
SECTION A

Self Referral From Carer/Relative From Partner/Agency

Name of Agency/Partner
SECTION B
If referral is via a carer or relative, consent from home occupier is required.
Has the home occupier given consent for this referral? Yes       No

SECTION C
DETAILS OF PERSON WHO REQUIRES HOME SAFETY CHECK
Name D.O.B.

Address

Postcode
SECTION D
BEST METHOD OF CONTACT
Occupant Name and/or name of Carer/Relative or Partner Agency worker

Email                                                   Text

Telephone Other
SECTION E
Further Information/Comments

Do you / the person you are referring have any working smoke alarms? Yes       No

Do you / the person you are referring live alone? Yes       No

Are you / the person you are referring over 50? Yes       No

Do you / the person you are referring use a hearing aid or are hard of hearing? Yes       No

Do you / the person you are referring use a sight aid or have difficulty seeing? Yes       No

Do you / the person you are referring use mobility/walking aids to get around the house/flat? Yes       No
Do you / the person you are referring have any other difficulties in moving around the house/
flat (such as the stairs, doors being hard to open, etc)?      

Yes       No

Do you / the person you are referring have any mental health concerns that we should be 
aware of?
Advise: carer / relative needs to be present during the visit if person lives alone and 
diagnosed with dementia as occupant might not be able to retain / recall fire advice 
information.

Yes       No

Do you / the person you are referring have alcohol dependency? Yes No             Not known

Do you / the person you are referring take any prescriptive drugs? Yes No             Not known

Do you / the person you are referring take any recreational drugs? Yes No             Not known

Would you / the person you are referring say access to the property is easy? Yes       No

Do you / the person you are referring or anyone else in the household smoke? Yes       No

Home Safety Check
Request Form

SECTION A
We need to clarify this to ensure we protect our staff and our customer. For example – a self referral may require checking with other agencies to ensure that there is no risk to our practitioners or station personnel.For example - explicit consent is required should a carer or relative refer if the visit is not for them.

SECTION B
If there is no consent please ask the carer/relative to get consent before ringing back. This avoids confusion if we visit and we are not expected and complies with legislation.

SECTION C
All of the above is really important so that we can identify the individual with other agencies if further engagement is required or a safeguarding or welfare referral is required. This makes sure the person needing the service gets the best service. 

SECTION D
This should be the main point of contact for all conversations about the visit.

SECTION E
Please use this 'Further Information/Comments' box to record any information for sections A to D.For example best time of day to contact. Access restrictions.

SMOKE ALARMS
For example in the 'Additional Information' section you may want to note the type of alarm system and whether some are working. Please refer to you trouble shooting notes if needed.

ROLFEM
Sticky Note

LIVING ALONE
This is to identify risk when added to the risks below.

HEARING IMPAIRMENT
This is to start a conversation around what type of alarm is required, who to send. Please put any information offered in the 'Additional Information' section. For example – I am profoundly deaf and require a BSL delivery.

SIGHT IMPAIRMENT
This is to start a conversation around what type of alarm is required, who to send. Please put any information offered in the 'Additional Information' section. For example – I am sight impaired and require an enhanced delivery.

MOBILITY
This is to start a conversation to find out the level of mobility.

IMMOBILITY
This is to start a conversation to find out the level of immobility if no walking aids are used.

MENTAL HEALTH
This covers everything from depression and anxiety to dementia. This starts a conversation around mental health to build a picture of who should visit the property. Please add details to the 'Additional Information' section.For example – Do you sometimes forget where you put things?Ask the carer if there have been any concerns in the property around cooking or electrics – this helps us send the correct person.

ALCOHOL AND DRUGS
This starts a conversation around how the above impair mobility or sensory ability because of sedative effects and help us send the right person.

ACCESS
This helps our Station personnel and Practitioners.

SMOKING
We need to know this so we can send the right equipment.



Do you / the person you are referring have any pets that might not like strangers? Yes       No
How would you / the person you are referring feel if you were visited by local firefighters in a 
fire engine? (fine, distressed, alright, etc)

Yes       No

Additional Information

Do you / the person you are referring have any help or support from Health or Social Care 
Providers?

Advise: carer / relative needs to be present during the visit if person lives alone and 
diagnosed with dementia as occupant might not be able to retain / recall fire advice 
information.

Yes       No

If ‘Yes’ please provide details

AGENCY USE ONLY
Do you think the person you are referring will have any difficulty understanding or retaining fire 
safety information?

If ‘Yes’ we recommend a joint vist with the main carer. Please provide contact details 
below if different from the above.

Yes       No

Contact details

Is there any information or risk that we need to be aware of before we vist? 
For example: Levels of hoarding, threats of arson, unpredictable behaviour.

Please provide a risk assessment if one is available

Yes       No

Agency Information/Comments

Please return this completed form to PAR@southwales-fire.gov.uk

PETS
This helps our Station personnel and Practitioners.

ADDITIONAL INFORMATION
Please use this section to add details in relation to questions on:Hearing ImpairmentSight ImpairmentMental HealthSmoking


	DOB: 
	Occupant Name andor name of CarerRelative or Partner Agency worker: 
	Email: 
	Other: 
	Additional Information: 
	If Yes please provide details: 
	Contact details: 
	Agency InformationComments: 
	Address: 
	Address 2: 
	Text: 
	Postcode: 
	Telephone: 
	Further Info: 
	Name: 
	Name of Agency / Partner: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off


