Mental Health Accommodation Forum
A partnership of housing providers - Stonewater, Advance/Bromford, Together, Rethink, 
Aster Living, Stonham, Salvation Army, Threshold, Windswept & representatives of AWP & SBC

For office use only:

Date received referral:

Date(s) sent out application form / arranged an informal visit / CPA Review:




Mini needs assessment

On a scale of 1 – 10 how does the client  score their ability to:

	Budget with their money (include debts, fines, benefits, travel)


	1  2  3  4  5  6  7  8  9  10

	Make regular rent payments


	1  2  3  4  5  6  7  8  9  10

	Fill in forms    (include claiming benefits, job/college applications)


	1  2  3  4  5  6  7  8  9  10

	Maintain their licence agreement      (include house rules, licence rules, Keyworking)


	1  2  3  4  5  6  7  8  9  10

	Look after their accommodation (include, cleaning, sharing with another resident)

	1  2  3  4  5  6  7  8  9  10

	Look after themselves (health, diet, drugs and alcohol,  asking for help)


	1  2  3  4  5  6  7  8  9  10

	Prepare own meals (1 = not at all 10 = prepare and cook all meals))


	1  2  3  4  5  6  7  8  9  10

	Access training, education or work   (include transport)


	1  2  3  4  5  6  7  8  9  10

	Total mini needs assessment score:


	

	Notes



Please ensure that you have attached the following: 

· The latest copy of your client’s Care Plan. Please include any current Care Plan Reviews.

· Up to date Risk screen & where appropriate, risk summary and risk management plan.

PLEASE NOTE THAT THIS REFERRAL WILL NOT BE PROGRESSED BEFORE RECEIPT OF THE ABOVE INFORMATION.

Do you have the consent of your client to make this referral – please tick   yes       no

Client Signature:                                                             Date

Referrer Signature:                                                          Date

Please check the eligibility criteria contained in enclosed leaflet ‘Meeting housing need’ before forwarding this referral to either the Care Co-ordinator or the most appropriate provider.

Together (Redlands), Willow Tree, 13 Charlotte Mews, High Street, Swindon SN1 3HT

Advance/Bromford Housing, 31, Calvert Road, Old Walcot, Swindon SN3 1BQ
Rethink 77 – 79 Bath Road, Old Town, Swindon SN1 4AX

Stonham Housing, Canal House 108 Albion St. Swindon SN1 5LN.
Stonewater Housing, Hazelmead, 81 Bath Road, Old Town Swindon SN1 4AX


Aster Housing, Queen Victoria House,  …………………………


Please indicate if you consent to this information being shared with other housing providers in the event of your chosen provider being unable to meet your client’s needs

· Yes                                       O              No

MHAF common referral form June 2015
COMMON REFERRAL FORM





Carer/Support Details





Name:    





Relationship:





Support Agency? Yes/No





If yes please give details:








Professional involvement





Care Co-ordinator    





CMHT  





Consultant    





GP  





Other: (Probation/Public Protection/Safeguarding)





Name, contact details & role of person completing this form:





Client information





Surname   





Address       


                  








Telephone No/s





DOB   						NI Number








What current level of housing support does your client need? 





24 hours (High Support)





Daytime staff support (Medium Support)





16-25 Floating support (Low Support)





Other (please describe)





Would your client have difficulty in shared accommodation (if yes please explain): YES/NO

















Referring to the Mental health Accommodation Information Sheet, which accommodation is most suitable and why?














If the most suitable accommodation is not available what would be the next option and what would need to be put in place to balance any risks or concerns?

















Employment





Source/s of income?





Employed/ESA/ESA(support)/PIP/Pension/Voluntary/Student/Nil





Weekly Income amount: £





Does your client have any debts (if yes please specify approximate amount and if they include rent arrears)?





Are these being addressed (if yes please give details):





Housing Related Needs and Goals





Current housing situation (please delete as applicable):





Owner/Rented/Family/Friends/Homeless/Other (please specify)


If rented - Private/Council/HA





Disabled adaptions needed (If yes please specify): YES/NO





Mobility Concerns (if yes please specify ie can they manage stairs): YES/NO




































































Support /Care Contract





Please explain what your role will be in supporting your client if accepted? 




















Expected Contact:





Initial Settling Period (2 months) weekly/monthly/other ___________________ (delete as appropriate)





Estimated contact after this period weekly/monthly/other  _________________ (delete as appropriate)








