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Contact Form - Social Services
	How did you hear about us?
	

	Date of referral
	

	Form completed by (name and contact number)
	

	CLIENT DETAILS

	Full Name Mr/Mrs/Miss/Ms
	

	Address (inc. postcode)

	

	Phone Number
	

	Mobile Number
	

	Email
	

	Contact details, if different to client

	Relationship to Client
	

	Full Name
	

	Phone Number
	

	Email
	

	OTHER INFORMATION

	Gender:
	

	Date of birth: enter day, month, year
	

	Visual Status: enter Registered Severely Sight Impaired, Registered Sight Impaired or Not Registered (please also include date of registration)
	

	Eye condition
	

	Name of consultant
	

	Name of optician
	

	Date and place of last sight test
	

	Other disability: list other disabilities
	

	Any low vision aids or assistive technology already using?
	

	Home Situation: i.e lives alone, with partner/married, or with family
	

	Preferred method of communication: enter font size/large print, Braille, audio CD, or email
	

	Risk Assessment Done?  Enter yes or no.  If Yes, provide further details
	

	SERVICE REFERRAL

	
	

	Low Vision: enter Yes or No
	

	Assistive Technology: enter Yes or No
	

	Benefits Support: enter Yes or No
	

	Community Outreach – home visit
	

	Information on daily living aids: enter Yes or No
	

	ANY OTHER INFORMATION

	

	Disclosure of information and confidentiality agreement 

All personal information provided by you will be treated strictly in terms 
of the Data Protection Act 2018. 

When we ask you for specific details, we’ll always be clear about why we need them and make sure that your personal information is kept secure. We will not sell your details to any third parties for marketing purposes. We will seek your permission if we need to share your information to make referrals with trusted health and statutory organisations, such as social services and NHS health providers.
Name ………………………………….………………………….....

Signed ……………………………………………………………… 

Date ………………………………………………………………...

OR

Declaration read and verbally agreed:  Yes / No

Signed by ……………………………………………...……………

Send completed form to:

The Sight Centre, Newham Road, Truro, Cornwall TR1 2DP 

Or scan and email to info@isightcornwall.org.uk  

Tel: 01872 261110



