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	CASE REF NO (For EAPP Use Only) :     


	How did you hear about us?
	     


	SECTION A
	CLIENT DETAILS

	Title:
	 FORMCHECKBOX 
Mr

 
 FORMCHECKBOX 
Mrs 

 FORMCHECKBOX 
Ms 

 FORMCHECKBOX 
Miss
	Date of Initial Contact:
	     

	First Name:
	     
	Surname:
	     

	Address
	     

	
	     
	Post Code:
	     

	Tel No:
	     
	Fax:
	     

	Mobile:
	
	Email:     

	NI No (If applicable):
	     
	     
	     
	     
	     
	     
	     
	     
	     
	D.O.B.
	     
	     
	     

	Do you consider yourself as having any impairment or health issues?
	 FORMCHECKBOX 
 Yes 
  FORMCHECKBOX 
 No

	If yes, please tick the boxes applying to you e.g. learning difficulty.

	 FORMCHECKBOX 
 Learning



 FORMCHECKBOX 
 Mental Health



 FORMCHECKBOX 
 Visual



 FORMCHECKBOX 
 Hearing



 FORMCHECKBOX 
 Physical





 FORMCHECKBOX 
 Speech



 FORMCHECKBOX 
 Other, specify      

	Do you have any support needs, e.g. mobility, language or communication? If yes, please specify.





	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No



	     
     
     


	If you do not have impairment, do you have a carer’s responsibility?
	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No



	SECTION B
	DETAILS OF ENQUIRY

	 FORMCHECKBOX 
 Debt

 FORMCHECKBOX 
 Housing

 FORMCHECKBOX 
 Benefits

 FORMCHECKBOX 
 Employment

 FORMCHECKBOX 
 Immigration

 FORMCHECKBOX 
 Family

 FORMCHECKBOX 
 Mental Health

 FORMCHECKBOX 
 Community Care

 FORMCHECKBOX 
 Information
 FORMCHECKBOX 
 Legal Matter
 FORMCHECKBOX 
 Isolation  FORMCHECKBOX 
 Safety 

 FORMCHECKBOX 
Harassment 

 FORMCHECKBOX 
Crime

 FORMCHECKBOX 
 Blue Badge
 FORMCHECKBOX 
 Other, specify      

	If applicable please provide us with more details including advice or action taken so far. 

	     
     
     
     
     
     
     


	Is there any organisation that you do not wish to be referred to?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No




	If yes, please state
	Name of Organisation:
	     

	
	Address:
	     

	
	
	     

	Cost implications of referral discussed? 
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Not known




























































PTO

	SECTION C 
	DETAILS OF CLIENT’S REPRESENTATIVE (IF APPLICABLE)

	A REPRESENTATIVE IS ANY PERSON ACTING ON BEHALF OF OR MAKING ENQUIRIES FOR THE CLIENT. REPRESENTATIVE/S MAY INCLUDE THE FOLLOWING:

	 Are you
	 FORMCHECKBOX 
 The Appointee 


 FORMCHECKBOX 
 The Carer 


 FORMCHECKBOX 
 The Social Worker


 FORMCHECKBOX 
 The Advocate


 FORMCHECKBOX 
 Other, please specify
      


	Title:
	 FORMCHECKBOX 
Mr

 
 FORMCHECKBOX 
Mrs 

 FORMCHECKBOX 
Ms 

 FORMCHECKBOX 
Miss

	First Name:
	     
	Surname:
	     

	Address
	     

	
	     

	
	     
	Post Code:
	     

	Tel No:
	
	Fax:
	

	Mobile:
	

	Email:
	     

	Are you the legal representative of the client? 
	 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No

	Is the person aware of your representation? If no, please tell us why.
	 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No

	
     
     
     


	Do you have any support needs, e.g. mobility, communication? If yes, please specify.

















	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No



	     
     
     
     

	SECTION D
	CLIENT’S OR REPRESENTATIVE’S AUTHORISATION FOR REFERRAL

	I give my authorisation and I understand that the details given in this form may be shared with other organisations in the EAPP partnership and within the Network to assist with my enquiry. 

	Preferred method of contact:
	 FORMCHECKBOX 
 Telephone


 FORMCHECKBOX 
 Letter

 FORMCHECKBOX 
 Email

 FORMCHECKBOX 
 Fax

 FORMCHECKBOX 
 Visit

	Print Name:      
	Client’s Signature:      

	Where no signature can be obtained please tick the box and print name above. 
 FORMCHECKBOX 
 Verbal consent obtained


	Date:      



	SECTION E
	MONITORING FORM (FOR CLIENT and REPRESENTATIVE)
Please complete this section as it will help us to monitor our services better. 


	CLIENT
	REPRESENTATIVE AS STATED IN SECTION C

	Gender:
	 FORMCHECKBOX 
 Male

  FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male

  FORMCHECKBOX 
 Female

	Age Group:
	 FORMCHECKBOX 
 Under 18 


 FORMCHECKBOX 
 18-25  



 FORMCHECKBOX 
 26-35 




 FORMCHECKBOX 
 35-50





 FORMCHECKBOX 
 51-65




 FORMCHECKBOX 
65+
	 FORMCHECKBOX 
 Under 18 


 FORMCHECKBOX 
 18-25  



 FORMCHECKBOX 
 26-35 




 FORMCHECKBOX 
 35-50





 FORMCHECKBOX 
 51-65




 FORMCHECKBOX 
65+




	ETHNICITY

	CLIENT
	REPRESENTATIVE AS STATED IN SECTION C

	Asian/Asian British
	 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 Asian British

 FORMCHECKBOX 
 Any other Asian*


	Asian/Asian British
	 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 Asian British

 FORMCHECKBOX 
 Any other Asian*



	Black/Black British
	 FORMCHECKBOX 
 African

 FORMCHECKBOX 
 Caribbean

 FORMCHECKBOX 
 Black British

 FORMCHECKBOX 
 Any other Black Minority Ethnic*


	Black/Black British
	 FORMCHECKBOX 
 African

 FORMCHECKBOX 
 Caribbean

 FORMCHECKBOX 
 Black British

 FORMCHECKBOX 
 Any other Black Minority Ethnic*

	Mixed Ethnicity
	 FORMCHECKBOX 
 White and Black Caribbean

 FORMCHECKBOX 
 White and Black African

 FORMCHECKBOX 
 White and Asian

 FORMCHECKBOX 
 White and Oriental

 FORMCHECKBOX 
 Any other Mixed Ethnicity*


	Mixed Ethnicity
	 FORMCHECKBOX 
 White and Black Caribbean

 FORMCHECKBOX 
 White and Black African

 FORMCHECKBOX 
 White and Asian

 FORMCHECKBOX 
 White and Oriental

 FORMCHECKBOX 
 Any other Mixed Ethnicity*



	White
	 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Irish

 FORMCHECKBOX 
 Scottish

 FORMCHECKBOX 
 Welsh

 FORMCHECKBOX 
 European, please specify,

     
 FORMCHECKBOX 
 Any other Caucasian Group*


	White
	 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Irish

 FORMCHECKBOX 
 Scottish

 FORMCHECKBOX 
 Welsh

 FORMCHECKBOX 
 European, please specify,       
 FORMCHECKBOX 
 Any other Caucasian Group*



	*Please specify (optional)      

	*Please specify (optional)      



Please return the completed form to:

Enfield Advice Plus Partnership Project

Enfield Disability Action, Community House, 311 Fore Street, Edmonton, London N9 0PZ

Telephone No: 020 8373 6330 Fax: 020 8373 6255
Deaf/Hard of Hearing Telephone Number 18001 020 8373 6330, Email: eapp@e-d-a.org.uk
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	EDA  is a Registered Charity No1082063 & Company Limited by Guarantee (England and Wales) No. 3937507.  Registered Office : As above.  EDA has an access to records policy.  All information received and recorded is subject to the Access to Personal Files Act 1987 and the Data Protection Act 1998
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