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                 Telecare Referral Form (To be completed by the client or a family member)
	Client Details

	Full Name:
	

	Date of Birth:
	

	Address:
	

	Phone Number:
	

	NHS Number/CHI (if known):
	

	Person Completing This Form (if different from above)

	Name:
	

	Relationship to Client:
	

	Contact Number:
	

	Email Address:
	

	Date Completed:
	










Why Are You Requesting Telecare Support?
Please describe any concerns or reasons for seeking telecare support.




Risk/Clinical Information
Health and Mobility
· ☐ Yes ☐ No — Does the client have any medical conditions that could lead to falls?
· ☐ Yes ☐ No — Is the client prone to falls or has a history of falling?
· ☐ Yes ☐No — Does the client have mobility issues that affect their ability to seek help?
(Consider requesting a Multi-factorial Falls Assessment if none completed in last 12 months)

Living Situation
· ☐ Yes ☐ No — Does the client live alone or spend long periods alone?
· ☐ Yes ☐ No — Is there someone nearby who can assist in an emergency?
· ☐ Yes ☐ No — Is the home environment safe and accessible?
Cognitive and Mental Health
· ☐ Yes ☐ No — Does the client have memory problems or cognitive impairment?
· ☐ Yes ☐ No — Is there confusion or disorientation?
· ☐ Yes ☐ No — Does the client experience anxiety or fear about being alone?
Communication Ability
· ☐ Yes ☐ No — Can the client use a phone or call for help if needed?
· ☐ Yes ☐ No — Would the client be able to operate a community alarm device?
· ☐ Yes ☐ No — Are they aware of and willing to pay the weekly charge? (£5 per week as per 01/04/2026)
Support Network
· ☐ Yes ☐ No — Does the client have regular contact with family, carers or neighbours?
· ☐ Yes ☐ No — Is there a delay in getting help when needed?
· ☐ Yes ☐ No — Do they have at least 2 people who can be nominated as responders, who are nearby?

Risk Factors
· ☐ Yes ☐ No — Have there been recent incidents such as falls or medical emergencies?
· ☐Yes ☐ No — Are there concerns from family or professionals about the client’s safety?

Personal Preferences
· ☐ Yes ☐ No — Does the client express a desire to feel safer or more confident?
· ☐ Yes ☐ No — Is the client open to using technology to support independence?

Telecare Services You Think Might Help
Please list any devices or services you think would be helpful (e.g., community alarm, fall detector, GPS tracker).
Consent
· ☐ Yes ☐ No — Has the client agreed to this referral?
· ☐ Yes ☐ No — Has the client been informed about how their data will be used?
Additional Information
Include any other details you feel are important:







Please send by email to: otduty@shetland.gov.uk 
Alternatively, please send to: Community Occupational Therapy Team, The Independent Living Centre, Gremista, Lerwick, Shetland, ZE1 0XY
· Data Protection Statement – The information provided by you will be processed in accordance with the Data Protection Act 2018 to allow us to effectively provide you with support from Occupational Therapy to promote your independence and wellbeing. The Data Protection Act 2018 gives you the right to know how we will use your data.  Further information about how we use your personal data is available from the Council’s website at http://www.shetland.gov.uk/information-rights/DataProtection.asp
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