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COMMUNITY LINKS 

ROSE VILLA REFERRAL FORM
ADMISSION CRITERIA CHECK - This page of the referral form is a criteria check to help you identify whether the client you are referring meets the Admission Criteria before you proceed with the rest of the referral.

	CLIENTS NAME
	


	Is the client on the Care Programme Approach?

	YES
	NO – If No, you will need to ensure that the client is part of CPA before they will be able to access the service.


	Does the client use drugs or alcohol? The hostel is not a suitable environment for clients whose predominant problem is drugs or alcohol or whose drug / alcohol use mitigates against communal living.

	NO
	YES – please provide more details such as type of; frequency; quantity; how this affects the clients ability to live in a shared environment:




	Does the client require physical care? The hostel cannot provide physical or nursing care such as bathing, toileting, dressing, feeding – however, the hostel does have some adaptations & is wheelchair accessible.

	NO
	YES – please provide more details such as type of physical need; ability; level of independence:




	Does the client have a learning disability, dementia or a memory problem? The hostel does not have waking night staff and is not a suitable environment for someone who has a significant learning disability, dementia or a memory problem.

	NO
	YES – please provide more details such as ability; level of independence; how the issue affects the client in day to day living:




	Does the client have a forensic history? The hostel is not suitable for those whose level of forensic history mitigates against communal living.

	NO
	YES – please provide more details.




	CLIENT DETAILS
	

	Name :
	

	Age :
	

	Date of Birth :
	

	Address :


	

	Tel No :
	

	Mobile No :
	

	NHS id No : (can be found on CPA minutes or FACE Profile)
	

	REFERRER DETAILS
	

	Name & Job Title:
Address:
Tel No:
E Mail:
Relationship to Client:
	


	GP DETAILS
	

	GP’s Name :
Surgery Address :

Postcode :
Tel No :


	


	CURRENT ACCOMODATION
	

	What type of accommodation is the client currently living in?

Who provides this accommodation?

Does anybody else live at this property?

Does the client receive support to manage and maintain this tenancy? (if yes, please state from whom)
	


Please complete this section if the client is being referred from the COMMUNITY

	Has the client had any previous admissions to hospital?

If YES, Please give dates & details :

	


Please complete this section if the client is being referred from HOSPITAL

	Is the client on a Section of the MHA? 
	
	If YES, which section?
	

	Is it imagined they will come to the hostel on a Section? 
	

	Date of hospital admission?


	

	Describe the events that led up to the admission?

(please indicate any involvement of Police or Crisis Resolution Team). 


	

	How have they been whilst an in-patient?

(Please consider : drug / alcohol use; contact with family / carers; mental health; attitude toward problems & recovery; interaction with staff & patients; level of activity; elusiveness; risk)

	

	Have they had any previous admissions?

If YES, Please give dates and  details.


	


PLEASE COMPLETE ALL REMAINING SECTIONS

	Please give name/s and dose/s of any current medication including depot.


	


	Has the client ever been on a Section 3? 
	                YES                   NO


	Clients National Insurance Number
	

	Does the client have any debt?

If YES, please give details:

	


	HOUSING APPLICATIONS

	Have any other housing applications been made? 

If YES, please give details : Type of housing; 

Agencies; Contact Details; Dates; Status of application; Who has made the applications?


	YES                  NO

	What is your reason for the referring the client? 


	

	What are the clients positive coping strategies?


	

	What are the clients negative coping strategies?


	

	What are the client’s longer-term aims?


	

	Does the client have any physical health problems we should be aware of?

(If YES, please give details)


	

	Which agencies currently support the client?

(Please give contact details & nature of involvement)


	


	CARER DETAILS
Please provide details of anyone who the client sees as a carer including contact details.


	

	Does the client wish their carer(s) to be involved in the assessment process?


	

	Are we able to contact the carer(s) directly to invite them for a visit?  Please provide name(s) and contact details.

	


	Does the client have an up-to-date FACE Risk Profile?

(We are unable to accept clients to the service who do not have a FACE Risk Profile).
	                      YES                  NO

	Is a copy being sent with this referral?

If NO, please give date when you will forward this?


	 YES                  NO

	We usually keep FACE Risk Profile in clients files which they have access to. Please indicate if you are happy for us to do this? 
If NO, please say why?


	YES                  NO

	Is the client pregnant? 

If YES, please give details of any child protection issues including who is taking a lead on this?

(Please forward any reports that would be useful)


	YES                  NO



	Is the client involved in any other child protection issues?

If YES, please give details including who is taking a lead on this?

(Please forward any reports that would be useful)


	YES                  NO

	Is the client subject to OR involved with any Adult protection. If so, please give details including who is the taking the lead on the issue.

(Please forward any reports that would be useful)


	

	Are there any other reports that would be pertinent to this referral i.e. CPA Minutes?
If YES, are they being sent with this referral?

If NO, please give date when you will forward them?


	                     YES                  NO

YES                  NO


	Name of Care Coordinator :
Address  :
Postcode :
Tel No:

E-Mail :
	

	What is the date, time and venue of the next CPA meeting?


	


	Is there anything else you would like to make us aware of?

(attach another sheet if necessary)


	

	All the information on this referral will be discussed with the client at assessment. Is there any info you do not wish us to discuss with the client or any other agency?

If YES, please say what, why and who?


	                YES                  NO



	Are we able to contact the client directly to arrange a visit and assessment?
	YES                  NO - if no please state why :



	MONITORING INFORMATION  (please circle)

	White British
	Caribbean
	Indian

	Irish
	African
	Pakistani

	Other white background please state :


	Other black background please state:
	Bangladeshi

	White & Black Caribbean
	Chinese
	Kashmiri

	White & Black African
	Gypsy / Traveller
	Other Asian background please state: 

	White & Asian
	Not Known
	

	Other mixed background please state :
	Other ethnic background please state:


	


	Male
	Female
	Transgender


	Heterosexual     
	Lesbian
	Gay
	Bi-Sexual
	Other please state :
	Not Known


	Married
	Co-Habiting
	Single
	Civil Partnership
	Other please state : 


	Dependent Children ? please circle
	YES
	NO


	Disabled? please circle
	YES
	NO


	Christian
	Muslim
	Not religious

	Buddhist
	Sikh
	Other please state :

	Hindu
	Jewish
	Not Known


	British Citizen
	EU National
	Refugee
	Destitute

	Asylum Seeker
	Foreign Student
	Other please state       :
	


	Primary Diagnosis
	

	Secondary Diagnosis
	


	Client is in Hospital
	Client is Homeless
	Client is in the Community
	Client is coping badly

	Clients current housing is inadequate
	Client is in danger of losing their home
	Client is using Acute Community Service
	


	ENCLOSED INFORMATION please circle all that apply

	FACE Risk Profile
	CPA Minutes
	Child Protection Reports

	Adult Protection Reports
	Other please state    :
	


	REFERRERS SIGNATURE
	

	DATE
	


Please return the completed referral form and any relevant documentation as soon as possible to enable us to process the referral quickly and efficiently. We aim to acknowledge receipt of referrals within 5 working days. We aim to offer an assessment within 10 working days from the client receiving their referral acknowledgement letter. 

PLEASE NOTE Without the clients up to date FACE Risk Profile we will be unable to make a decision whether the service is suitable for a client. 
PLEASE RETURN TO :  Rose Villa,



  York Road, Seacoft, S14 3AA
TEL : 


  0113 2323341

You can download Referral Forms, Referrers Guides, & Residents Handbooks from our website  -  www.commlinks.co.uk
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