Referral Form for KARE Meals on Wheels Service, 2 Sybil Hill Road, Dublin 5

Phone: 8058433.  Fax: 8058762 Email: mow@karesocialservices.ie


Name:  ______________________    Address: __________________________________________  
Phone No: _______________ 
Mobile: __________________________DOB: _________________     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 Number: ______________________
Status of Referrer: __________________________ Address: ______________________________ 
Is there a need for KARE to contact referrer?  Yes □ No □
Dietary Requirements: _____________________________________________________________ _________________________________________________________________________________
_________________________________________________________________________________ 

Medical Condition: ________________________________________________________________
_________________________________________________________________________________   

Is Client Aware of their Medical Condition?   Yes □   No □

Does client have any anti social problems, e.g. alcoholic, violent, reclusive etc?
Give details _______________________________________________________________________
Is Client at Home? Yes □   No □ if No give expected return date: _____________________

Does client attend Day Centre/ Hospital?   Yes □ No □ 

Name of Hospital/Centre ____________________Days of Attendance ______________________ 
Is Client in receipt of other community care services? Yes □ No □   if yes give details:
 _________________________________________________________________________________  

Is client in receipt of KARE Home Help Service?       Yes □        No □      Requested □
Date of Referral _____________________________                                        KARE Meals on Wheels 2010           

