	FLOATING TENANCY 
SUPPORT
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REFERRAL PACK

TENANT DETAILS

	Name
	

	Address


	

	      Date of Birth



	

	Tel. Numbers
	

	N.I. Insurance No.
	

	Partner Details
	

	Dependant children


	Name                                                 D.O.B.



	Do you have a disability?


	Yes   FORMCHECKBOX 
                                    No    FORMCHECKBOX 

If yes – please give details

	Income details
	Full Time Employment    FORMCHECKBOX 

Part Time  Employment  FORMCHECKBOX 

Unemployed   FORMCHECKBOX 
          Other  FORMCHECKBOX 



	REFERRER DETAILS

	Organization :

Name :

Address:

Tel. No.

Email Address:
Contact Person:


	I am making a referral on behalf of…………………………………..

……………………………………………………………………………

For the following reasons:

Is the applicant on Probation?            Yes   FORMCHECKBOX 
             No   FORMCHECKBOX 

Has the applicant received support    Yes   FORMCHECKBOX 
             No    FORMCHECKBOX 

from CHAT in the past?

Signed: ……………………………………. Date………………………




THE SUPPORT NEEDS INDEX


     

      








Points 

History of street homelessness






   5


Tenant needs support to enable them to sustain their tenancy

   6


Tenant at risk of becoming homeless





   6


Support required on a temporary basis





    2


Moving on from prison or other institution and support required to


take up the offer of a tenancy and sustain it.




    6


Tenant has a priority need and needs support to take up the offer and


sustain their tenancy








    5


Tenancy is with a private landlord






    4


Tenancy is with a Social landlord (Introductory period)


     3


Tenancy is with a Social landlord






     2


Tenant has financial problems including rent arrears and other debts
     4


There are complaints from neighbours and an identified support needs    5


Tenant is making complaints about neighbours and feels threatened and


persecuted









               4


Tenant experiencing harassment






      4


Tenant needs assistance to access other services and no existing support 


Network









               3


Accommodation in poor state of repair because of neglect


      5


Tenant experiencing or recovering form drug or alcohol problems
      5


Tenant has difficulty with social/communication skills


      3


Tenant lacks the confidence or skills to cope with the requirements of


daily living 









               3


Tenant lacks basic literacy and/or numeracy skills



2


Tenant has mental health needs






5


Tenant has history of abuse







5


Tenant has a limited or disruptive social/family network


2


Tenant has serious physical health needs




5


Tenant presents frequent aggressive or violent behaviour


5


Unwilling to recognise support needs/accept help



3














         

Total Points   
 FORMCHECKBOX 


Low   (1-10)


Medium (11-20)

High (21+)

  
    FORMCHECKBOX 




      FORMCHECKBOX 
                       FORMCHECKBOX 

	Applicant name:


	Applicant address:




Referrer Risk Assessment Checklist

To be included in all application/referral packs for all services, unless otherwise specified

	To Referrers: Please complete this form to identify all risks and concerns relating to the applicant. Please fill in every category, even if only a tick in the “No” box or state “Unknown”.

Any “Yes” answers will not automatically invalidate the person from receiving support but will enable us to more effectively assess and manage the risks involved. 

If you answer “Yes” to any of the following questions please provide further details on a separate sheet which include:

· Past History

· Current Situation & Frequency

· Any known triggers

· How risk is currently managed or not (including service user insight)

· Service User strengths and other resources used to manage risk effectively

Wherever possible this form should be completed with the full knowledge and cooperation of the applicant. Their views should be included, especially if they differ.

If you decide there is identified risk information in relation to this applicant which you feel unable to discuss with them, please contact us.


	1. Does this person have a history of violence, verbal abuse or aggression towards others?
	Yes
	No

	

	2. Does this person have a history of damaging property?
	Yes
	No

	

	3. Does this person have a history of problematic behaviour in previous accommodation e.g. eviction, arrears, antisocial behaviour, inability to share facilities?
	Yes
	No

	

	4. Does this person have a history of arson or attempted arson?
	Yes
	No

	

	5. Has this person ever carried dangerous weapons?
	Yes
	No

	

	6. Does this person have any physical or sensory disability?
	Yes
	No

	

	7. Does this person have a history of falling and or wandering?
	Yes
	No

	

	8. Has this person ever not taken prescribed medication or have prescribed drugs recently been discontinued?
	Yes
	No

	

	9. Does this person suffer from a condition which results in loss of self control and/or memory?
	Yes
	No

	10. Does this person suffer from a medical condition which could be contagious?
	Yes
	No

	

	11. Is this person suffering from severe stress?
	Yes
	No

	

	12. Does this person have a history of mental ill health?
	Yes
	No

	

	13. Does this person have a history of self harm?
	Yes
	No

	

	14. Does this person have a history of suicide attempts?
	Yes
	No

	

	15. Does this person have a history of self neglect?
	Yes
	No

	

	16. Is this person likely to abuse alcohol, drugs or other substances?
	Yes
	No

	

	17. Is this person at risk from others? 
	Yes
	No

	

	18. Is this person at risk of violence from others (e.g. domestic abuse)?
	Yes
	No

	

	19. Is this person a victim of harassment?
	Yes
	No

	

	20. Has this person been charged/convicted of any criminal offence? Have they received any cautions, official warnings or supervision orders?
	Yes
	No

	

	21. Has this person ever been convicted under the Sex Offenders Act 1997 and placed on the Sex Offenders Register?
	Yes
	No

	

	22. Are there any other matters of vulnerability, including equal opportunities concerns, lack of engagement with support, etc… which it would be useful for us to know?
	Yes
	No

	

	23. Is there a risk to others from this person’s pets?
	Yes
	No

	


	Applicant:  Additional comments and/or disagreements:


	Applicant:


Sign, Print, Date



	Name of person completing this form:

Sign, Print, Date

	Job Title & Contact Details:




CLIENT APPLICATION FOR FLOATING TENANCY SUPPORT

It is important 
that this is completed by the client. Return to CHAT 28 Gold Street Tiverton EX16 6PY
Tel 01884 255606. Fax 01884 258030.

Name……………………………………………………….

Address…………………………………………………………………………………...

………………………………………………………………………………………………

………………………………………………………………………………………………

Telephone number……………………………………….

How long have you lived in the Mid Devon District Council area?

If less than 6 months in which housing area did you live previously?

How do you think a worker from CHAT can help you?

Signed…………………………………………Print name……………………………………..
CONSENT FORM

NAME…………………………………….

ADDRESS……………………………………………………………

…………………………………………………………………………

……………………………………………………………………………..

TELEPHONE ………………………………

National Insurance Number.……………………………

Date of Birth………………………

I give consent for Churches Housing Action Team to share and receive written or verbal information that I would be entitled to receive myself in order for them to act on my behalf regarding my housing benefits or welfare needs.

This consent can last for six months from…………………….

Signed…………………………………………..

Signed on behalf of CHAT………………………………………………

  FORMCHECKBOX 
  Please tick this box if you DO NOT want the information you have provided being used for training or audit purposes.
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