
Client Details
Name:

Sex:  Male  FemaleAddress:

Postcode:

Date of Birth:

Phone No: 

Next of Kin Details
Name:
Address:

Postcode:

Relationship 
to Client:

Phone No: 

General Practitioner of Client
Name of GP:
Address:

Postcode:

Practice Name:

Phone No: 
Health of Client: (Please give as much detail as possible)

About the Situation
Does the Client receive help, support or activities from any other source? (Inc. care packages)

If yes, please specify:

Yes  No

Title (Mr, Mrs etc.):

Date:
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Does the Client have good family support and regular contact with family?

If yes, please specify:

Yes  No

Is the Client lonely or socially isolated?

If yes, please specify:

Yes  No

How can Crossroads help?

Person Referring
Position /

Relationship 
to Client:

Email: 
Phone No: 

Please return this completed form by: Email: iyp@crossroadscare.co.uk
or Post: In Your Prime Project, Crossroads Care NI, 7 Regent Street, Newtownards, BT23 4AB

Please Note:
Crossroads will assess this referal based on the information submitted on this form. This will 

determine the referral’s priority, as we do have a waiting list for our Befriending Service.

Name:
Address:

Postcode:

NI Charity No: NIC102188

DONATE ONLINE WITH

CrossroadsNI
028 9181 4363
www.crossroadscare.co.uk
iyp@crossroadscare.co.uk
7 Regent Street, Newtownards, BT23 4AB
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