
Eternal Life Support Centre 
  

Client Referral form 

PART 1: CLIENT DETAILS  
 
Title: Mr           Mrs         Miss          Ms         Other: ___________    Date of Birth: ______________________ 

Surname: ____________________________                             First Name: ___________________________ 
 
Address:  _______________________________________________________________________________                 

                  _______________________________________________________________________________ 

                  _______________________________________________________________________________ 

                  _______________________________________________________________________________ 

 Mobile:   _________________________________________   Telephone No: _________________________ 
 
Next of Kin: Name:  ________________________________    Telephone No: _________________________ 

                      Address: ______________________________________________________________________ 

                                     ______________________________________________________________________ 

                                     ______________________________________________________________________ 

                                     ______________________________________________________________________ 

                                     ______________________________________________________________________ 
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PART2: REFERRER DETAILS 
Organisation: ____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 
 
Address:       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 

                       _____________________________________________________________________________ 
 
Telephone:     __________________________________ 
 
Type of referral: please tick 

Self  Social Services  

Lay Volunteer  Housing Dept/Association  

GP  Employment Agency  

Church  Friends  

Barbers/Hairdresser  Relative  

Local Education Authority  Other (Please Specify)  

Benefits Agency    

 
How did you hear about us?  
________________________________________________________________________________________ 



________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 
I 
Briefly describe your problems: 
________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 
Referral date: ______________________________ Referred by: ___________________________________ 
 
Does the client agree to the referral being made? (Please tick) Yes          No 
 
Clients Signature: ___________________________ Referrer’s Signature: ___________________________ 
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Contact: Jennifer Blake 

 (Managing Direct) 

Phone/Fax: 0207-3588-566 

Mobile: 0798-444-9929 

Address:  

Safe 91 Peckham High Street, 

Peckham, SE15 5RS 

 E-Mail: Jenniferelsc@aol.com 


