COMMUNITY DAY SERVICE  & WORKSHOP & COMPANY  

REFERRAL FORM

	Referral for (please select one):                               

Community Day Service                                           

Workshop & Company     
              
	This form can only be accepted if it is accompanied by:

1. A copy of the most recent CPA (where appropriate)

2. An up to date risk assessment


PLEASE COMPLETE WITH CLIENT WHERE POSSIBLE.

Client details

Name:…………………………………………………      

D.O.B:……………………………………….

Address:………………………………………………       

Gender:………………………………………

…………………………………………………………       

Ethnicity:…………………………………….

…………………………………………………………      

Tel:…………………………………………………….          

Interpreter required     Y / N






           


(If yes, state language/dialect)

Access issues (Mobility) ……………………………   

……………………………………………….


Any childcare commitments  ……………………….   



Significant others

Name:…………………………………………
Relationship ………………………………………  

Address:………………………………………

…………………………………………………         Tel: ……………………………………

	Support Network:
Referrer  ………………………………………..

Address:               ……………………………………………………                                  ……………………………………………………

Tel: ………………………………………………
	Care co-ordinator……………………………..

Address:              

……………………………………………………                                  ……………………………………………………

Tel: ………………………………………………

             

	Consultant.……………………………………..

Address:               ……………………………………………………                                  ……………………………………………………

Tel: ………………………………………………
	GP………………………………………………..

Address:               ……………………………………………………                                 ……………………………………………………

Tel: ………………………………………………


	Is the client currently engaged with a Westminster CMHT or other mental health service? 

(Please specify)   …………………………………
Other professional contacts                               Name                                                          Number         

· CPN

· Social Worker

· OT

· Psychotherapy/psychology

· Flexicarer

· Housing Outreach

· Other, please specify.


	Aims of referral

(Please, include a brief description of the client’s understanding of the reason for this referral.)




	Leisure activities, interests and aspirations 

(Please identify which part/s of the service may be of interest.)




	Brief Social/Personal/Family History




	Mental Health 

Diagnosis:                                                                        Medication:

Presenting difficulties:

Current engagement with services:

In-patient admissions for mental health treatment in past 3 years, frequency and duration? Please provide details.

(Necessary for monitoring purposes)




	Physical health

Any relevant medical history.

(E.g. diabetes, epilepsy, high blood pressure, allergies etc)




	Client’s Signature:

Signed:…………………………………………       

Date……………………
	Referrer’s Signature:

Signed:…………………………………………       

Date……………………




	Team Manager’s Signature:…………………………………………       Date:…………………………………………       



Please send to:

Community Day Service

    or

Workshop & Co
1 St Mary’s Terrace




26 Newman Street

London W2 1SU




London W1T 1PW

Tel. 020 7723 5729 




Tel. 020 7307 5150

Fax 020 7724 4351




Fax 020 7307 5175

April 2007





















