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EHAP Referral Form
	Date
	     

	Client Title
	     
	Gender
	     

	First Name

	     
	NI No.
	     

	Surname


	     
	Date of Birth
	     

	Contact Tel. No.(s)
	     

	Does client have any access requirements? (e.g. language/disability)
	     


	Address
	     
                                                     Post Code:     

	Accommodation Type (please tick)
	CEC:  FORMCHECKBOX 


	Housing Assoc.: FORMCHECKBOX 

	Owner Occupier: FORMCHECKBOX 


	
	Private Rented: FORMCHECKBOX 


	Other:  (please state)      

	Security of Tenure (please tick)
	Permanent:  FORMCHECKBOX 

	Temporary:  FORMCHECKBOX 

	Not Known:  FORMCHECKBOX 


	Other Members of Household: (please tick as applicable)
	Partner:  FORMCHECKBOX 

     
	Children:  FORMCHECKBOX 

     
	Other:  FORMCHECKBOX 

     


	Income Source(s):

(please tick as applicable)
	Employment/Self Employment:  FORMCHECKBOX 

     
	Benefits:  FORMCHECKBOX 

     
	Other:  FORMCHECKBOX 

     


	How did you hear about EHAP?
	      

	Referring Agency
	     

	Referring Worker
	     

	Contact Tel No.
	     

	Reason for Referral:      


	EHAP use only- 
Telephone advice:
Yes  FORMCHECKBOX 
/ No  FORMCHECKBOX 
   

Details:      
     
Referral:
Active referral  FORMCHECKBOX 
 / Signposting  FORMCHECKBOX 

Details:      
EHAP appointment:
Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 

Details:      
                                    Attended: Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 
 / Not known  FORMCHECKBOX 




Please Return to:  
EHAP, 1 Murrayburn Gate, Wester Hailes, Edinburgh EH14 2SS




e-mail:  ehap@mail.wh1.org.uk   

Fax:  0131 467 7473

