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	Date of Referral:
	

	Service User Name:
	

	Address/ Postcode:
	




	Date of Birth:
	


	Contact Number:
	


	Current and Previous Medical History:
	





	Has the individual given consent to the referral?

	YES/NO

	Carer/ Next of Kin Name and relationship to Service User:
	

	Address/ Postcode:
	





	Carer/ Next of Kin’s Date of Birth:
	

	Carer/ Next of Kin Telephone number:
	
	Preferred Contact Method

	
	
	


	Carer/ Next of Kin Mobile number:
	
	


	Carer/ Next of Kin Email Address:
	
	


	Carers Current and Previous Medical History (if known):
	





	Summary of Circumstances/Reason for Referral:

	





	Identified needs of Service User (and Carer if applicable)

	






	Any additional information:
	







	RMM request submitted?

	YES/NO


	RMM funding approved?

	YES/NO

	SSA attached?

	YES/NO



	Please return this Referral Form via post FAO The Co-ordinators, Crossroads Care Orkney, Kirkwall Travel Centre, West Castle Street, Kirkwall, KW15 1GU or email carers@crossroadsorkney.co.uk
If you have any queries, please contact the Co-ordinators on 
01856 870500
Thank you

Reviewed August 2025
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