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Insight Enfield – Referral Form
Email: insightenfield@waythrough.org.uk – Please send completed referral form to this email address
Telephone number: 0208 360 9102
Address: 29 Folkstone Road, Edmonton, N18 2ER
	Referrer Details (not required if a self-referral)

	Referral date
	

	Name
	

	Agency name
	

	Telephone number
	

	Email address
	

	Address
	

	Postcode
	

	Is client aware of the referral?
	Choose an item.
	Can we use your premises to conduct appointments with the client?
	Choose an item.
	Would a joint visit be appropriate?
	Choose an item.
	Referring agency type
	Choose an item.


	Client Details

	Title
	Choose an item.
	Name
	 

	Date of birth
	

	Gender
	Choose an item.
	Ethnicity
	Choose an item.
	Telephone number
	

	Email address:
	

	Address
	

	Postcode
	

	Preferred method of contact
	Choose an item.
	Accommodation Status
	Choose an item.
	Does the client require an interpreter?
	Choose an item.
	Does the client have any caring responsibilities?
	Choose an item.
	Does the client consider themselves to have a disability?
	Choose an item.
	GP name
	



	Reason for Referral

	Type of support required
	Choose an item.
	Reason for referral to Insight Enfield – Sort It!

	

	Details of any risks (I.e., allergies, alcohol/substance use, mental health, suicide/self-harm, risk from others, safeguarding, sexual health, etc.)

	

	Current risk assessment sent with referral?
	Choose an item.
	Additional information (I.e., school/college/employment information, social/children services information, carer information & responsibilities, details of additional family members or significant others requiring support or living with client, etc.)
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Referrer Details   (not required if a self - referral)  

Referral date   

Name   

Agency  n ame   

Telephone  n umber   

Email  a ddress   

Address   

Postcode   

Is client aware of the referral?  Choose an item.  

Can we use your premises to conduct appointments with the client?  Choose an item.  

Would a joint visit be appropriate?  Choose an item.  

Referring  a gency  t ype  Choose an item.  

 

Client Details  

Title  Choose an item.  

Name     

Date of birth   

Gender  Choose an item.  

Ethnicity  Choose an item.  

Telephone  n umber   

Email  a ddress:   

Address   

Postcode   

Preferred method of contact  Choose an item.  

Accommodation Status  Choose an item.  

Does the client require an interpreter?  Choose an item.  

Does the client have any caring responsibilities?  Choose an item.  

Does the client consider themselves to have a disability?  Choose an item.  

GP  name   

 

Reason for Referral  

Type of support required  Choose an item.  

Reason for referral to Insight Enfield  –   Sort It!  

 

Details of any risks (I.e., allergies, alcohol/substance use, mental health, suicide/self - harm, risk from  others, safeguarding, sexual health, etc.)  

 

Current risk assessment sent with referral?  Choose an item.  

Additional information (I.e., school/college/employment information, social/children services information,  carer information & responsibilities, details of additional family members or significant others requiring  support or living with client, etc.)  

 

 

