Trustus We Care CLG, T/A Trustus Senior Care.  
 
    

1st Floor-Block C3, New Seskin Court, 
Whitestown Way, Tallaght, Dublin D24 XY9A
Telephone No: 01 468 5500 | Email: info@trustus.ie | www.trustusseniorcare.ie    


REFERRAL FORM FOR TRUSTUS SERVICES   DATE OF REFERRAL: __________ / __________ / ____________________ 
Note: Please Complete This Form in Block Letters Only 
 
	REFERRAL SOURCE: (HEALTH AND/OR SOCIAL CARE PROFESSIONAL)
	 
	ORGANISATION / ROLE 

	 

	CONTACT NO: 
	 
	E-MAIL: 
	 

	REASON FOR REFERRAL: 

	TRUSTUS SERVICES – Please tick () any of our services which you would like to avail of.  
 Once you have ticked ( )one or more  of our services, it is mandatory to fill in sections (A), (B), (C) & (D) and, in addition, any section for any one of our services you have selected to avail of below 

	 
	DAY CENTRE  

	(STATE DAYS YOU WANT) 
 
	

	
	MEALS ON WHEELS



	 (STATE NUMBER OF MEALS YOU WANT PER WEEK)

 
 
	

	 
	PENDANT ALARM 
SCHEME  
	(STATE DAYS YOU ARE 
AVAILABLE FOR 
INSTALLATION OF ALARM BY EQUIPMENT COMPANY) 
 
	

	 
	FRIENDLY CALL SERVICE 
	(STATE DAYS YOU WANT) 
 
	

	SECTION A - CLIENT PERSONAL INFORMATION 

	FULL NAME: 
	 
	TITLE: Mr.   Ms.   Mrs.    Other  : 

	HOME TEL. NO: 
	 
	MOBILE NO: 
	 

	HOME ADDRESS: 
	 

	EIRCODE:  
	 
	DATE OF BIRTH: 
	 

	SECTION B - NEXT OF KIN/NOMINATED REPRESENTATIVE/ EMERGENCY CONTACT INFORMATION  
 
(If there is more than one Next of Kin/Nominated Representative/Emergency Contact or you would like to add more for the client, please email us info@trustus.ie or contact our main office 01 4685500 & ask for the service in question to add this information. 

	 
FULL NAME: 
	 
	 
TITLE: Mr.   Ms.   Mrs.    Other  : 

	 
HOME TEL. NO: 
	 
	 
MOBILE NO: 
	 

	 
HOME ADDRESS: 
	 
(OPTIONAL) 

	 
EIRCODE: 
	 
(OPTIONAL) 
	 
E-MAIL: 
	 
(OPTIONAL) 

	 
RELATIONSHIP TO CLIENT:  HUSBAND     WIFE     SON     DAUGHTER     BROTHER     SISTER   
OTHER      (If you have   “other”, please state details in space provided)  
 

	


 
	SECTION (C) - HEALTH SERVICES INFORMATION (HEALTH AND/OR SOCIAL CARE PROFESSIONAL) 
 
(If you would like to add more health service information, please contact the main office & ask for the service in question to add this information) 

	FULL NAME: 


	 
	ORGANISATION / ROLE 

	 

	CONTACT NO: 

	 
	E-MAIL: 

	 

	WORK ADDRESS:
 
	 

	 
SECTION: ANY OTHER INFORMATION OR COMMENTS 

	 

	 

	 

	 
SECTION (D): PLEASE ATTACH A COPY OF MEDICAL HISTORY AND LIST OF MEDICATIONS.

	
SECTION (E): SIGN REFERRAL FORM 


	 
PRINT FULL NAME OF REFERRAL SOURCE: 
 
	 
 
 

	 
SIGNATURE OF REFERRAL SOURCE: 
 
	 

	 
DATE OF SIGNATURE: 
 
	 
 
 





PLEASE NOTE THAT A TRUSTUS SENIOR CARE SERVICE REPRESENTATIVE MAY CONTACT THE CLIENT, NEXT OF KIN/ FAMILY MEMBER(S) OR ANY OTHER OF THE CONTACTS PLACED ON THIS FORM TO REQUEST FURTHER INFORMATION PERTINENT
TO WHICHEVER SERVICE(S) YOU HAVE SELECTED. 
EXAMPLES OF THE INFORMATION WHICH MAY BE ASKED FOR/ REQUESTED ARE: 
 THE CLIENT’S HEALTH RECORDS & MEDICATION DETAILS. 
 INFORMATION ABOUT THE CLIENT’S DIET & FOOD ALLERGIES. 
 DAYS / TIMES THE CLIENT WOULD LIKE TO RECEIVE THE SERVICE. 
 INFORMATION FOR THE CLIENT OR OTHER CONTACTS OF HOW THE SERVICE WORKS. 
 UPDATING CLIENT DETAILS TO PROVIDE A BETTER SERVICE. 
 SCHEDULE VISITS FROM TRUSTUS REPRESENTATIVES. 
PLEASE NOTE THE ABOVE IS NOT AN EXHAUSTIVE LIST AND TRUSTUS VALUES ALL ITS CLIENTS WISHES TO KEEP GOOD COMMUNICATION WITH THEM AND PROVIDE THE BEST LEVEL OF CARE & SERVICE TO OUR CLIENTS, WHILST ADHERING TO BEST PRACTICE CONCERNING THE CURRENT DATA PROTECTION & PRIVACY LEGISLATION. 
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