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Community Links Engagement and Recovery Service (Clear)
Referral Form
Thank you for your interest in our service. You can find out more about the service by visiting our website www.commlinks.co.uk/clear or contacting us using the details below. 
We accept self referrals and referrals from professionals and other agencies. If you require any support in order to complete this referral please contact us on the details below, also please see the referral information leaflet which can be found on our website www.commlinks.co.uk/clear; we can also post a copy of this to you upon request. 

Please complete all sections of this referral form in as much detail as possible; any missing information may delay the processing of your referral.
Please ensure that up to date risk information is included with your referral, we are unable to process referrals until we receive this.


	CL use only


Worker assigned:

	Date received:
	Checked by:
	Client ID:



CLIENT CONTACT DETAILS: 
	Name:






	D.O.B:
	NHS no:

	Address:

Postcode:



	Tel:
	Mobile:

	Email:

	Emergency Contact Name / Tel. No.



	GP Name / Surgery / Tel. No.



	Care Coordinator Name, where based & Tel. No.



	Carer Name & Tel. No. 

Are their any carers services involved? (Please circle)                               Yes              No
If yes please give details:



	Details of any other services / professionals supporting you including Tel. No’s and roles:


	How would you prefer Community Links to contact you (Please tick):
Telephone                   ☐                
Letter                           ☐
Email                           ☐
Other (Please state)    ☐
Are you happy for Community Links to contact you by text message?         Yes          No
(Please circle)
If you have any additional communication needs that we need to be aware of please let us know about these below (e.g. sensory impairment, literacy, dyslexia etc.)



	In order to provide you with the best support please be aware that we may need to contact other professionals involved in your care. Please see the information sharing section for more information.

 


REFERRER INFORMATION:
(Do not complete for self referrals)
	Name:






	Post:

	Service/Team:

	Address:

Postcode:



	Tel:
	Fax:

	Mobile:
	Email:

	Relationship to client:

	Referral type:      Anger Management                                   Mental Health
(Please circle)



	Can we contact the client direct? (Please circle)                  Yes                        No

If No, please explain why:

                                   

	Has the client agreed to the referral being placed? (Please circle)         Yes              No

If ‘no’ please give more information:




REFERRAL INFORMATION

	Please indicate the reason for your referral (Please tick 1 primary reason and as many secondary reasons that are applicable)

	
	Primary Reason
	Secondary Reasons

	Taking control of support


	
	

	Managing your mental health better
	
	

	Developing social skills and new hobbies


	
	

	Support around Dementia 


	
	

	Improving physical health and wellbeing


	
	

	Exchanging skills and peer support


	
	

	Skills and access to employment


	
	

	What times would you like to access the service at? (Please tick all that apply)

	Weekday Daytimes


	

	Weekday Evenings


	

	Saturday Daytime


	

	Sunday Daytime


	


	Please tell us about any cultural or faith requirements that we need to be aware of when working with you:




	First Language                   
                                   European

                      Asian (Eastern)

                        Asian (Southern)

                                       African

            Middle Eastern and CIS

Other

	PLEASE COMPLETE THIS SECTION FOR ALL CLIENTS
( English  ( French  ( German  (Hungarian   ( Italian  (Polish   (Spanish     (Turkish

( Cantonese   ( Mandarin   ( Japanese

( Bengali  ( Hindi  ( Punjabi  ( Sindhi  ( Urdu    Gujarati

( Afrikaans  ( Sudanese

( Arabic  ( Hebrew  ( Russian  ( Other  (please state) _____________________

( BSL   ( Other sign language (please state) _______________________

( Other (please state) __________________________



	Do you require an interpreter? (Please circle)                              Yes                        No
If ‘yes’, please state which language:




MENTAL HEALTH INFORMATION
	How would you describe your mental health? (Please include, for example - how you feel day to day, things you find difficult to achieve, any difficulties developing friendships and relationships, anything you feel you need support with etc.)



	Have you received a mental health diagnosis? (Please circle)
    Yes
             No



	If yes, please state diagnosis?


	

	Do you take any medication for your mental health? (Please circle)
    Yes

   No

If ‘yes’ please state:


	Are you on Care Programme Approach (CPA)? (Please circle)             Yes               No

If ‘yes’ please attach most recent CPA meeting minutes

When is the next CPA meeting planned?




	Do you regularly use any non-prescribed drugs or alcohol? (Please circle)     Yes          No



If yes please give details:



	Do you currently receive support around your drug or alcohol use? (Please circle)  Yes        No
If ‘yes’, please give details:



	Do you experience significant memory problems? (Please circle)          Yes              No

If ‘yes’ please give details:
Do you have a diagnosis of dementia? (Please circle)                            Yes              No

If ‘yes’ please give details:




	Do you experience any learning difficulties? (Please circle)
             Yes

     No
If ‘yes’ please give details:




	Have you previously been a member of the armed forces? (Please circle)   Yes             No
If yes please provide a form of verification of military service at assessment, e.g. service record, discharge papers etc. If you don’t have this information please let us know 



PHYSICAL HEALTH
	Do you have any physical health needs? (Please circle)                                  Yes            No
If ‘yes’ please state:
Do you require any additional support to access the service? (Please circle)   Yes           No
If ‘yes’ please state:




RISK INFORMATION:
	Have you attached a current risk assessment? (Please circle)                          Yes           No

If ‘No’, when can we expect to receive this? Please note, we are unable to process the referral without this information:


	If you are self referring and do not have access to your risk assessment please complete the questions below:



	Please tell us about any times in your life when you may have been at risk (this may include thoughts of or attempting suicide, self harm, self neglect, risk from other people etc.)



	Did any of the above occur within the last 3 months? (Please circle)         Yes                 No

If ‘yes’, please state which one/s:


	Please tell us about any times in your life when you may have put other people at risk (this may include accidental or deliberate incidents, physical or verbal abuse/aggression, neglect of dependents etc.)


	Did any of the above occur within the last 3 months? (Please circle)         Yes                 No

If ‘yes’, please state which one/s:



	Please tell us about any historic or current safeguarding involvement:     

     


CRIMINAL RECORD

	Is there any history of criminal offences? (Please circle)                           Yes                  No

If ‘yes’ please give details

Do you have any unspent criminal convictions? (Please circle)                  Yes                 No

If ‘yes’ please give details







INFORMATION SHARING

	We will hold electronic information about you so that we can provide you with the best level of support whilst you are accessing the service. This information will be held in strict accordance with the Data Protection Act 1998. We will only use your information for the purposes that we have told you about and for operational reasons when we are required to do so by Law (e.g. information we are required to provide during an audit). We will also comply with any legal request by a court or authorised body that requires us to release information to them.

We will share your information on a ‘need to know’ basis with other agencies involved in your care in order to ensure consistency in the support you receive; This also enables us to manage any risk issues safely. Examples of agencies may be: Care coordinators, social workers, housing providers, GP’s, consultant psychiatrist, support workers, CPN’s, probation, Police etc.

I (PRINT NAME)______________________consent to Community Links Engagement and Recovery (Clear) using and sharing my information in line with the Data Protection Act 1998 and within the provisions outlined above. 

Signed: ___________________________________

Date:  ____________________________________




	Diversity Monitoring (please tick all appropriate)

	Ethnicity

	White – British ☐
	Black – Caribbean ☐
	Asian – Indian ☐
	White & Black – Caribbean ☐
	Chinese ☐

	White – Irish ☐
	Black – African ☐
	Asian – Pakistani ☐
	White & Black – African ☐
	Gypsy / Traveller ☐

	White – Other ☐
	Black – British☐
	Asian – Bangladeshi ☐
	White & Asian ☐
	Any other ☐

	
	Black – Other☐
	Asian – Other☐
	Other Dual Background ☐
	Not Known ☐

	 
	
	Prefer no to say ☐

	Gender

	Male ☐
	Female ☐
	Is this the gender you were assigned at birth? 

Yes ☐ / No ☐ / Prefer not to say ☐

	Sexuality

	Heterosexual☐
	Gay ☐
	Lesbian ☐
	Bisexual ☐
	Other ☐
	Prefer not to say ☐


	Relationship Status

	Single ☐
	Married ☐
	Civil Partnership ☐
	Co-Habiting ☐
	Other ☐
	Prefer not to say ☐

	Dependent Children

	Yes ☐
	No ☐
	Prefer not to say ☐
	

	Disability

	Yes ☐
	No ☐
	Prefer not to say ☐
	

	Religion

	Christian ☐
	Muslim ☐
	Jewish ☐
	Sikh ☐
	Hindu ☐

	Buddhist ☐
	Other ☐
	None ☐
	Prefer not to say☐
	

	Residency Status

	British Citizen ☐
	EU National ☐
	Foreign Student☐
	Destitute ☐
	Asylum Seeker ☐

	Refugee ☐
	Other ☐
	Prefer not to say☐
	


Thank you for your time.

	Community Links use only:
	
	

	Risk Assessment attached:             
	Yes
	No

	Further risk information needed:
	Yes
	No

	CPA Registered?
	Yes
	No

	Any information gaps identified?

If yes, what?
	Yes
	No



	Any other areas for follow up?
	
	


Community Links Engagement & Recovery


Lion Chambers


32 - 34 John William Street


Huddersfield


HD1 1ES





Tel: (01484) 519 097


Email: � HYPERLINK "mailto:clear.huddersfield@commlinks.co.uk" �clear.huddersfield@commlinks.co.uk�








Community Links Engagement & Recovery


26 Bond Street


Dewsbury


WF13 1AU








Tel: (01924) 465 054


Email: � HYPERLINK "mailto:clear.dewsbury@commlinks.co.uk" �clear.dewsbury@commlinks.co.uk� 








Community Links Engagement and Recovery Service


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