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Referral for Telecare
Annex 1 to Contact Assessment

	Client Details

	Name 
	

	Address
	

	Contact No. 
	

	DOB
	

	Referral Type *Tick appropriate box

	*KMBC

Funded

Monitoring
	
	*Privately
Funded

Monitoring
	
	*In Partnership with Registered Social Landlord
	
	*Un-monitored low level Assistive Technology Assessment
	


If this is not a self referral please provide referrer details below:

	Referrer Details ( if applicable)

	Name 
	

	Address
	

	Job Tile
	

	Organisation
	

	Contact Telephone No.
	

	E-mail Address (if applicable)
	


 Please provide details of any other Telecare products that you as the client /or the client has provision for below:
[image: image1.jpg]
Is this Telecare package to be connected to the Call Centre?

If YES please inset ‘Call Centre required’ in the box below.

If NO Please indicate who will respond to alarm or sensor activation in the box below:
     

Please fax or e-mail this 3 page form to:

Home Care Link

E-mail: hcl.operators@westlancsdc.gov.uk
Fax: 01695 571079
Free Phone: 0800 566 666 (For clients use only)
Note: If Telecare is being commissioned as part of a formal package of care then Team Mgr approval must be provided before referring to the Call Centre.

Referral for Telecare
Annex 1 to Contact Assessment 

	Client Details cont…

	Name of Carer (if applicable)
	

	Relationship to Client (if applicable)
	

	Telephone No.
	

	Is the client connected to the Community Alarm Service?
	Y
	N

	Does the client agree to connection?
	Y
	N

	
	
	

	Does the client agree to assessment?
	Y
	N

	Is the client aware of the charging policy?
	Y
	N

	Does the client/family consent to sharing their care plan/contact assessment with the Community Alarm Services?
	Y
	N

	Referral Date
	

	Recent Hospital Admissions 

	Name of Hospital or Unit
	

	Length of Stay
	

	Discharge date
	

	Telecare Required

	Device(s)
	Reason for Provision

	
	Prevent or delay admission to care
	Y
	N

	
	Prevent/delay admission to hospital
	Y
	N

	
	Support Carer
	Y
	N

	
	Support Long Term Condition
	Y
	N

	
	Increase choice/independence
	Y
	N

	
	Support Hospital discharge
	Y
	N

	
	Reduce accidents at home
	Y
	N

	
	Other

	Estimate of alternative service to reduce risk if Telecare is not provided

	Increase in home care hours
	Approx per week                       Hours

	Hospital Admission
	Possible
	NO
	Immediate

	Care Home Admission
	Possible
	NO
	Immediate

	Provision of Day Care
	                                Hours per week

	Increased carer responsibility
	 Y
	 N

	Referral Process

	If Telecare is being commissioned as part of a care package refer to Team Manager for authorisation.
	If Telecare is being commissioned in the absence of a Care Package or as a ‘one off’ package of care refer direct to Home Care Link.

	Team Manager Authorisation

	Name…………………………………….Signature………………………………..

Date…………………                   Dept………………………………………..




Referral for Telecare
Annex 1 to Contact Assessment 

Declaration

Even if someone else has filled in this form for you, you must sign this declaration if you can.

Please read this declaration carefully before you sign and date it.

I understand the following.
·  You will use the information I have provided to process my referral for Telecare. You may check some of the information with other sources as allowed by the law such as government Departments, local authorities and private-sector companies.
· You may give some information to other organisations, such as government

Departments, local authorities and private-sector companies such as banks and organisations that may lend me money, if the law allows this.
I declare the information I have given on this form is correct and complete.


Signature of User   


Print Name


Date


Signature of Carer     
(if applicable)
Print Name

Date
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        /            /
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