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PRIVATE & CONFIDENTIAL 

GUIDEPOSTS TRUST
Referral for Community Mental Health Services
· The processing of this referral may be delayed if any of the required information is missing.

· If you are self-referring, leave part D blank.

	PART A – CLIENT DETAILS

	First Name:                                                            Last Name:                                                                                 Title:  _______________

Date of Birth:  ______________     Home Telephone:  _____________________Mobile Number: __________________________ 
Address: _________________________________________________________________________________________________

_________________________________________________________________Post Code: ______________________________

Email: ____________________________________________________________

Preferred communication Method(s):          □ Phone   □ Email   □ Post   □ Text Message

	

	PART B – DETAILS OF RELEVANT PEOPLE

	Next of Kin:_____________________________________ Contact number:__________________________________________

Address: _______________________________________________________________________________________________

Postcode:__________________________ Email: ______________________________________________________________

Carer’s Name (if applicable) _______________________________________________________________________________
General Practitioner: _______________________________________________
Tel No________________________________

Address:  ______________________________________________________________________________________________  _________________________________________________________________Post Code: ____________________________ 

Consultant Psychiatrist: _____________________________________________
Tel No________________________________ 

CPN: ____________________________________________________________
Tel No________________________________

Social Worker: ____________________________________________________
Tel No________________________________

Care Co-ordinator/Manager: ________________________________________
Tel No________________________________



	

	PART C – WELLBEING INFORMATION

	What support do you require? _______________________________________________________________________________

Reason for joining:  

□ Wants to build confidence

□ Feels isolated
□ Respite cover
□ Wants to gain new skills
□ Other (please specify) _________________________________________________________________________________
What time scale would you aim to receive support for, on your recovery journey (we can offer up to 12 months and review throughout)   _________________________________________________________________________________________
Which service are you interested in joining? 

· Henry Smith House Mental Health Services:        □ Zoom Groups   □ Group activities   □ 1:1 Support   

· Carers Support Service:   □ Zoom Groups   □ Group activities   □ 1:1 Support   
· Community Support & Connect Service:  □ Zoom Groups   □ Group activities   □ 1:1 Support   


	

	PART D – REFERRER DETAILS

	

	Name: ___________________________________________________ Tel No: _______________________________________
What is your relationship to the client? ______________________________________________________________________ Job Title: _________________________________________________ Email: ________________________________________ Organisation: ___________________________________________________________________________________________

Address: _______________________________________________________________________________________________

_________________________________________________________ Post Code: ____________________________________

Signed: ___________________________________________________Date: ________________________________________



	

	PART E – MEDICAL HISTORY

	Medication (incl. for physical problems): _____________________________________________________________________
______________________________________________________________________________________________________

Relevant physical problems/allergies/disabilities: ______________________________________________________________
______________________________________________________________________________________________________

Present condition and/or any history of psychiatric hospitalisation (please provide brief details): ________________________

______________________________________________________________________________________________________
______________________________________________________________________________________________________

Date/Venue of next CPA meeting or outpatients appointment: ___________________________________________________
Date of last annual health check : ___________________________________________________________________________



	PART F - AUTISM

	I have been diagnosed with Autism:   

□ Yes                □ No
I am awaiting an Autism Assessment: 

□ Yes                □ No


	THIS PART MUST BE FILLED IN AND SIGNED BY CMHT ONLY


	PART G   CMHT CHECKLIST           Please complete if different from PART E:
The following documents must be sent with this form:

□ Guideposts Trust Supplementary Client Information form         
□ Recent History/CPA Notes/Assessment Report

□ Recent Risk Assessment (less than 6 months)

Name: __________________________________________________________ Tel No: ________________________________
Address: __________________________________________________ ______ Post Code: _____________________________

Signed: _________________________________________________________  Date: _________________________________

Please forward ALL documents via either post or email:

Address:
The Manager 
Email:
hsh@guideposts.org.uk


Guideposts Trust                                                                                Telephone:  01923 223 554

Henry Smith House


3-5 Estcourt Road


Watford, WD17 2PT


Thank you for providing this information.  We will keep you informed of the progress being made with the referral.

PART H    FOR GUIDEPOSTS TRUST USE ONLY
Date Referral Received:
______________________________________________
Referral case opened on CIVI: _________________________ Case No: ____________________ ID No: ____________________
Manager Signature:
   Date: 
__
Private & Confidential

GUIDEPOSTS TRUST

Supplementary Client Information

· This form should be completed by the person being referred (whenever possible).

· Please ensure that all sections are answered on both sides of the paper.
· When completed, this sheet should accompany the main referral form.
	First Name: ___________________________________
Surname: _______________________________________



	Contact in Case of Emergency:

Name:
Tel No: ___________________________________
Address: _____________________________________________________________________________________________

Postcode: _________________________________
Relation to you: ________________________________________________________________________________


	Age Category: (please tick relevant box):

Gender:
· Under 18

· 18-24

· 25-34

· 35-44

· 45-54

· 55-64

· 65-74

· 75-84

· 85-89

· 90+

· Not known

· Rather not say

· Male
· Female

· Other

· Not known

· Rather not say
I describe my sexual orientation as:

· Heterosexual

· Homosexual

· Bisexual

· Other

· Not known
· Prefer not to say 
I describe my religious belief as:

· Christian

· Buddhist

· Hindu

· Jewish

· Muslim

· Sikh

· Other

· No religion

· Prefer not to say

I describe my Ethnic Group as:

· White British

· White Irish

· Any other White background

· White and Black Caribbean

· White and Black African

· White and Asian

· Any other mixed background

· Indian

· Pakistani

· Bangladeshi

· Chinese

· Any other Asian background

· Caribbean

· African

· Any other Black background

· Any other ethnic group
· Prefer not to say
I describe myself:
· With physical disability
· With learning disability

· With behaviour and emotional disability

· With developmental disability

· With NO perceived disability

· Not stated (person asked but declined to provide a response)



	Activities and Interests:  (Please select from the list activities that you feel would meet your needs)
· Discussion / Current Affairs
· Arts and crafts
· Healthy lives

· Specialist groups around mental health, e.g. anxiety management, hearing voices, etc

· Mindfulness / Yoga/ Relaxation / Breathing techniques

· Community activities e.g. bowling, café, sports

· Health and exercise

· Aspirations - Asperger's Socialising Group
· Befriending

· Gardening (Seasonal)

· Employment and benefits advice and support

· Service-User facilitated groups including self-help

· Borehamwood-based group

· Watford-based group

· South Oxhey-based group

· Rickmansworth-based group

· Carers support

· Male support group

· Female support group



	Other Information

	

	Please write down your comments about why you would like to use our services.  You can also include anything, which we should take into consideration, e.g. cultural/religious needs, access to support around your sexuality, special dietary requirements/restrictions.


	Expression of Interest

	

	I would like to attend an initial interview to discuss the possibility of using the community opportunities.
Signed:  ____________________________________ Date: _____________________________________
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