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SNAP Referral Form
Support Needs Assessment and Placement Team (SNAP) 
3rd Floor, 2-7 Town Hall Parade, Brixton Hill, SW2 1RP
Tel: 020 7926 4407 Fax: 0207 926 4401

Email: infosnap@lambeth.gov.uk
             Please refer to the referral criteria before making a referral
	Referral Date: 

     
	Date of SNAP Interview (office use only):      
	Lambeth SX3 Ref. Number:

(if known):      

	Name of referrer:

     
	Organisation (if applicable):  
     
	Address:

     


	Telephone / Mobile: 

     
	Email address: 

     
	Fax: 

     


Please give details of everyone to be included in the referral to the SNAP Team: 
	Title 

(Mr, Mrs, Miss, Ms)
	First name

	Surname
	Male or Female

(M/F)
	Date of birth

(DD/MM/YY)
	Age 
	Relationship to client, e.g. partner, child

	     
	     
	     
	     
	     

	     
	Client

	     
	     
	     
	     
	     

	     
	     

	     
	     
	
     

	     
	       

	     
	     


Please provide details of the current address for the main applicant including post code:

	Current address:      
Post code:      
How long has the client lived at this address (please answer in years/months/weeks etc):      
(Proof of normal residence will be required to establish a local connection with Lambeth)
Contact telephone number(s): Home:                                       Mobile:      



What is the current housing situation for the main client?
	Council temporary accommodation
	 FORMCHECKBOX 

	Council tenant  
	 FORMCHECKBOX 

	Housing association tenant
	 FORMCHECKBOX 


	Private landlord tenant
	 FORMCHECKBOX 

	Owner occupier
	 FORMCHECKBOX 

	Staying with relatives/friends
	 FORMCHECKBOX 


	Homeless hostel
	 FORMCHECKBOX 

	Rough sleeper
	 FORMCHECKBOX 

	Supported accommodation
	 FORMCHECKBOX 


	Residential accommodation
	 FORMCHECKBOX 

	Traveller
	 FORMCHECKBOX 

	Other (please specify)       

	


Clients who are in hospital:
	Is anyone included in the referral currently in hospital?    Yes  FORMCHECKBOX 

 No   FORMCHECKBOX 

If yes, please give the name of the person in hospital:         
Name of hospital:
     
Name of ward:

     
Contact name:         
     
Contact number:
     
Date of admission:
     
Date of discharge:
     



Clients who are in custody:
	Is anyone included in the referral currently in custody?    Yes  FORMCHECKBOX 

 No   FORMCHECKBOX 

If yes, please give the name of the person in custody:         
Name of prison: 
                                                                                               
Contact name at prison or organisation supporting this client:         
                      
Contact number at prison or organisation supporting this client:
                      
Date of reception into custody:
                                                                          
Date of release:
                                                                                                    
Will the client be subject to probation order or licence upon release?                Yes  FORMCHECKBOX 

 No   FORMCHECKBOX 

When will the order or licence expire?                                                                          
Is the client on the Prolific and other Priority Offender (PPO) scheme                 Yes  FORMCHECKBOX 

 No   FORMCHECKBOX 

Is the client subject to Multi-Agency Public Protection Arrangements (MAPPA) Yes  FORMCHECKBOX 

 No   FORMCHECKBOX 

If yes, please state MAPPA Category       and Management Level      



Please provide details of the main client’s addresses in the last five years – start with the most recent address and work backwards:
	Address (including post code)
	Date moved in 

(MM/YY)
	Date moved out
(MM/YY)
	Reason for leaving

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     

	     
	     


	Why is a referral being made to the SNAP Team? (tick relevant boxes): 


	Tenancy support  with setting up and maintaining a home or tenancy
	 FORMCHECKBOX 

	
	

	Managing finances and benefits
	 FORMCHECKBOX 

	
	

	Gaining access to other services
	 FORMCHECKBOX 

	
	

	In need of supported housing
	 FORMCHECKBOX 

	
	

	In need of accommodation for older people, e.g. sheltered housing
	 FORMCHECKBOX 

	
	

	Other  (please specify): 
	 FORMCHECKBOX 

	Specify:      

	

	]
Primary client group of the main client (please tick one box):



	Frail elderly
	 FORMCHECKBOX 

	Learning disabilities
	 FORMCHECKBOX 


	Generic
	 FORMCHECKBOX 

	People with mental health problems
	 FORMCHECKBOX 


	Homeless families with support needs
	 FORMCHECKBOX 

	Refugees
	 FORMCHECKBOX 


	Mentally disordered offenders
	 FORMCHECKBOX 

	Rough sleepers
	 FORMCHECKBOX 


	Offenders or people at risk of offending
	 FORMCHECKBOX 

	Single homeless with support needs
	 FORMCHECKBOX 


	Older people with mental health problems
	 FORMCHECKBOX 

	Teenage parents
	 FORMCHECKBOX 


	Older people with support needs
	 FORMCHECKBOX 

	Traveller
	 FORMCHECKBOX 


	Physical or sensory disability
	 FORMCHECKBOX 

	Women at risk of domestic violence
	 FORMCHECKBOX 


	Alcohol problems
	 FORMCHECKBOX 

	Young person at risk
	 FORMCHECKBOX 


	Drug problems  
	 FORMCHECKBOX 

	Young person leaving care
	 FORMCHECKBOX 


	HIV/AIDS 
	 FORMCHECKBOX 

	
	


	]
Ethnicity:



	Asian Bangladeshi                                               
	 FORMCHECKBOX 

	Mixed White and Asian
	 FORMCHECKBOX 


	Asian Indian                                                         
	 FORMCHECKBOX 

	Mixed White and Black African  
	 FORMCHECKBOX 


	Asian Pakistani                                                    
	 FORMCHECKBOX 

	Mixed White and Black Caribbean                            
	 FORMCHECKBOX 


	Asian other                                                          
	 FORMCHECKBOX 

	Mixed White and Other 

	 FORMCHECKBOX 


	Black African                                                        
	 FORMCHECKBOX 

	Mixed Other
	 FORMCHECKBOX 


	Black Caribbean                                                  
	 FORMCHECKBOX 

	White British
	 FORMCHECKBOX 


	Black other                                                           
	 FORMCHECKBOX 

	White Irish
	 FORMCHECKBOX 


	Chinese
	 FORMCHECKBOX 

	White Portuguese                                                       
	 FORMCHECKBOX 


	Vietnamese
	 FORMCHECKBOX 

	White other
	 FORMCHECKBOX 


	Ethnicity not recorded           
	 FORMCHECKBOX 

	Other ethnic group                                                     
	 FORMCHECKBOX 


	Refused to give ethnicity details
	 FORMCHECKBOX 

	
	


	What language does the main client speak?
First language:      
Is an interpreter required: Yes  FORMCHECKBOX 
        No  FORMCHECKBOX 
    



	What is the immigration status of the main client?
British Citizen                     FORMCHECKBOX 
               EU/EEA National                        FORMCHECKBOX 
                                                                                                                       Indefinite leave to remain   FORMCHECKBOX 
               Discretionary leave to remain    FORMCHECKBOX 
     Expiry date:      
Other   FORMCHECKBOX 
 (please specify):                                                            



	Does anyone included in the referral receive any of the following? (please tick relevant boxes):


	Income Support
	 FORMCHECKBOX 

	Job Seekers Allowance
	 FORMCHECKBOX 

	Education Maintenance Allowance 
	 FORMCHECKBOX 


	Child Benefit
	 FORMCHECKBOX 

	Child Tax Credit   
	 FORMCHECKBOX 

	Working Tax Credit  
	 FORMCHECKBOX 


	Disability Living Allowance  


	 FORMCHECKBOX 

	Employment and Support Allowance 
	 FORMCHECKBOX 

	Attendance Allowance
	 FORMCHECKBOX 


	Housing Benefit or Local Housing Allowance 
	 FORMCHECKBOX 

	Council Tax Benefit
	 FORMCHECKBOX 

	Pension Credit
	 FORMCHECKBOX 


	Other 
	 FORMCHECKBOX 

	(please specify):      



	Does anyone included in the referral receive a service (current or past) from any of the following?
 FORMCHECKBOX 
 Social Worker

         FORMCHECKBOX 
 GP         

    FORMCHECKBOX 
  Probation / Youth Offending Service   

 FORMCHECKBOX 
 Substance Misuse Team                FORMCHECKBOX 
 Home Care (home care)    FORMCHECKBOX 
 Connexions  

 FORMCHECKBOX 
 District Nurse

         FORMCHECKBOX 
 Meals-on-wheels 
 FORMCHECKBOX 
 Community Psychiatric Nurse (CPN)
        
 FORMCHECKBOX 
 Child and Adolescent Mental Health Service (CAMHS)
 FORMCHECKBOX 
 Other (please specify):         
Please give contact details:

Name:                                                Agency:                                Contact number:         
Name:                                                Agency:                                Contact number:       
Name:                                                Agency:                                 Contact number :                                   




	Does anyone included in the referral have problems with mobility, physical disability or sensory impairments?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 

If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

      



	Does anyone included in the referral have a history of mental health problems?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

     


	Does anyone included in the referral have a learning disability or special educational need?
Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
                                   

If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

     



	Does anyone included in the referral have history of alcohol or drug misuse?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

     



	Does anyone included in the referral have an offending history?   Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
           

If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

     



	Does anyone included in the referral have a history of violence/harm or potential violence/harm towards self?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   or towards others? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                    
If yes, please give details below:

If the referral is being made by an agency/in a professional capacity please attach relevant reports/risk assessment – see page 7 of the referral criteria:

     



	Additional information
Please add any additional information that you feel has not been covered:
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Appendix 1 – To be sent with the SNAP referral form 
	Lambeth Support Needs Assessment and Placement Team (SNAP)



	Authorisation to disclose confidential information



To whom it may concern:

Please note that the Support Needs Assessment Team (SNAP Team) is duly authorised to obtain and share, with other relevant agencies, information relating to my confidential matters by virtue of my signature below.

1st Client: 





2nd Client:

Signed

_______________________

Signed

____________________
Print name
_______________________

Print name 
____________________
Date

_______________________

Date 

____________________
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Appendix 2 – To be sent with the SNAP referral form

Please read and sign this form if you are applying for sheltered housing in Lambeth. 
Sheltered Housing Assessment Notice 
An important part of living in sheltered housing is the support service that you will receive while you are living there.  The support service includes a Sheltered Housing Officer or Support Worker (formerly known as the Warden) and the use of a Community Alarm System.

The support service will be provided whether you are offered council or housing association sheltered accommodation.

The support service is funded by Lambeth Supporting People and administered by the council and you may have to pay for this service.  If you do have to pay, the council will collect this charge separately from your rent. 

You will be told how much the full support charge is when you are assessed for sheltered housing. However, most people, if they receive housing benefit or have a low income and few savings, do not have to pay the charge. In order to decide if you need to pay the charge, or part of it, an assessment will be carried out shortly after you move in.

When you move in to the accommodation you will be required to meet with the Sheltered Housing officer to discuss your support needs.  The Sheltered Housing Officer will prepare a support plan in order to monitor your support needs.

Please sign this form to confirm that you understand:
· If you move in to sheltered housing you are required to participate in the support planning process; and  
· You will be offered a financial assessment but you may have to pay for the support service; and
· The support charge will be collected separately to your rent.
1st Client: 





2nd Client:

Signed

_______________________

Signed

____________________
Print name
_______________________

Print name 
____________________
Date

_______________________

Date 

____________________
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