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	Date referral received
	
	Referral No.
	

	Initial Assessment to be completed by:
	
	(date)


Community Links Alcohol Support Service (CLASS) Referral Form

	Personal Details

	Name
	
	Date of Birth
	

	Male  /  Female
(please circle as appropriate)
	NI no.
	

	Address:

	Postcode
	
	Contact telephone
	

	Does the client have any dependent children?
	Yes  /  No

	Residential status:

Owner occupier

Private rented

Living with friends/family

Council Tenant


Hostel
	Homeless

Housing Association

Hospital

Other (please specify

_________________________________

	Referral Details

	Self Referral:  Yes  /  No (please delete as applicable)

	Name of Referrer:
(if not self referral)
	Contact Tel:


	

	Relationship to Client
	

	Team/Agency name and address 
(if applicable)


	Does the client know they are being referred to the service?
	Yes  /  No

	If yes, are they happy to be referred?
	Yes  /  No


	Education and employment

	Is the client employed or in full or part time education/training?

If yes, please give details below
	Yes  /  No

	

	Alcohol use

	Is problematic alcohol misuse the main presenting problem for the client?
	Yes  /  No

	How would you describe the nature of the client’s alcohol issue?  Please include levels of consumption, history of use, impact on day to day living and relationships with others.

	Does the client misuse any other substances?

If yes, please give details below
	Yes  /  No

	

	Health

	Does the client have any mental health problems? 
If yes, please give details below
	Yes  /  No

	

	Does the client have any physical health problems we need to be aware of in order to effectively support them?

If yes, please give details below
	Yes  /  No

	

	Does the client consider themselves to have a disability? 


	Yes / No

	Is the client currently taking any prescribed medication?

If yes, please give details below
	Yes  /  No

	

	Existing Support

	Is the client currently receiving support from any other source?  Please tick as appropriate


	Carer/Family

GP

Probation Officer

OT

CPN
	Social Worker

Voluntary Organisation

Psychiatrist

Other (please specify

________________________________

	If you have ticked any of the boxes above please provide details e.g. name, agency, contact details

	Risk

	Have any risks or concerns been identified in your work with this client? i.e. risk to self or others

If yes, please give details below
	Yes  /  No

	

	Does the client have a history of offending?

If yes, please give details below
	Yes  /  No

	

	Do they have any charges currently pending?

If yes, please give details below
	Yes  /  No

	

	Additional information required:

	Please provide any reports or assessments pertinent to this referral e.g. Risk Assessments, Probation Service Reports, Psychiatric Reports. 

Please note: We will not be able to process this referral without receiving a current risk assessment.

	Yes  /  No

	Forms Attached: 


	Support

	What kind of support package does the client hope to receive from CLASS?  Consider e.g. amount of support, location

	Of the following areas, which does the client require support around?  Please provide details.

	Finding and keeping housing and accommodation
	

	Daily living
	

	Cultural and/or faith issues
	

	Child care or having access to see their children
	

	Substance misuse (other than alcohol)
	

	Finances, benefits or budgeting
	

	Access to training, education and employment
	

	Social interaction, leisure and building relationships
	

	Mental health issues
	

	Access to health services/information
	

	Anger management/ aggressive behaviour
	

	Other (please state)
	

	Additional Information

	


You can return this completed form to
Community Links Alcohol Support Service 

Unit 38
Batley Business Park

Technology Drive

Batley

West Yorkshire

WF17 6ER
E-mail class@commlinks.co.uk
	COMMUNITY LINKS

EQUAL OPPORTUNITIES MONITORING FORM 

(AT REFERRAL STAGE)

	Referral No:
	

	In order to monitor policy, and for that reason only, we would ask you to complete the following questions.

	

	Is the person
	Male
	
	Female
	
	Other (please state)



	Gay
	
	Lesbian
	
	Other (please state)

	Heterosexual
	
	Bi-sexual
	
	

	

	Ethnicity – would you describe the client as:

(please choose ONE section from A to E, then tick the appropriate box to indicate your cultural background)



	A. White

	B.  Black
or Black British
	C.  Asian or Asian British
	D.  Dual Heritage

       
	E. Chinese or other Ethnic Group

	
	
	
	
	

	         British    

         Irish    

         Other (state)
	       Caribbean

       African

       Other (state)
	      Indian

       Pakistani

       Bangladeshi

       Other (state)
	       White/Black  Caribbean

       White/Black African

       White/Asian

       Other (state)
	         Chinese             

         Other (state)

	
	
	
	
	


Community Links thanks you for your assistance in completing this monitoring form.
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