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                 Wellbeing Referral Form
	Date of referral _______________________________________________
Client Name ______________________________________​____________
Date of Birth   ________________________________________________
Address ______________________________________________________
               _____________________________________________________
E-Mail      _____________________________________________________
Contact Telephone Number ___________________________________
Mobile Telephone Number  ___________________________________
Preferred method of contact __________________________________



	Referrers Name _________________________________________________________
Team ___________________________________________________________________
Care Co-ordinator ______________________________________________________
Team ___________________________________________________________________
Position within Team ____________________________________________________
Address ______________________________________________________________
              _____________________________________________________________

              _____________________________________________________________        
 If address is different for Care coordinator please let us know  

Locality ______________________________________________________________
Contact Telephone Number _________________________________________
Contact E-mail ______________________________________________________



	G.P. Name ____________________________________________________________
Surgery _______________________________________________________________
Address ______________________________________________________________
               _____________________________________________________________
Contact Telephone Number __________________________________________


	What is the clients current diagnosis: (e.g. anxiety, depression, stress, ASC)



	Mental Health History: please include previous treatment (include primary, secondary, voluntary, in-patient), current treatment, Medication, past involvement with Independence Trust.


	Is there any current evidence of violence/anger/challenging behaviour?



	Reason for Referral: Please state what the client is interested in doing e.g. community groups/activities/adult education/voluntary work/paid work/engagement in local area etc. Please also state what the client’s aspirations/goals are.
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	Current outline summary of care plan, relapse indicators, risk assessment and Crisis plan:  Also give information on current care packages including Direct Payments/Personal budgets and what other services are involved.



	Are you including a copy of the Risk assessment?
Yes       [image: image2.emf] 

 

                          No         [image: image3.emf] 

 


If no, why? _____________________________________________________________________
_________________________________________________________________________________

Are you including a copy of the current Crisis Plan?

Yes      [image: image4.emf] 

 

                            No        [image: image5.emf] 

 


If no, why? ____________________________________________________________________
________________________________________________________________________________



	Any other health issues that we need to be aware of?



The Service User has agreed to information sharing including risk and crisis plan?

Yes   [image: image6.emf] 

 

          If ‘yes’ please attach consent.

No    [image: image7.emf] 

 

          If ‘No’, please call us to discuss how to proceed.

We the Referrer agree to update any relevant risk information and significant changes in care, including informing you when we discharge a patient whilst the Service User is engaged with Independence Trust:

Signature of referrer: ……………………………………………………………...

Please Print Name: …………………………………………………………………

Please forward your completed referral to: 

Wellbeing Referral & Outcome Administrator

Independence Trust, 1 Mill Place, Bristol Road, Gloucester, GL1 5SQ
Alternatively forms can be emailed to: gloucesterhub@independencetrust.co.uk
How long will you continue to work with the Client?





4 weeks  �	       8weeks    �               12 weeks     �           12 weeks +   �





Comments:
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