COLCHESTER GATEWAY

NEW CLIENT INFORMATION
	Title: 
	Full name:

	D.O.B
	

	Date of referral:

	Address:


                                                                       Post code:

	Main contact number:


	Email address:


	National insurance number:


	NHS number:


	GP Surgery:


	Other professionals involved:




	Next of kin/Emergency contact:  



	Male
	Female
	Non binary
	Other

	White
	Black
	Asian
	Other (please state)


	Learning disability 

	Autism
	Mental Health Diagnosis (please state)


	Other health issue (e.g epilepsy, physical disability, etc)



	Communication needs:
	


	Housing: (e.g. homeowner, council, homeless)
	


	Who do they live with? Are there any known risks. 
	


	

	[bookmark: _Int_JXFvvPLi]Outline of what support is required: 




	Any Known Risks:








	Has the client consented to their information being collected and stored?


	Has the client consented to us communicating and sharing information with relevant professionals, relatives and other third parties?


	Details of anyone the client has said we are NOT to communicate/share information with?


	


	Does the client need help and/or information about any of the following?

	Benefits 
	Housing

	Blue badge

	Social care referral 

	Other referral
	Medical appointment 

	Accessing the community 

	Budgeting
	Bus pass 

	Respite

	Attending meetings
	Other – please state 
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