Croydon Recovery Network Internal Referral Form
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	Referrers Detail

	Referral Agency:       
	Referrers Name:      

	Referring Agency’s Address: 
Postcode:           
Telephone:      .                                                         Email:      
	

	
	


	Client 

	First Name:  
	Surname:      
	Date of Birth:      

	Client’s Address:      

Postcode:         .                    

	Telephone Number:      
	

	Email:      

	How would the client like to be contacted?
Please indicate if there is any preference on how the client would like to be contacted or stipulate if any methods should not be used.  
How did client find us? (Online, family/ friend, etc.)



	Client Demographics

	Gender: 

 FORMCHECKBOX 
Male        FORMCHECKBOX 
Female     FORMCHECKBOX 
Transgender 
	
	Interpreter Needed:

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No          If yes, what in what language(s)      ________

	Is the client registered with a GP?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No         GP Name/Surgery?

	Does the client have any needs, which may hinder their ability to access the service:

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No              If yes, please specify:  


	Reason for Referral  & Substance Misuse History

	Please indicate substances
Please include the frequency of use, whether the individual is injecting, currently prescribed any medication and the client’s main view of the problem. If client indicates alcohol use, please fill in an alcohol audit and SADQ.
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	Client Consent

	I understand that the information I have given above will be shared with the substance misuse agency as part of the referral process. To further assist the referral, where I have indicated my consent, I am happy for the substance misuse service to contact the agencies listed above. 

	Name:           

 FORMTEXT 
     

 FORMTEXT 
             
	Signature:        

 FORMTEXT 
     

 FORMTEXT 
     
	Date:               

 FORMTEXT 
     

 FORMTEXT 
     


	Worker/ person taking referral 

	If a referral is handed in at reception or anyone taking a referral call, please make sure that all the information is filled in. Any information such as DOB, Name, substances, and how the client found TP (web, friend/family member recommended, etc.). A referral form will be handed back to whoever handed it in if information is missing.

	Name:                             
	
	Date:               

 FORMTEXT 
     

 FORMTEXT 
     


	Risk

	Are there any significant risks which the service should be aware of?           FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
If yes please provide further information below around the details and nature of the risk:

	 FORMCHECKBOX 
 Substance Misuse related;
	 FORMCHECKBOX 
 Mental Health;
	 FORMCHECKBOX 
 At Risk of Harm; 

	 FORMCHECKBOX 
  Suicidal Intent;

	 FORMCHECKBOX 
 Child Safeguarding Issues; 
	 FORMCHECKBOX 
 Other


	Please give details: 


	Any other notes:
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