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Referral Form

Please return to:

CTS Referrals 
Community Therapeutic Services



81 High Street Worle

Weston-super-Mare

BS22 6ET

1.
Client’s Personal Details
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2. Referring / Purchasing Agency
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3.
 Reason for Referral


4.
Involved Professionals / Agencies


5.
Family Contacts


6.
Background Information








7.
Behavioural Difficulties

	Inappropriate Behaviour
	Please Tick


	History
Within last:

6 months     12 months
	Frequency

(high/medium/low)
	Severity

(high/medium/low)

	Verbal Aggression


	
	
	
	
	

	Physical Aggression


	
	
	
	
	

	Use of Weapons


	
	
	
	
	

	Substance Misuse


	
	
	
	
	

	Destruction of Environment
	
	
	
	
	

	Fire-Setting


	
	
	
	
	

	Inappropriate Sexual Behaviour
	
	
	
	
	

	Self-Harm


	
	
	
	
	

	Para-suicidal Attempts 
	
	
	
	
	

	Eating Disorders


	
	
	
	
	

	Relationship Difficulties
	
	
	
	
	

	Vulnerable to Exploitation
	
	
	
	
	

	Absconding


	
	
	
	
	

	Demanding Behaviour
	
	
	
	
	

	Stereotypical Behaviours
	
	
	
	
	





Please return to:

CTS Referrals
Community Therapeutic Services




81 High Street
Worle

Weston-super-Mare

BS22 6ET




Surname:_________________________ First Names:________________________





Preferred Name:





Current Address:


________________________________________________________________________________________________________________________________________


________________________________________________________________________________________________________________________________________


Post Code:______________________ Tel No:_______________________________


D.O.B:________________   National Insurance Number:______________________


Religion:_______________________ Ethnic Origin:__________________________








Name of Referrer:_____________________________________________________





Designation:_________________________________________________________





Contact Address:


________________________________________________________________________________________________________________________________________





Post Code:_______________________ Tel No:______________________________





E-mail Address:_______________________________________________________

















PLEASE NOTE WE ARE ONLY ABLE TO PROCEED WITH


TRANSITION WITH THE AGREEMENT OF FUNDING





Name of person holding financial authority:________________________________





Designation:_____________________  Tel No:_____________________________





Contact Address:


______________________________________________________________________________________________________________________________________ Post Code:_______________________ Tel No:____________________________


E-mail Address:______________________________________________________





Has funding been agreed?	(YES)		(NO)		(IN PRINCIPLE)	




















Psychiatrist: 			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


G.P.:			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


Social Worker: 			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


Home / Unit Manager: 			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


Psychologist: 			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


Community Nurse: 			


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________


MAPPA:


Name:_____________________________ Tel No:_________________________________


Address:_____________________________________________________________________________________________________________________________________________Advocate: 			


Name:_____________________________ Tel No:_______________________


Address:_________________________________________________________________________________________________________________________






































(Next of Kin)


Name:_________________________ Relationship:________________________


Address:____________________________________________________________________________________________________________________________________________________________________Post Code:__________________


Tel No:(home)____________________(mobile):__________________________





Please provide details of other significant family members, friends and/or carers





Name:_________________________ Relationship:________________________


Address:____________________________________________________________________________________________________________________________________________________________________Post Code:__________________


Tel No:(home)____________________(mobile):___________________________





Name:_________________________ Relationship:________________________


Address:____________________________________________________________________________________________________________________________________________________________________Post Code:__________________


Tel No:(home)____________________(mobile):__________________________





Name:_________________________ Relationship:________________________


Address:____________________________________________________________________________________________________________________________________________________________________Post Code:__________________


Tel No:(home)____________________(mobile):__________________________





Please continue on separate sheet if necessary





Social & Family History





Educational / Occupational History (please include hobbies and interests)





Psychiatric History 


Diagnosis (if known):________________________________________________


Medication (if known):_______________________________________________


__________________________________________________________________


MHA Status (if applicable):____________________________________________


CPA Status (if applicable):   Enhanced             Standard  �     N/A �





Hospital Admissions:        





Health


Any Known Medical Condition / Diagnosis:______________________________


__________________________________________________________________


__________________________________________________________________


Areas of Special Need





Area�
�
Please Comment�
�
Sensory


(vision/hearing)�
Yes / No�
�
�
Communication


(methods used)�
Yes / No�
�
�
Incontinence


(aids used)�
Yes / No�
�
�
Mobility


(aids used)�
Yes / No�
�
�
Epilepsy


(medication)�
Yes / No�
�
�
Diabetes


(medication)�
Yes / No�
�
�
Obesity


�
Yes / No�
�
�



Comment:____________________________________________________________________________________________________________________________


__________________________________________________________________





Historical/Current Safeguarding Issues


(Please give details and dates etc)







































































MAPPA Involvement


(please give details)























Adaptive Functioning 






































(Please include any reports by Occupational Therapy)





Person Centred Planning





 Please describe the positive attributes about the person:





























What are the personal goals of the person?:





If any behavioural difficulties were identified please describe below:





Additional Information








PLEASE ATTACH ANY RELEVANT REPORTS





For example: 	Psychiatry, Nursing, Psychology, O.T.


Reports for MHRT, Risk Assessments (HCR-20), Formal Assessments
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