Referral Form for Conexus Care
 Meals on Wheels Service, 2 Sybil Hill Road, Dublin 5
Phone: 01 805 8574	Fax: 805 8762		Email:  mow@conexuscare.ie
Name: __________________________	Address: ______________________________________________________
Phone No: _____________________ Mobile: ______________________ Date of Birth: _______________________
Gender:         Male                Female 	     	Language:  English speaking             Yes                        No




Living Arrangements: Alone 	Husband/Wife 	         Partner 	       Other           give details ____________________




Status: 	    Married 		    Widowed 		    Separated/Divorced 		      Single	




Next of Kin: (1) __________________________		Relationship: _____________________________________
Phone: ________________________________		Mobile: _________________________________________
Next of Kin: (2) __________________________		Relationship: _____________________________________
Phone: ________________________________		Mobile: _________________________________________
Which of the above should be contacted in relation to this referral?      (1)              (2)            or Client



GP Name: _____________________________		Phone: _________________________________________
Name of Referrer: ______________________		Phone: _________________________________________
Status of Referrer: ______________________		Address: ________________________________________
Is there a need for Office to contact referrer?		  Yes 			  No


Dietary Requirements: __________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Medical Condition: _____________________________________________________________________________
_____________________________________________________________________________________________
Is the client aware of their medical condition?		   Yes			    No


Does the client have any anti-social problems, e.g. alcohol, violence, reclusive etc.?
Give details______________________________________________________________________________________
Is the client at home?	   Yes		  No	      If No, please give expected return date: ____________________


Does client attend Day Centre/Hospital?	          Yes 	          No


Name of Centre/Hospital _____________________	Days of attendance: ________________________________
_______________________________________________________________________________________________

Date of Referral: ______________________
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