[image: image1.png]



Confidential Referral Form

Referrer’s details 
	Name

	

	Address   
Telephone
Fax
Email                              
	

	Relationship to client

	

	Has this referral been discussed with the client?
	


SECTION A – Client’s personal details
	Name
	

	Date of birth
	

	Gender
	

	Ethnicity
	

	Country of origin
	

	Main language (interpreter needed?)
	

	Marital Status

	

	Home address
Telephone

	

	Current address (including hospital, care home, shared housing)

	


Care team details
	Individual

	Contact number
	Length of time known to client

	Consultant Psychiatrist

	
	

	G.P.

	
	

	Social Worker

	
	

	Housing Officer

	
	

	Probation Officer

	
	

	C.P.N.

	
	

	C.M.H.T.

	
	

	Family Support Network (if any)
	
	


SECTION B  - History and current issues
	Are you aware of any risks (either to self or staff) associated to this client 
	If yes, Please provide details 



	What is the presenting mental health problem? Please provide details 


	

	Presenting issues and areas of concerns


	

	Does the client have any physical health problems?  Please provide details 
 

	

	Does the client have any substance use or misuse issues?  Please provide details 

	

	Please provide details of any family challenges (for instance - violence in the home,  parenting issues, financial concerns) 

	

	Is the client at risk of suicide or self harm? Please provide details 


	


Please return this form to us by email: info@wellbeingconnectservices.org 
215 Fore Street, Edmonton 

London, N18 2TZ

Tel: 0208 803 2200
Fax: 0208 803 2552
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