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Referral Form for Mental Health Support Service

Social care community support service for adults aged 18 and over, residing in Watford, Three Rivers and Hertsmere Districts of Hertfordshire - referred by HPFT’s Community Mental Health Teams and other professionals working across health and social care, also accept self referrals
PRIVATE AND CONFIDENTIAL
	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:__________________________________________

Relationship:________________________________ Email:______________________________________________________

Carer’s Name (if applicable) ______________________________________Contact number:___________________________

General Practitioner: _______________________________________________
Tel No________________________________

Address:  ______________________________________________________________________________________________  _________________________________________________________________Post Code: ____________________________ 

Consultant Psychiatrist: _____________________________________________
Tel No________________________________ 

Social Worker: ____________________________________________________
Tel No________________________________

Care Co-ordinator/Manager: ________________________________________
Tel No________________________________

	PART C – REFERRER DETAILS

	□ Self Referral   □ Professional Referral  □ Other
Details of Referrer: 
Name: ___________________________________________________ Tel No: _______________________________________
What is your relationship to the client? ______________________________________________________________________ 

Job Title: _________________________________________________ Email: ________________________________________ 
Organisation: ___________________________________________________________________________________________

Address: _______________________________________________________________________________________________

_________________________________________________________ Post Code: ____________________________________
Has the Client given consent for this Referral?          □ Yes   □ No

	PART D – SUPPORT REQUIRED

	a) What support do you require? 
   □ Group activities   □ 1:1 Support  

b) What time scale would you like to receive support for ?

(we can offer up to 12 months and review progress and goals every 3 months with you)  

 □ 3 months   □ 6 months   □ 12 months

Activities and Interests:  (Please select from the below list support that you feel would meet your needs)
· 1:1 support and goal setting (which includes a review every 3 months)
· Social and activity groups - Borehamwood
· Social and activity groups – Rickmansworth

· Social and activity groups – South Oxhey

· Social and activity groups – Watford

· Social and activity group – Potters Bar
· Lifestyle and Health - Gym

· Lifestyle and Health – Walking
· Lifestyle and Health – Football

· Lifestyle and Health – Yoga

· Lifestyle and Health – Relaxation and Mindfulness

· Lifestyle and Health – Cooking skills

· Lifestyle and Health – Gardening (Seasonal)

· Creative - Art / Craft

· Keep Calm Anxiety support group
· Employment and/or benefits advice and support

· Female support group

· Male support group

· Service-User facilitated groups 

· Specialist groups - mental health support



	PART E – BACKGROUND AND MEDICAL HISTORY

	Diagnosis: ____________________________________________________________________________________________

Present condition and current mental health concerns: ______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Details of current interventions and what is keeping the individual safe:___________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

History of psychiatric hospitalisation:_______________________________________________________________________

Current Medication: ____________________________________________________________________________________

______________________________________________________________________________________________________

Relevant physical concerns/disabilities: ______________________________________________________________________

______________________________________________________________________________________________________

Allergies: □ No   □ Yes (Please detail below)   

______________________________________________________________________________________________________

DNR in place:  □ Yes                □ No                      □ Not known 


	PART F – CURRENT SERVICES / PROFESSIONAL INVOLVEMENT

	Service
	Contact
	Designation
	Telephone number

	
	
	
	

	
	
	
	

	
	
	
	

	PART G – EMERGENCY CONTACT

	Name: _________________________________             Tel No: _______________________________________    

Address: __________________________________________________________________________________

Relation to you: _____________________________________________________________________________

 (Partner, Family member, social worker, GP – please specify)




Guideposts Trust Supplementary Client Information form
· This form should be completed by the person being referred (whenever possible).

· When completed, this sheet should accompany the main referral form.
· This information is required for Contract Monitoring purposes
	Age                                                                                                   Reasonable Adjustments

	· 0-17
· 18-64
· 65 +
· Pref not to say
· Unknown
· Interpreter required
· None
· Unknown
· Other reasonable adjustments ______________________________________________


	Housing status at time of referral

	· Hotel
· Private rented
· Private owned
· Dispersed Accommodation
· Homeless
· Unknown
· Staying with friends / family
· Temporary accommodation
· Other _______________________________________


	Living arrangements at time of referral

	· Lives Alone
· Lives With Partner
· Lives With Children
· Lives in Care Home
· Lives in Supported Living
· Lives in Residential Home
· Prefer not to say
· Other________________________________________


	Disability

	· Physical disability
· Mental Health
· Learning disability
· Sensory impairment
· ASD/ADHD
· Other health condition
· No disability
· Prefer not to say
· Unknown


	Ethnicity

	· Asian, Asian British or Asian Welsh: Bangladeshi
· Asian, Asian British or Asian Welsh: Chinese
· Asian, Asian British or Asian Welsh: Indian
· Asian, Asian British or Asian Welsh: Pakistani
· Asian, Asian British or Asian Welsh: Other Asian
· White: English, Welsh, Scottish, Northern Irish or British
· White: Irish
· White: Gypsy or Irish Traveller
· White: Roma
· White: Other White
· Other ethnic group: Arab
· Other ethnic group: Any other ethnic group
· Unknown
· Black, Black British, Black Welsh, Caribbean or African: African
· Black, Black British, Black Welsh, Caribbean or African: Caribbean
· Black, Black British, Black Welsh, Caribbean or African: Other Black
· Mixed or Multiple ethnic groups: White and Asian
· Mixed or Multiple ethnic groups: White and Black African
· Mixed or Multiple ethnic groups: White and Black Caribbean
· Mixed or Multiple ethnic groups: Other Mixed or Multiple ethnic groups
· Prefer not to say


	Religion

	· Christian

· Hindu
· Buddhist
· Sikh
· Atheist

· Other
· Humanism
· Islam
· Judaism
· No religion or belief

· Prefer not to say

· Unknown


	Sexual Orientation                                                                               I describe my Gender as:

	· Heterosexual

· Gay or Lesbian
· Bisexual

· Other

· Prefer not to say
· Unknown
· Female
· Male
· Non Binary
· Transexual
· Other

· Prefer not to say

· Unknown


	Caring responsibilities

	· For someone under 18 years of age
· For someone over 18 years of age

· Not applicable

	Areas of need at time of referral 

	The information below is collected to meet funding and monitoring requirements and to support a holistic understanding of an individual’s needs. Please note that the service has a defined remit and may not provide direct support for all needs listed. Where needs fall outside our remit, we will work with the individual and referrer to support appropriate referral or signposting to partner services.

Mental Health and Emotional wellbeing                              Relationships

· Trauma
· Coping Strategies / Stress
· Bereavement
· Self Harm / Suicidal Thoughts
· Self Esteem / Identity
· Mental Health Diagnosis

Health                              
· Physical Health

· Substance misuse

Financial                                                                                   
· Benefits

· Utilities

· Debt

Practical support
· Food

· Clothing

· Transport

· Equipment (Tech / Household)

· Representation / support with other services

· Paperwork
· Domestic Abuse
· Family / Relationship issue / Breakdown
· Carer Responsibilities
· Isolation
· Loneliness

· Other

     Education and integration
· Education Advice

· Employability Support

     Housing and Move On
· Homelessness Support

· Prevention of Homelessness / Preparation

· Housing Advice

      Criminal Justice
· Domestic Abuse

· Exploitation

· Offending Behaviours

· Sexual Abuse

· Victim of Crime (not listed above)


	PART I – EXPRESSION OF INTEREST AND CONSENT 

	Name: _________________________________             Tel No: _______________________________________    

I am interested in attending an initial assessment by phone to discuss joining the service. I consent to being contacted by the Referrals Department using the phone number listed above.
Signed:  _________________________________ Date: ____________________________________


	PART H – SUPPORTING DOCUMENTS

	
The following documents to accompany this form: 
The processing of this referral may be delayed if any of the required information is missing.

□ Recent Risk Assessment (less than 6 months)
□ Recent History/CPA Notes/Assessment Report
□ Protection Plan (if applicable)

□ Supplementary Contract Monitoring - Client Information form         

Please forward ALL documents by post or email:

Address:
Referrals Team 
Email:
Referrals@guideposts.org.uk

Guideposts Trust                                                                     Telephone:  01923 223 554


Henry Smith House


3-5 Estcourt Road


           Watford, WD17 2PT


	FOR GUIDEPOSTS TRUST INTERNAL USE

Date Referral Received:______________________________________________

Supporting Documents received :  □ Yes   □ No
Date Referral case opened: _________________________ Case No: ____________________ ID No: ___________________




Referral Form 2026                                                  Page 2 of 2

[image: image1.png]