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	Application for Kirklees Employment Service

	​​
	



	Information provided in this application will be treated as confidential and will not be passed to anyone outside of Richmond Fellowship without the Applicant’s permission. 
Please complete all section in full

	Personal Information


	Title:
	 FORMCHECKBOX 
 Mr      FORMCHECKBOX 
 Mrs       FORMCHECKBOX 
 Miss      FORMCHECKBOX 
 Ms      FORMCHECKBOX 
 Dr        FORMCHECKBOX 
 Other
	Gender identity: 
	  FORMCHECKBOX 
 M    FORMCHECKBOX 
 F 




	Forename:
	     
	 Home tel:
	     

	Surname:
	     
	  Mobile tel:
	     

	Address:
	     
	 Other tel:
	     

	Postcode:
	     
	Date of Birth:
	     

	NHS number                         
Email:                                  

How would you prefer to be contacted?
Write to me FORMCHECKBOX 
 / Email me   FORMCHECKBOX 
 Phone me FORMCHECKBOX 
 / Text FORMCHECKBOX 
       
Easy read material  FORMCHECKBOX 
 Large print  FORMCHECKBOX 
 /Braille  FORMCHECKBOX 
    
Audio FORMCHECKBOX 
 / Provide a hearing loop  FORMCHECKBOX 
BSL  FORMCHECKBOX 
 Other FORMCHECKBOX 
  
Please tick the support you wish to apply for

1-2-1 Employment Support   FORMCHECKBOX 

Peer Support Workshops     FORMCHECKBOX 

If known please specify which workshop you wish to attend………………………………………………
	   NI number:
	     



	
	                   
	Goals
	

	What can we help you to achieve?
	
	
	

	                                                                  Referrer Information

	Other Services

	Are you currently receiving support from any medical professionals, or using other services? (Please list)
Have you used Richmond Fellowship Employment service before?


	Ethnicity

Referrer Information

	White
 FORMCHECKBOX 
 British
 FORMCHECKBOX 
 Irish
 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
Do not wish to Disclose
	  Mixed

 FORMCHECKBOX 
 White & Black Caribbean
 FORMCHECKBOX 
 White & Black African
 FORMCHECKBOX 
 White & Asian  
 FORMCHECKBOX 
 Other             

	Asian or Asian British
 FORMCHECKBOX 
 Indian

 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Other
	Black or Black British
 FORMCHECKBOX 
 Caribbean
 FORMCHECKBOX 
 African
 FORMCHECKBOX 
Other
	Chinese or Other
 FORMCHECKBOX 
 Chinese
 FORMCHECKBOX 
 Other 

	Referrer Information

Referrer Information

	Referring Agency
	     
	Referrer Name:
	     

	Address:
	     
	Referrer Job Title:
	     

	
	     
	Telephone No:
	     

	Postcode:                    
	Email:
	     



	Important: Referrers must attach a current risk assessment if one is available.

We will share this risk assessment with the service user when completing our initial assessments. 

If you do no wish for us to share the risk assessment with the customer  please tick this box    FORMCHECKBOX 


	Health Information

	Are you currently receiving support from a medical professional for your mental health?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
What mental ill health do you experience?……………………………………………………………………………………..

Are you under CPA?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
Date of next review    …………………………………….

	Do you have any current restrictions, are you currently sectioned under the mental health act, or are you subjected to probabtion or community orders?     FORMCHECKBOX 
Yes         FORMCHECKBOX 
No
Do you have (please tick all that apply)

 FORMCHECKBOX 
 Learning disability               FORMCHECKBOX 
Physical disability

 FORMCHECKBOX 
 Drug or alcohol problem     FORMCHECKBOX 
Dementia
 FORMCHECKBOX 
 Autism/aspergers                FORMCHECKBOX 
Dyslexia

If you have any other specific needs, or health problems we should be aware of please detail here ……………………………………………………………………………………………………………………………………….

	                                                                                   How did you hear about us?
                                                                  Referrer Information

	

	Signatures

	The personal information provided on this form, and in all other dealing with Richmond Fellowship, will be handled in accordance with the Data Protection Act 1998.  I agree to provide the above information and will notify Richmond Fellowship of any changes to the details provided on this form.

	Client:


	
	Date:


	

	Referrer:
	
	Date:
	


If completing this form electronically please tick to confirm client consent for this referral    FORMCHECKBOX 
  
Please send completed application form to; Richmond Fellowship, 21 Old Leeds Road, Huddersfield, HD1 1SG or email: Info.KirkleesES@RichmondFellowship.org.UK
Please provide the name and number of a contact who we can get in touch with should there be an emergency:


Name……………………………   Relationship to you ……………………….


Contact Number………………………..
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