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Community Links - Mental Health Support Service
Self Referral Form
Thank you for your interest in our service.
We have attached a form for you to complete and return to us using the address below.

Please make sure you give us as much information as possible.  You may add extra sheets of information if you think this will help us with your referral.
Information packs regarding the Mental Health Support Service are available upon request.  These packs include information regarding our referrals process/service pathway, service model, confidentiality policy and appeals/comments/complaints procedures.  If you would like further information regarding our service, or would like assistance completing this form please contact us using the details below.

Once you have returned the completed form, you will be placed on our waiting list.  We will then contact you in the future to arrange a visit to discuss how we can best support you.  

(These forms can be photocopied for further use, or more forms can be obtained by contacting us using the details below)
	Section 1. 


  Equal Opportunities

	The Mental Health Support Service strongly believes that particular groups of potential and actual service users are at risk of finding services inaccessible, or of experiencing ongoing poor mental health and poor quality of life, such as people from Black or Minority Ethnic communities, Women, Gay men, Lesbians and Disabled people. 

Because of this, we need to make sure that we are an accessible service and to do this we must monitor the referrals that we receive to make sure that we are reaching all sections of society.

This page is designed to be detached from the rest of the form upon receipt.  The information is anonymised; it will be stored separately from client files and used for monitoring and statistical reasons only.




	How do you identify yourself (gender): (Please circle)

	Male
	Female
	Transgender
	Don’t Know

	How do you identify yourself (sexuality): (Please circle)

	Lesbian
	Gay
	Heterosexual

	Other
	Bisexual
	Did not want to state

	What is your cultural background: (Please circle)

	Does not want to state

	White
	Dual
	Asian or British Asian
	Black or Black British
	Other Ethnic Group

	British
	White and Asian
	Indian
	Caribbean
	Chinese

	Irish
	White and Black African
	Pakistani
	African
	Gypsy/Traveller

	Other
	White and Black Caribbean
	Bangladeshi
	Other
	Other

	
	Other
	Kashmiri
	
	

	
	
	Other
	
	

	Do you have a physical health problem that affects your life on a day to day basis, or consider yourself physically disabled? (Please circle)

	Yes
	No

	Do you have a religion: (Please circle)

	Christian
	Buddist
	None

	Hindu
	Muslim
	Other

	Seek
	Jewish
	Did not want to state

	What is your relationship status: (Please circle)

	Married
	Co-habiting
	Other

	Civil Partnership
	Single
	Does not want to state

	What is your residency status: (Please circle)

	British Citizen
	EU National
	Refugee
	Other

	Asylum Seeker
	Foreign Student
	Destitute
	Does not want to state


	HSS use only

	Date received:
	Checked by:
	Ref No:


Your Contact details:
	Name:






	D.o.B:

	Address:

Postcode:



	Tel:
	Mobile:

	Email:

	Are you likely to be contactable at this address for the foreseeable future? (please circle)


Yes


No
If no, please state reason and/or offer alternative contact details below:



Do you have anyone who you can give as an emergency/alternative contact :
	Name:






	Relationship:

	Address:

Postcode:



	Tel:
	Mobile:

	Email:


Have you been given a diagnosis for your mental health problem(s)?

(Please circle)
Yes


No

If yes, what is it? 


Do you agree with this diagnosis?

Yes


No

If no, are you able to say why?


Using your own words please describe the type of mental health problems that you experience:


Do you take any medication for your mental health?

(please circle)
Yes

No

Don’t know

If yes, do you find this useful?

(please circle)
Yes

No

Don’t know

Have you had a recent medication review?
(please circle)
Yes

No

Don’t know

Please use the following space to tell us about any issues regarding your medication that would be useful for us to know (e.g. do you experience side effects):






Do you regularly use any unprescribed drugs or alcohol?
(please circle)
Yes

No


If yes, please give us further information below:







If you have a drug or alcohol worker please give their contact details below:
	Name:






	Post:

	Service/Team:

	Address:

Postcode:



	Tel:
	Fax:

	Mobile:
	Email:


Areas for Support:
What do you consider to be the main areas that you would like support with?



What changes would you like to take place by using the service?




Do you have any goals or aspirations that you would like to achieve?









How long do you think you would benefit from using the service?



Does your culture or identity play an important part your life? If so, in what way? (e.g. Spirituality, Deaf community, Gay culture, Religion, etc.)







Other support/Significant others:

Do you have someone who would be considered as your main Carer? (this is usually a relative or friend)
(please circle)
Yes

No

If yes, do they live with you?

(please circle)
Yes

No

Please give their name and their relationship to you.  If your carer doesn’t live with you, please also give their contact details below:

	Name:






	Relationship:

	Address:

Postcode:



	Tel:
	Mobile:

	Email:


Do you have any caring responsibilities? (i.e. children, elderly or disabled relatives etc.)
(please circle)
Yes

No

Please give details about this and any other significant people in your life (it would be useful for us to know about any difficulties you may experience in your relationships, how you get on with the people in your life, how much time you spend together, etc.)  








Are you currently on Care Programme Approach (CPA)? 
(please circle)    
Yes

No

Don’t know
If yes are you on    Standard    or    Enhanced   CPA  (please circle)    
Please give contact details for the person identified as CPA Care Co-ordinator (this may be your CPN, Social Worker or Psychiatrist, etc,)
	Name:






	Post:

	Service/Team:

	Address:

Postcode:



	Tel:
	Mobile:

	FAX:
	Email:


Are there any other workers involved in your support? 

(please circle)   
Yes 

No
If we are able to contact other people involved in your support it will greatly help us with the referral process and enable us to support you more effectively.  Also, we will need a FACE Risk Assessment completing from one of the services you have previously been involved with.  Please enter any contact details below:
*Please Note: You must at least give your GP’s details
	Worker/Service
	Name
	Contact Details

	GP*
	
	

	(Other)
	
	

	(Other)
	
	

	(Other)
	
	

	(Other)
	
	


Do you have any physical health problems that would be helpful for us to know about?
(please circle)
Yes

No

Don’t Know

If yes, please give details below:







Do you have any communication issues that we should be aware of? (e.g. language, literacy, sensory impairment.)


Do you have any preference of worker from our service?  (please circle)


No Preference

Female worker

Male worker

Asian worker

Black worker
Please note: we cannot guarantee that preferences will be met; however, it will be helpful if you can give information to support your request:



Where did you hear about the Mental Health Support Service?


The following space has been left blank for you to add any additional information to previous answers or any further information you think would be useful for us to know:





Community Links


Mental Health Support Service


Jamaica House


277 Chapeltown Road


Leeds


LS7 3HA





Tel: 0113 262 0033


Fax: 0113 262 4551


email: � HYPERLINK "mailto:hss16to64@commlinks.co.uk" ��hss16to64@commlinks.co.uk�


Web: � HYPERLINK "http://www.commlinks.co.uk" ��http://www.commlinks.co.uk�
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