[image: image1.png]= Nndeavour










[image: image2.png]



Evergreen Project Referral Form 
The Evergreen Project is a specialist project supporting older adults who are experiencing one or more of the forms of domestic abuse including physical, psychological / emotional, economic, sexual abuse or cohesion and control. 
Only persons fitting the following criteria are eligible for referral to The Evergreen Project support services: -
Any person who has been affected by domestic abuse and is aged 55 years or over 
You can contact Endeavour on the telephone number below if you would like to discuss the case prior to completing the referral.
E-mail: linda@endeavourproject.org.uk  Tel: 01204 394842

	ALL THE INFORMATION ON THIS FORM SHOULD BE COMPLETED AS FULLY AS POSSIBLE


	Date of Referral

	

	Name of Person making the Referral 

	

	Agency Referring


	

	Address

	

	Telephone 


	

	Email address
	

	Domestic abuse
	Physical                                   Yes  FORMCHECKBOX 
 

Emotional / Psychological       Yes  FORMCHECKBOX 
 

Financial                                  Yes  FORMCHECKBOX 
   

Sexual                                     Yes  FORMCHECKBOX 
     

Coercion & Control                  Yes  FORMCHECKBOX 
                       


	

	Additional Risk Factors to inform lone working
	Yes  FORMCHECKBOX 
                       No  FORMCHECKBOX 

	What are the risks to lone working - 


	
	Mental Health           Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Physical disabilities     Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 



	
	Violence from client  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Home Care in place    Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 



	Information for the Person you are referring:


	Name:

	

	Address including postcode

	

	Telephone contact number:


	

	Email address
	

	What type of accommodation is the above 


	Rented Privately                  Yes  FORMCHECKBOX 
          Mortgaged property  Yes  FORMCHECKBOX 
    
Rented - Social housing      Yes  FORMCHECKBOX 
            Other                       Yes  FORMCHECKBOX 
    

	Originating Borough:
	

	Is it safe to contact?

If not provide safe contact details/provide a code word if applicable 

	

	Date of Birth:
	
	Gender:
	

	National Insurance No
	
	Sexual orientation:
	

	Ethnicity:
	
	Religion:
	

	Interpreter  needed
	
	Languages spoken
	

	Nationality
	

	Occupation:
	

	GP details:

	

	Reason for Referral

	

	What are the victim's greatest priorities to address their safety?

	

	
	Agency
	Name
	Contact Details

	Is the person referred working with any other agency- please provide details
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Have you referred this person to Adult Safeguarding?
	Yes    FORMCHECKBOX 
   No    FORMCHECKBOX 



	Consent


	Does the person referred know you have made this referral?
	Yes  FORMCHECKBOX 
     No    FORMCHECKBOX 

	
	

	Alleged Perpetrator



	Name:
	

	Alias (known as)
	

	DOB
	

	Ethnicity:
	

	Address:
	

	Relationships to victim:

Partner, Son, Grandson, Daughter, Granddaughter or other family member etc.

	

	Alcohol or drugs involved?
	Alcohol        FORMCHECKBOX 
                        Drugs       FORMCHECKBOX 
              

	Is the perpetrator currently employed? 

(If yes, provide details)
	

	Child 

Name of Dependant: 

DOB

Sex

Relationship to victim

Relationship to perpetrator

Address 

School
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