Confidential
CONNECT THERAPEUTIC COMMUNITY

REFERRAL FORM

Name of person being referred: ____________________________

This form is to be completed by the person making the referral.  Please give full information wherever possible.  We require this form to be completed before we will accept a client for an assessment visit.

1. Referrer Details
Referrer’s name:





Address:

Telephone Number:

Relationship to client:

Job:







Referring Authority:

Line Manager/Deputy (in case urgent contact is required):

2. Client Details
Name:






Date of Birth:


Age:

Telephone Number:





Male/Female:  (Please delete)

Address:






Marital Status:









Dependants:

Employment Status:





Ethnic/Cultural background:  (in client’s own words please)

3. Client’s Relevant Medical Details

Diagnosis:

GP:









Telephone Number:

Address:

Psychiatric Consultant:






Telephone Number:

Address:

Psychotherapist:







Telephone Number:

Address:

Social Worker:







Telephone Number:

Address:



Other Mental Health Professionals involved:

4. Funding

How will the client be funding their therapy (eg privately or through statutory bodies)?

If funding is to be provided by Health or Social Services, is funding agreed in principle?

If not, which statutory bodies will be approached for funding?

ADDRESS OF FUNDERS (or POTENTIAL FUNDERS):

5. Reason for referral

Presenting problems (in brief):

What is the client hoping to achieve in therapy?

6. Structure of therapy

Please give us some indication of the type of therapy that the client is seeking:

Residential
/
Non-residential

Expected duration of therapy:

THANK YOU FOR COMPLETING THIS FORM

OFFICE USE ONLY

Referral received:





Client accepted:

Preliminary visit:





Move in date:

3 day visit:






Commencement of day therapy:

