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	Referral Form Leicestershire Life Links

	​​
	

	September 2016
	


                                                                                                        

	

	Referral Form ‘Life Links’ Community Based Day Service

	​​
	

	 
	



	. Information provided in this application will be treated as confidential and will not be passed to anyone outside of Richmond Fellowship without the Applicant’s permission. Some of the questions may not apply to you, if this is the case, please leave the question unanswered and move on to the next question.

	Personal Information


	Title:
	 FORMCHECKBOX 
 Mr      FORMCHECKBOX 
 Mrs      FORMCHECKBOX 
 Miss      FORMCHECKBOX 
 Ms      FORMCHECKBOX 
 Dr   FORMCHECKBOX 
 Other
	Gender:
	 FORMCHECKBOX 
 Male   

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
Transgender



	Forename:
	     
	Home tel:
	     

	Surname:
	     
	Mobile tel:
	     

	Address:
	     
	Other tel:
	     

	
	     
	Postcode:
	     
	Date of Birth:
	     

	Email Address:           
	                                                                               
	NI number:

  NHS number:
	     
     


	

	Please tell us, in your own words, what Services you are interested in.  You can also tick the boxes below:

Services Delivered
· Peer Support Groups / Activities 

· Inreach 

· Group Work / Activities




	 FORMCHECKBOX 
  Individual sessions to identify and  

       work on personal goals

 FORMCHECKBOX 
  Structured Sessions/Courses for 

       building personal resilience 

       e.g. Confidence & Self Esteem

 FORMCHECKBOX 
  Volunteer Opportunities


	 FORMCHECKBOX 
  Making Friends

 FORMCHECKBOX 
  Accessing the community for 

       Social, Leisure or other 

       Community Activities 

 FORMCHECKBOX 
  Social Interest Groups

 FORMCHECKBOX 
  Develop skills to manage

       Your mental health
	 FORMCHECKBOX 
  Information  and Advice

 FORMCHECKBOX 
  Opportunity to meet Peers and 

       Develop  friendships

 FORMCHECKBOX 
  Accredited peer support    

       volunteer training




	Supporting Statement

	Please provide details of any other information which you feel may support this application: You may wish to tell us how your mental health problem affects your day to day life, whether it prevents you doing things and if it affects your employment opportunities and/or relationships etc. We would also like to hear about any obstacles or barriers that your mental health problems have caused  you.
     


	Goals/Aspirations

	Please tell us about your goals and aspirations. For example, you may want to make more friends, study, learn to use a computer or get help to find paid or voluntary work.      


	Other Services

	Could you tell us what Services you have used in the past or are currently using now?

	     
Do we have consent to contact them?         Yes (      No  (      



	Referrer Information
How did you know about this service




	Risk Assessment


	Is a current risk assessment available:     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If YES, please include with this referral.

         Are you Pregnant?                                        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
         Is a staying well plan available:                     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    


	Health Information

	Approximately when did you first experience mental health problems?
	     


	Is there a social worker or other health professional involved in your care? If so may we contact them ?
Please give contact details:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	Brief summary of mental health problem(s) :
	

	


	Are you under CPA?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No .  If YES, please include copy of  care plan with this referral
	


	Date of next review:     
Do you have a Carer?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	Please state any current restrictions, sections under the Mental Health Act, including Community Treatment Orders, etc     


	Do you have any secondary problems or difficulties? (please tick all that apply and give detail if able)

	 FORMCHECKBOX 
  Learning disability
	 FORMCHECKBOX 
  Physical disability

	 FORMCHECKBOX 
  Drug or Alcohol problem
	 FORMCHECKBOX 
  Sensory Disability




	If  you have any other specific needs, or health problems we should be aware of, please detail here :
	     

	     


	

	Signature

	
	
	
	

	Client:
	
	Date:
	

	
	
	
	


Diversity and Inclusion

Ethnicity

	White
	White and Black African
	African
	Asian or Asian British

	White English, Northern Irish, Scottish, Welsh, British
	White and Asian
	Any Other Black Background
	Any Other Asian Background

	White Irish
	Any Other Mixed Background
	Gypsy/Romany/Irish Traveller
	Indian

	Any Other White Background
	Chinese
	Any Other Ethnic Group
	Pakistani

	Mixed
	Black or Black British
	Bangladeshi
	Arab

	White and Black Caribbean
	Caribbean
	Did not wish to disclose.
	


	Country of Origin:
	


	Religion/Beliefs:
	Buddhist

	
	Christian –all denominations

	
	Hindu

	
	Jewish

	
	Muslim

	
	Sikh

	
	Any Other Religion

	
	None

	
	Preferred not to say


	Sexual Orientation:
	Bisexual

	
	Gay Man

	
	Gay Woman/Lesbian

	
	Heterosexual

	
	Other

	
	Preferred not to say


	Marital Status:
	Annulled

	
	Civil Partnership

	
	Cohabitating

	
	Divorced

	
	Engaged

	
	In Relationship

	
	Married

	
	Separated

	
	Single

	
	Widowed


Please return to:   
Richmond Fellowship

Leicestershire Life Links

4TH Floor Room 413
60 Charles Street 
Leicester LE1 1FB    
 Email: Leicestershire.Lifelinks@RichmondFellowship.org.uk
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