website, www.hertsvisionloss.org.uk
If you require a hard copy version, please contact us.
[image: ]


Page 2 of 2

image2.jpg
o
hlﬂmg
h i ’;tu_.,&'::}.yzﬁ‘(ﬁr A#A Aﬂmmu‘g.

m
m n‘ ?'"l; MW
\\umm. ﬂlg% lll"' \\mm

Mnmim m l .mi

n umm mhn
AP ? B 1
it

The King's Award
for Voluntary Service

The MBE for volunteer groups
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