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REFERRAL TO SANDYFORD INCLUSION/OUTREACH TEAM FOR ADULTS

Is the patient aware of referral to Sandyford? (Please tick)   Yes     No

	Client Details 

	Name 
	 

	Address 
 
 
	 


	Telephone Number
	 Mobile: 

	How would they like to be contacted with an appt? (please tick)
	   Letter                       Phone Call                        Text Message

	Date of Birth: 

	CHI Number: 


	Gender Identity: 

	Ethnicity:  

	Does client need an interpreter?  
	Language: 





	Referrer Details 

	Name and role 
 
	

	Referring Service 
	  

	Contact Details 
	 













	Reason for Referral

	



	Is the client subject to (please tick) 
	Yes 
	No 

	Adult Support + Protection (ASP) 
	 
	 

	Young Persons Support and Protection (YPSP) 
	 
	 

	Mental Health Act  
	 
	 

	Adult with Incapacity (AWI) 
	 
	 

	Guardianship 
	 
	 

	Social Work
	
	

	Other (please specify)
	 
	

	If yes to any, please provide details. 

	 
 
 
 
 

	Is the client known to any other supportive organisations? 
If yes, please specify: 



Please email completed referral form to: ggc.sandyfordoutreach@ggc.scot.nhs.uk
All referrals will be processed within 1 working week. You will be notified if the patient does not meet the criteria for the Sandyford Inclusion Team and additional advice may be given on where best to refer them next. 
Please note, incomplete forms will be returned to the referrer for further details. 
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