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CHANGING LIVES HOUSING TRUST
REFERRAL FORM



Dear applicant,

CHANGING LIVES HOUSING TRUST provides Housing and other Support Services.
We will use the information we collect from this form only to process your application to our services.
We may need to request information about you from any other agencies that work / or 
have worked with you.

	CHANGING LIVES HOUSING TRUST

	Service Address
	Erith House 
7 Queen Street
Erith
DA8 1RP 
	Website
	www.changingliveshousingtrust.org

	Telephone Number
	02033434101
	Email
	



     referrals@clht.org

	Service Type
	Temporary Accommodation
With Floating Support
	Client Group
	      25+
       Low to Medium Risk



Referrer details:   Note: also complete the separate referral form
	Referral Agency
	
	Contact Name
	

	Telephone Number
	
	Email Address
	



Client details:
	Name
	
	Address
	

	Telephone Number
	
	NI Number
	

	Date of Birth
	
	Gender
	

	Identification provided
	
	Need of Interpreter
	



Next of Kin:
	Name
	
	Address
	

	Telephone Number
	
	Relationship
	



Your Housing:
	On what date you moved in to your current address?
	

	What is your current housing status?
	

	Your current landlord?
	

	Which Local Authority (area)?
	

	Are you on any Housing Register?
	

	If yes, which Borough?
	






Reasons for being homeless.  Briefly explain and complete a separate risk assessment if any.

	Eviction
	
	

	Notice from Landlord
	
	

	Fleeing Abuse / persecution
	
	

	Sofa Surfing
	
	

	Financial Issues
	
	

	Leaving prison
	
	

	Other
	
	




Residential Details
	Where have you lived for the past five years?  Please include any hospital or prison stays. 

	Address
	From
	To
	Reason for leaving

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Do you have any problems in your current previous accommodation:

	




	Your Financial Situation


	Do you have any arrears / loans?
	Yes
	
	No
	

	If yes, please give details, including any agreements you have made to repay the debt?

	
Please tell us what benefits you currently claim/ receive or have claimed
 (tick all that apply)
	Employment support allowance
	
	Job Seekers Allowance
	
	Housing Benefit
	

	
	Disability Allowance
	
	Other
	

	
	How much were you receiving?
	

	
	When is the next sign on? 
	

	
	Which Job Centre are you registered with? 
(if applicable)
	

	Are you currently working?
	Yes
	
	No
	

	If yes:
	How many hours do you work per week?
	

	
	What are your weekly earnings?
	

	Are you in education or training course?
	Yes
	
	No
	

	If yes:
	What course are you doing?
	

	
	How many hours per week?
	

	Do you do any voluntary work?
	Yes
	
	No
	

	How many hours do you do per week?
	

	Do you have or are you waiting for a student loan?
	Yes
	
	No
	

	If yes, please can you give us more detail as this might affect your ability to claim certain benefits?

	

	Do you have any savings?
	Yes
	
	No
	

	Amount
	

	Do you have a bank account?
	Yes
	
	No
	

	Details: 
	







	Tell Us About You (This will help us to make an assessment of your needs) Please circle and specify

	Are you currently or have you ever been dependent on alcohol?
	Yes
	
	No
	

	If yes, please give details
	

	Do you consider yourself to have a disability?
Could your disability stop you entering a building e.g. climbing stairs?
	Yes
	
	No
	

	If yes, please give details
	

	Have you ever experienced, or are you currently experiencing, any physical health challenges?
	Yes
	
	No
	

	If yes, please give details
	

	Are you experiencing, or have you in the past experienced problems with depression, anxiety, self-harm or other mental health issues?
	Yes
	
	No
	

	If yes, please give details
	

	Are you currently using or have you ever been dependent on illegal drugs?
	Yes
	
	No
	

	If yes, please give details
	

	Are you currently using any prescribed drugs?
	Yes
	
	No
	

	If yes, please give details
	

	Do you have any convictions for arson?
	Yes
	
	No
	

	If yes, please give details
	

	Do you have any other convictions/cautions/warnings against you?
	Yes
	
	No
	

	If yes, please give details	
	







	Agencies and Support

	Please give detail of agencies working with you, or people who help to support you
(E.g. GP, Housing Officer, Community Worker, Care Coordinator, Probation Worker, Advisors, Work Coach)

	Name(s)
	Job Title
	Organization & Contact Address
	Telephone No.

	
	
	
	

	
	
	
	

	
	
	
	









	Your support needs (Please tick all the boxes for things where you need more support)

	Housing
	Keeping your room/home safe, clean and tidy
	
	Past or present problems with neighbors
	

	
	Notices or evictions
	
	Reporting repairs
	

	
	Rent arrears
	
	Other (state)
	

	Finance
	Paying rent/ service charges
	
	Claiming benefits
	

	
	Paying bills
	
	Clearing debts
	

	
	Budget planning
	
	Other (state)
	

	Support networks / family / friends
	Family links
	
	Friends
	

	
	Other social networks
	
	Isolation
	

	
	Domestic abuse
	
	Offending
	

	
	Behaviour management
	
	Other (state)
	

	Meaningful use of time
	Training
	
	Education
	

	
	Employment
	
	Interests
	

	
	Literacy needs
	
	Help with language
	

	
	Accessing childcare
	
	Other (state)
	

	Diversity
	Cultural needs
	
	Religious needs
	

	
	Personal preferences
	
	Other (state)
	

	Physical Health and Wellbeing
	Registering with a GP
	
	Registering with a dentist
	

	
	Exercise
	
	Hygiene
	

	
	Diet
	
	Getting support from other agencies
	

	
	Other (please state)
	

	Pregnancy (for women applicants only)
	Are you pregnant?
	Yes
	
	No
	

	
	If yes, what is the baby’s due date?
	





ANY OTHER INFORMATION? 

(Please use the box below to add any notes)












	Declaration and Consent

	
In conjunction with this application, I give permission for information about my application to be shared with other relevant organisations responsible for providing the necessary and any additional support.

I understand that the information given above forms the basis of granting me a tenancy and I hereby confirm the accuracy thereof.

Note: Any false statement made knowingly or recklessly to induce the grant of a tenancy may result in breach with your License Agreement and end in immediate termination of your license.

	
Signed
(Applicant)
	

	
		Date
	


	
Print name
	





	
Thank you for completing this application form


Our commitment to you

  We will confirm with your referrer that we have received your application.

  If we think we may be able to help you, we will invite you to an assessment to discuss in detail.

  We will keep your referrer informed of progress

  If we cannot offer you a place with our service we will let your referrer know and give the reasons for our decision.

  We will make sure we treat your application fairly and without discrimination.



Appeals process

If you are unhappy regarding any decisions made in the application process, you can appeal to the Operations Manager of the service.  You can do this in writing, by telephone, or in person. Their details are on the front of this form.









	Equality Monitoring

	Changing Lives policy is to ensure all applicants receive the same consideration and opportunities. The information provided in this section will be treated in the strictest confidence. Your cooperation in completing this section will be much appreciated.

	Ethnic Origin

	White English
	
	Mixed Race white &
black Caribbean
	

	White Irish
	
	Mixed Race white &
Asian
	

	White Scottish
	
	Any other mixed race
	

	White Welsh
	
	Chinese
	

	Asian Indian
	
	Black Caribbean
	

	Asian Pakistani
	
	Black African
	

	Asian Bangladeshi
	
	Any other black background
	

	Any other Asian background
	
	Other
	

	Prefer not to say
	
	Not Known
	

	Disabilities

	Sight Impairment
	
	Mental Health
	

	Mobility
	
	Hearing Impairment
	

	Physical disability
	
	Progressive
	

	Learning Disability
	
	Wheel chair dependent
	

	Difficulty turning and gripping with hands
	
	Other
	

	Prefer not to say
	
	Not Known
	

	Sexuality

	Heterosexual
	
	Lesbian
	

	Homosexual
	
	Bi-Sexual
	

	Other
	
	Prefer not to say
	

	Do you follow any Religion?
	












	Risk Assessment

	Client Name
	

	Date of Birth
	



	(Please tick where applicable)

	Self-Harm
	Self-Neglect
	Harm from Others
	Harm to Others
	Other

	Acting with suicidal intent
	
	Self-neglect e.g. nutrition, hygiene, health, finance
	
	Risk of neglect
	
	Sexual assault
	
	Substance abuse e.g. alcohol/drugs
	

	Self-Injury
	
	Refusal of Services
	
	
Risk of physical abuse
	
	Risk to Child
	
	Incidents involving the police
	

	Self-Poisoning
	
	
Risk of losing essential services
	
	
Risk of sexual abuse
	
	Violence to family
	
	Absconding
	

	Self-Mutilation
	
	Risk of Eviction
	
	Risk of finance abuse
	
	Violence to staff
	
	Health and Safety,
Accidental harm at home e.g. falling, careless smoking
	

	Head Banging
	
	
Risk from environment
	
	Risk of emotional/ psychological abuse
	
	
Violence to general public
	
	Accidental harm outside the home
	

	Hair Pulling
	
	
Discontinuation of medication
	
	
Risk of over medicating
	
	Arson
	
	
Dealing with hazards
	

	Other method of self-harm
	
	
Risk of Relapses
	
	Risk of unlawful restrictions e.g. locks on doors
	
	Exploitation of others e.g.
financial, emotional
	
	Driving risk
	




	Does the applicant present a risk to any Specific Group? Or is at risk from any Specific Group?

	Group
	Extreme Risk
	High Risk
	Medium Risk
	Low Risk

	Children
	
	
	
	

	Older Generation
	
	
	
	

	Women
	
	
	
	

	Men
	
	
	
	

	Family Members
	
	
	
	

	Minority Group
	
	
	
	

	Young Adults
	
	
	
	

	Staff
	
	
	
	

	Self
	
	
	
	

	Others
	
	
	
	



	Safeguarding

	Are there factors that increase the 
client’s vulnerability?
	

	Is the client subject to Multi-Agency 
public Protection Arrangement (MAPPA)?
	

	Are there any identified safeguarding issues?
	

	Are there any risk assessments by other agencies?
	

	Have other agencies been considered in this assessment?
	

	Does any safety information need to be shared
with other agencies (refer to confidentiality policy)?
	

	Current / Identified Risks

	Are there any identified safety concerns or risk issues?

	

	Who is affected?

	

	What are the triggers and likelihood?

	

	Any current measures in place to minimize risk and improve safety (e.g. medication, care plan, counselling, working with agencies)?

	




	Signed (Client)
	
	Date
	

	Print name
	

	Signed 
(Support Worker)
	
	Date
	

	Print name
	

	
	Initial Support
	Review Planned
	Review Completed
	Quality Checked
	Signatures
	Date

	Date
	
	
	
	Manager / Senior / Peer
	
	

	Client Signature
	
	
	
	
	
	

	Staff Signature
	
	
	
	Staff
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