

 (
G
WELLHEANS
)Referral Form    	                                                                                                                              			
	
 (
TO BE COMPLETED BY REFERRING AGENCY AND/OR CLIENT:
The questions below are design
ed
 to enable us to give a service
,
 most appropriate to you/
the 
client.  Please fill out th
is
 form with as much information as possible.  Thank you
.
)



	CLIENTS DETAILS
	PLEASE COMPLETE THIS COLUMN

	Name: 
	

	Date of birth:
	

	Gender:
	

	Ethnicity:
	

	Nationality:
	

	Preferred Language:
	

	Address:

	




	Post Code:
	

	Housing Status:
	Tenant/Own Home/Supported/NFA etc…

Any Accommodation need?


	Home telephone number:
Is it OK to leave a message with a person or the ansaphone on this number?
	

	Mobile phone number:
Is it OK to leave a message with a person or the ansaphone on this number?
	

	National Insurance number:
	

	First language:
	

	Referred for:
	 SDP          Endeavour       Sembal      

	E-mail:
	

	Disability:
	

	Marital Status:
	

	Religion:
	

	Benefit currently claimed:
	

	Length of Unemployment:
	

	Consent to share data:
	[bookmark: _GoBack]            Yes                         No   





	REFERRING SOURCE:
	

	Name of person referring:
	

	Company Name & Address:


	


	 E-mail address:
	

	Telephone number:
	



	Emergency Contact:
	Name:

Relationship:

Contact Details:

Aware of Appointment?


	GP:
	Name:

Surgery Address:

Aware of Appointment?


	Parental Status:
	




	HALO:
	

	Is this client in Halo:
	 (
  
) (
  
)                 Yes                      No




	TOPS/CARE PLAN:
	

	TOPs completed?
(If yes, please send copy of TOPs with referral)
	 (
  
) (
  
)                 Yes                      No


	Name of Care Co-ordinator responsible for TOPs:

	

	  Do you have an action/care plan? If you are able to share it with us, please include a copy:
	 (
  
) (
  
)              Yes                      No






	
OBJECTIVES OF REFERRAL
	

	Are you/the client currently using street drugs?
If yes, what?
How much?
How often?

	



	Are you/the client currently using alcohol?
If yes, what?
How much?
How often?

	

	Are you/the client currently using prescribed medication?
If yes what?
How much?
How often?
What is this medication for?
	

	Have you completed a risk assessment? If yes, please provide a copy:
	 (
  
) (
  
)Yes                                  No

	Is there a relapse risk currently?  From others?
To others?
Please specify:
	 (
  
) (
  
)Yes                                  No
 (
  
) (
  
)Yes                                  No



	Referrers signature

	

	Client’s signature
On signing this document, you authorise Gwellheans to contact relevant agencies to enable your application to proceed. 
	

	
Today’s date:
	



If you are a referring agency, have you included the following(copies of these documents are needed to continue with the application):
Completed action/care plan:  	 		
Completed risk assessment:         

 (
Please r
eturn this form to: 
GWELLHEANS
THE DOUGLAS HOCKEN CENTRE
ALMA PLACE
REDRUTH
, 
TR15 2AT
Tel No: 01209 211825
Fax No: 01209 214957
)
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