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COMMUNITY LINKS CHANGES SERVICE REFERRAL FORM
ELIGIBILITY CHECK - This page is an eligibility check to help you identify if the client meets the service criteria before you proceed with the rest of the referral.

	CLIENTS NAME
	


	Is the client female?

Please circle
	YES
	NO – The Changes Service is for women only.


	Do they live in Kirklees?  

Please circle
	YES
NO – The Changes Service only works with women in the Kirklees area
	NO but they are intending to return to the Kirklees area.
Please give more details opposite :


	

	Is the client aged 18 or over? please circle
	YES


	NO – The Changes Service is for women aged 18+



	Does the client have a mental health diagnosis? 
(note to admin – if YES please record on DB)
	YES

Diagnosis :


	NO 

	Does the client have complex needs consistent with  Personality Disorder?

If NO – Please note: The Changes Service only works with women with a personality disorder or women who have traits of a personality disorder. 

	YES please tick all that apply :

( Difficulty forming / maintaining relationships     ( Chaotic lifestyle

( Difficulty identifying / expressing emotion/opinion       ( Anger management 

( Fluctuating moods                                           ( Low self esteem
( Damaging & destructive behaviours                  ( Self injury

( Difficulty coping with everyday life                   ( Eating disorder

( Lack of problem solving skills                          ( Impulsivity
( Has periods of intolerable distress                    ( Anxiety

( Struggles to take control of own life                  ( Depression

( Avoids looking at issues that impact on them; focuses on side issues

( Expresses psychotic symptoms like voice hearing

( Expresses wanting to change but struggles to engage with the process

( Lacks self identity; feels like they don’t fit in
( Difficulty adapting to change  ( Offending (or at risk of)


	Mental Health History 

Please tick any that apply


	( Contact with statutory mental health services of 2 years of more duration 

( Frequent recent or historical admissions to hospital



	If either of the above have been ticked please give more information
	


PRIORITY – The details on this page enable us to assess the priority status of a client, therefore please be specific with details and enclose any relevant reports that support the referral. 

	Has the client got a history of offending / are they at risk of offending?

If Yes, please give details incl. dates & convictions  & any charges pending & enclose any relevant reports :


	

	Does the client have substance misuse issues?

If Yes, please give details incl. type, frequency, level of consumption, impact on daily life, how administered:
ADMIN NOTE – IF YES TICK DD BOX
	

	Has the client experienced domestic violence?

If Yes, please give details 

	

	Does the client have a learning disability?

If Yes, please give details & enclose any relevant reports

	

	Is the client vulnerable?

If Yes, please give details


	

	Does the client have any physical health problems or disability?

If Yes, please give details & enclose any relevant reports

	


	CLIENT DETAILS
	

	Name :
	

	Age :
	

	Date of Birth :
	

	Address :


	

	Tel No :
	

	Mobile No :
	

	Email Address :
	

	NHS id No : (can be found on CPA minutes or Sainsbury’s Risk Profile)
	

	Referred For : please circle 
	                Group Work       OR         One to One Support                
            


	RESIDENTIAL STATUS:

( Owner/Occupier          ( Private rented     ( Living with friends   ( Living with family      ( Council tenant             ( Housing Association   ( Hostel                  ( Hospital                  ( Secure unit               ( Homeless                  

( Other (please give details) __________________________________________________             


	REFERRER DETAILS
	

	Is this a self referral? 

If YES, we will need to get some more info from your GP or another professional. Do you consent to this?

If you are referring yourself please give us the details of another professional who knows you :
	YES                              NO

YES                              NO



	If not a Self Referral 
Name : 

Job Title / Relationship to client:
Address:
Tel No:
E Mail:
	


	GP DETAILS
	

	GP’s Name :
Surgery Address :
Tel No :


	

	Does the client know they are being referred?
	YES                              NO

	If Yes, how do they feel about the referral?


	


	Does the client have children? 


	YES                              NO

	If YES, please give details including Names, Ages, Residency, Children’s address if different from own :


	Are there any children’s safeguarding issues relating to these children or any other children the client has contact with? If YES, please give details & send any relevant reports :



	Is the client pregnant?


	YES                              NO

	If YES, is their child likely to be subject to any safeguarding issues? Please give details :




	Please give name/s and dose/s of any current medication the client is taking.
	


	Support


	What are your reasons for the referral?  What outcomes do you hope the client will achieve?


	What support does the client require? Please provide specific details below :

	Emotional & mental health issues : 

(Any thoughts , feelings,  behaviours including risk.) 



	Managing tenancy & accommodation :



	Drug & alcohol misuse :



	Offending : 



	Self care & living skills :

(Including self injury, etc) 



	Managing money : 



	Meaningful use of time :

(including access to education / training / employment etc)


	Motivation & taking responsibility :

(Including parenting / access to children, etc) 



	Social networks & relationships : 

(Including social skills, cultural / faith issues, etc) 



	Physical health :

(Including access to health services / information, etc) 



	What are the client’s coping strategies? (positive and negative)



	PLEASE ONLY COMPLETE THIS SECTION IF YOU ARE REFERRRING THE CLIENT FOR GROUP WORK :

	Has the client taken part in group work / adult learning before? If so, how did they manage this? What was the outcome ? 
What kind of group work or joint activity is the client interested in?

What kind of group work / activity setting might suit the clients learning needs best?

ie outdoor activity / smaller groups / day trips

What outcomes would the client like to achieve from group work / joint activity?

How is the client likely to manage any conflict or frustrations with group members?
Are there likely to be any barriers for the client in accessing groups?



	EXISTING SUPPORT Please tick all that apply :


	( Care Coordinator
Name :

Address :

Tel No :

Email Address :
IS THE CARE COORDINATOR AWARE OF THE REFERRAL?


	YES / NO

If NO please ensure they are in agreement with this referral
	( Probation Officer

Name :

Address :

Tel No :

Email Address :

	

	( Social Worker
Name :

Address :

Tel No :

Email Address :

	
	( Psychiatrist

Name :

Address :

Tel No :

Email Address :

	

	( CPN
Name :

Address :

Tel No :

Email Address :

	
	( OT
Name :

Address :

Tel No :

Email Address :

	

	( Psychologist
Name :

Address :

Tel No :

Email Address :

	
	( Drug Agency
Name :

Address :

Tel No :

Email Address :

	

	( Alcohol Agency
Name :

Address :

Tel No :

Email Address

	
	( Housing Support
Name :

Address :

Tel No :

Email Address

	

	( Voluntary Agency
Name :

Address :

Tel No :

Email Address
	
	( Other /s
Name :

Address :

Tel No :

Email Address
	


	NEXT OF KIN & CARER DETAILS
	

	Name & relationship of Next of Kin :
Address :

Tel No : 

Email Address :


	

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

	Are there any adult safeguarding issues related to the client in connection with the above or any other adults the client is in contact with? If YES, please give details & send any relevant reports :



	Is the client herself subject to any adult safeguarding issues? If YES, please give details & send any relevant reports :




	Does the client have an up-to-date Sainsbury’s Risk Assessment?


	YES                  NO

	Is a copy being sent with this referral?

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


	 YES                  NO
Please note we are unable to process referrals without this where there is statutory involvement

	We usually keep Risk Assessments in client’s 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 subject to CPA/ MAPPA? 

If YES, what is this the date, time & venue of their next meeting? 
	                     YES                  NO




	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



	What is the client’s first spoken language?

What is the client’s first written language?

Will they require an interpreter?


	


MONITORING – This information assists us in ensuring we provide tailored support relating to the clients individual need & helps us shape our services for the future, thank you.
	Gender
	(  Female

	Is this the gender you were assigned at birth?
	( Yes    ( No

	Disability
	( Yes        (  No         ( Didn’t wish to state

	Sexuality
	( Gay         ( Lesbian      ( Straight    ( Bisexual  ( Didn’t wish to state

	Ethnicity                     White 

Mixed

Asian or Asian British

Black or Black British

Chinese or Other
	( British  (  Irish  (  Other

(  White & Black Caribbean ( White & Black African ( White & Asian   ( Other

( Indian    (  Pakistani  ( Bangladeshi   (  Kashmiri      ( Other

( Caribbean   (  African    (  Other

(  Chinese   ( Other Ethnic Group  ( Gypsy/Traveller          ( Prefer not to say       

  

	Religion
	( None  ( Christian  ( Buddhist   ( Hindu   ( Muslim  ( Sikh   ( Jewish    ( Other 
( Prefer not to say

	Relationship Status
	( Single  ( Married  ( Co-habiting  ( Civil partnership  ( Other ( Prefer not to state 

	Residency
	( British Citizen   ( EU national   ( Refugee   ( Asylum Seeker   ( Other

( Prefer not to state


	ENCLOSED INFORMATION please circle all that apply

	Risk Assessment

	CPA / MAPPA 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 7 working days. 

If this is a self referral then we will be in touch as soon as have received further information from the professional you have given your consent for us to contact. 

PLEASE NOTE THAT WE PREFER REFERRALS TO BE EMAILED TO US FOR PROCESSING. Thank you

PLEASE RETURN TO :  
EMAIL : 

changes@commlinks.co.uk
FAX : 


01924 422012


ADDRESS : 

COMMUNITY LINKS CHANGES SERVICE, Annexe 1, Unit 38, 
                                 Batley Business Park, Technology Drive, WF17 6ER. 
TEL : 


 01924 448975
You can download Referral Forms from our website  -  www.commlinks.co.uk
PAGE  

