
Amber Initial Referral Form
Julie Coupland and Paul Davidson

Amber 
Bythesea Road, Trowbridge

Wiltshire BA14 8HR
Tel: 01225 759900
Fax: 01225 759909

Applicant Details

First Name

Mr Miss Mrs Ms

Middle Name(s) Surname

Male Female

Date of Birth Place of Birth National Insurance No.

House Number / Name or Accommodation Provider Street

Village Town / City County

Post Code Landline Tel No: Mobile Phone No:

Do any of the following apply?

This is an initial referral.  Please use this space to briefly explain how Amber could help the applicant in achieving his or her goals.

Referrer Details

Property Number or Name Street

Village Town / City County

Post Code Landline Tel No: Mobile Phone No.

Organisation Name Contact Name

Email Address Fax No.

Yes No

Substance / Drug Misuse History

Alcohol Misuse History

Any Court Cases Pending

Criminal Record

Schedule 1 Conviction

Mental Health Issues

Covered by S117 Mental Health Act 

On Probation

Arson Conviction

Yes No

District Health Authority’s duty to 
make aftercare arrangements

Benefits
JSA Income Support Incapacity Benefit New Deal

Disability Living 
Allowance

Other

Comments

Please fax or post this form to the Amber contact at the top of the page

Completed By Date & Time
Form: AR1

Age

Not Claiming


