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 REFERRAL FORM

	1. PERSONAL DETAILS 

(Person referred)

	Name
	

	Address
	

	
	

	
	

	
	

	
	

	Landlord’s Name
	

	Landlord’s Address
	

	
	

	
	

	
	

	Telephone Number
	

	Date of Birth
	

	Male or Female
	

	How long at this Address?
	

	Other Residents at this Address (and relationship to person referred).


	


	2. REFERRING AGENCY

(e.g. Landlord, Social Services, GP etc)

	Name of Agency
	

	Department (If Applicable)
	

	Address of Agency
	

	
	

	
	

	
	

	Name of Referring Officer
	

	Post/Position/Job Title of Referring Officer
	

	Contact Telephone Numbers of Referring Officer


	


	3. REASONS

Please set out reasons for the referral:

	

	

	

	

	

	

	

	

	

	

	


	4. HEALTH 

	Name of GP
	

	Surgery Name & Address of GP
	

	
	

	
	

	Telephone Number of GP
	

	Has a Community Care Assessment been carried out (or is planned)? Please attach copy  or provide details.


	

	Please give details of any hospital admissions (last 3 years).


	

	Has the person referred been treated for any serious illness (including psychiatric care or treatment in relation to his or her mental health) in last 3 years? If Yes, please provide full details and continue on separate sheet if necessary.


	

	Is ongoing treatment being provided to person referred? If Yes, Please provide full details or continue on separate sheet.


	

	Are there any relevant physical disabilities you may consider relevant or you would wish to be borne in mind?


	

	Are there any issues relating to self-harm or suicide? Please give details including the last incident and frequency of incidents with relevant triggers.


	

	Are there any issues relating to alcohol, drugs or other substance misuse? If so, please provide details.


	

	Please supply contact details of personnel of any other agencies involved with the client e.g. consultant, CPN, Social Worker (including telephone numbers)


	


	5. HOUSING HISTORY

	
	

	Has the person referred ever experienced difficulties with his or her landlord regarding any of the following?

	Rent Arrears
	

	Violence to/from neighbours
	

	Noise or Nuisance Issues
	

	Damage to Property
	

	Other alleged breaches of tenancy?


	

	Comments on Housing History


	


	6. Please use this space to add anything else that may be relevant. In particular, please include details of any incidents involving violence or aggressive behaviour by the person referred towards support, care or housing staff or personnel of any relevant agencies.

	


	7. Please confirm person being referred consents to this referral?
	


	Please attach any relevant written information to this form. Any information provided will be treated in accordance with Mental Health Matter’s Confidentiality Policy.


	MHM only
	Date
	Comments

	Received
	
	

	Interviewed
	
	

	Accepted/Rejected
	
	

	Support Ended
	
	


1

