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Referral Form for Community Support Service
The service provides flexible practical and emotional support to clients to assist them with the tasks they struggle with due to their poor mental health. Criteria for referral to the service are:

· Aged 18+ at the point of referral 
· Must be a resident of B&NES (or registered with a GP in B&NES) 

· Mental health needs are the main presenting issue and could be improved with additional one to one practical/emotional support 

· The client agrees to receive one to one support and engage with a support plan

· Support relates only to the named person in the referral and does not include personal care, on-call or crisis support 
· The support will be based around the specific agreed tasks in the individual support plan and will be provided on the basis of “to do with”, not “to do for”

· Funding and mileage costs are assured through a personal budget/direct payment or through personal means
· The client consents to their referral information being stored on our Lamplight client management database
The Community Support team provide specific support for people living with mental health issues. This includes supporting them to secure and maintain a tenancy/home, support to increase independent living skills or continue to live independently, support with accessing training, education and employment opportunities, and support with community, leisure and social activities to enable them to live a more full and enriching life.

Please complete this referral form as fully as possible. The information provided in this application will be treated as PRIVATE and CONFIDENTIAL in accordance with Bath Mind’s Confidentiality Policy. For more details on how we use your information and our privacy statements, please refer to our website. 
Self-referrals are welcome. You will be asked to provide details of two professionals you are known to who we can consult for further information to inform our risk assessment.
Upon receipt of your Referral Form, a service manager will email or call you, as soon as possible, to acknowledge receipt of your Referral Form, if you provide us with a valid email address and/or (mobile) phone number. We will then be in touch to arrange an assessment.

	Client Details 
	

	Date of referral: 
	Full name:

Title: e.g. Ms/Mrs/Mr:

	Name like to be known as:
	Date of birth:

	Address:


	Home Tel number:

Mobile No: 

Is it OK to leave a message? 

Yes                No

	Postcode: 
	Email: 

	GP Details:

Name of Surgery:

Address:

Phone No: 


	Emergency Contact details (Next of Kin):

Name:

Address:

Tel: No:

Relationship to you:

	Sexual Orientation (please circle/tick):
Heterosexual        Lesbian      Other: 

Bi Sexual              Gay            Prefer not to say
	Ethnicity:

	Gender (please circle/tick):
· Male

· Female

· Non-Binary

· Prefer not to say

· Other (please specify):
	Preferred Gender Pronouns:
· He/him

· She/her

· They/them

· Other (please specify):



	Relationship Status: 

· Married

· Co-habiting 

· Single

· Civil partnership

· Other (please specify):
	Religion:     

Christian               Sikh                Muslim   

 Hindu                 Jewish              Humanist

None                   Other:

	Employment Status:     

Employed                Unemployed/benefits            

Self-Employed         Volunteering

Education
	If on benefits, which:

	Carer?         Yes                No
	Care Leaver?        Yes                No

	Referrer Details 
	

	Referrer’s Name: 
	Referrer’s Organisation:



	Relationship to Client: 
	If referring on behalf of someone: Is the client aware of this referral?             

Yes          No

	Referrer’s Contact Details: 

Address:

Phone no: 

Email: 


	If this is a self- referral. Can you briefly tell us why you feel you would like our support, so we know how to best help you?



	Other professionals involved in client’s care:

Name: 

Role:

Contact details:

Name: 

Role:

Contact details:
	Name: 

Role:

Contact details:

Name: 

Role:

Contact details:


	If self-referring please supply 2 professionals we can discuss your situation with to inform our risk assessment:
	Name:                                       Relationship to you:

Email:                                       Phone:
Name:                                       Relationship to you:

Email:                                       Phone:



	Please summarise below the reasons for making this referral; giving details of what is happening currently that is having a negative impact and what support would be helpful (including goals for the support to achieve). 

	Mental health diagnosis and brief history including how this impacts daily living? 
	 

	Diagnosis details (Tick any that may apply): 
	Depression                   Bi-Polar                           Autism
Anxiety/Stress              Eating Disorder                Schizophrenia 

PTSD           OCD        Personality Disorder         Schizo-affective            

Unsure/unknown          Other:    



	Does the client agree with this diagnosis?
	Yes           No            

	Other disabilities/health problems that impact on daily activity? e.g. asthma, diabetes, ME

 
	

	Currently registered with or receiving support from any B&NES Mental Health services?
	 No                    Yes

If so, what?


	If there are risk issues please tell us about these issues.

	History of risk to yourself or others, for example self-harm, attempted suicide, self neglect, violence to others, sexual offence, arson, violence to property, theft?


	No                    Yes 

Details: 



	History of violence or aggression towards support staff? 
	 No                    Yes

Details: 



	Current/historic drug or alcohol use?
	No                    Yes

Details:


	Risk assessment available? If yes, please include with this referral
	 No                    Yes

Details:


	Under a Community Treatment Order of the Mental Health Act?
	 No                    Yes



	Personal Details:
	

	Interests:
 
	

	Current situation description:

	 

	Support hours requested and preferred hours/times of support in the week?
	

	What goals would the support aim to achieve? 


	

	Preferred gender of support worker?
	 

	How will the service be paid for? 

*Please note criteria above. We are sadly unable to support any client where funding is not in place.
	


Please return this completed form to:
Bath Mind Community Support Services Manager
10 Westgate Street, Bath BA1 1EQ
Email: wendysteeds@bathmind.org.uk
CONFIDENTIALITY & DATA PROTECTION

Bath Mind is committed to maintaining client confidentiality. All information about you is held securely and not shared with anyone outside our organisation without your permission, or unless exceptional circumstances occur. If you wish to see the records we hold about you this can be arranged by request to the Chief Executive Officer of Bath Mind. If we believe there is a risk of harm to you or someone else we will inform the appropriate person (such as your GP or other health professional), but we would always endeavour to discuss this with you in advance. For further information please view our Privacy Policy
Declaration: I declare that the information provided by me is accurate to the best of my knowledge.

 Your Signature, if self- referring 
	Date: 
	Signature: 


Signature of referring worker if referring on behalf of someone else: 

	Date: 
	Signature:

	Organisation: 
	Role: 


By signing this form you are confirming that the Client is aware of, and consents to this referral and that we will share all information contained in this form with the Client.
Thank you for completing this Referral Form
