
 

 

 

 

 

 

 

Referral Form 2022 

Private & Confidential 

Headway Northampton will treat all information as confidential and it will be kept in line with 
the Data Protection Act 2018 and the General Data Protection Regulations 2018. 
Headway Northampton holds all client data on Lamplight, this is a secure database, your 
information will not be shared with anyone else and is fully encrypted, this information is for 
analysis of our Service only and to aid us in future funding.   
 
To view our privacy policy please follow the link: 
https://www.headwaynorthampton.org.uk/privacy-policy.html 

 

 

Name of Client:         DATE: _________________ 

Mr / Mrs / Miss / Ms / Dr / Reverend / Other (delete as appropriate) 

Surname ___________________________     

First Name  __________________________ Middle Names  ______________________ 

Address:  

  

  

  

Post Code  

 
Contact Details 
 
Telephone Number  

Mobile Number  

Email Address  

 
 

  



 

 

Personal Information 

National Insurance Number  

NHS Number  

Date of Birth  

Gender Male / Female / Gender Neutral / Binary / Other 

Ethnic Group  

First Language  

Interpreter Required? Yes / No 

Religion  

Hobbies / Interests  

 

Previous Occupation  

 
Next of Kin 

Name  

Address 

 

 

Post Code 

 

 

 

Contact Telephone 

Numbers 

Home: 

Mobile: 

Email Address  

 
Emergency Contacts 

 
1. Name: Tel No: 

Mobile: Email: 

  

2. Name: Tel No: 

Mobile: Email: 

  

3. Name: Tel No: 

Mobile: Email: 

 
  



 

 

 

Other Contacts 

Care Home Name: 

Address: 

 

Tel No: 

Social Worker 

 

Name: 

Tel No: 

GP Name and 

Surgery 

GP Name: 

Surgery: 

Address: 

 

Tel No: 

Advocate Name: 

Tel No: 

 

Name of Referrer: 

   

Status of Referrer:   

Company: 

First Name: 

Address: 

 Surname: 

Area:   

Town:   

County:   

Postcode:   

Telephone No:  Ext: 

Mobile No:   

Email:   

Date of Referral:    

  

  



 

 

Medical Information / Basis for Referral 

Date of Injury:_______________________________ 

Primary Cause – RTA / Fall / Stroke / Assault / Other 

Diabetic Type 1 / 

Type 2 

Asthma Yes / No 

Epilepsy Yes / No Hypertension Yes / No 

Physical Disabilities Yes / No Drinks Alcohol Yes / No 

Speech problems Yes / No Lack of motivation Yes / No 

Depression Yes / No Irritability Yes / No 

Personality change Yes / No Concentration problems Yes / No 

Over familiarity Yes / No Verbal aggression Yes / No 

Physical aggression Yes / No Sleep disorders Yes / No 

Sexual Yes / No Memory problems Short term 

Long term 

Allergies Yes / No Details:  

 

 

Does the client need help toileting? Yes / No  

 
Are you receiving treatment for any other illness or injury? 

Please give details:  

 

 

 
Are the Community Brain Injury Team involved with your care? 

Please give details:  

 

 
 

 

OFFICE USE 
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