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REFERRAL FORM
	Service    Expeerience Counts  

	Address   62 Windmillhill Street, Motherwell, ML1 1TA

	Phone Number   01698 265659     Email    expeeriencecounts@samh.org.uk

	Please tick

which service required.
	Peer Support Worker
	Community Link Worker
	Veteran PSW
	Tools For Living
	MyRap Group


Personal Details (It is expected that this referral is being made with the individual’s knowledge and consent)
	Name
	
	Likes to be known as
	

	Sex
	
	Date of Birth
	

	NI Number
	     
	Employment Status
	     

	Address 
	     
                                                                      Postcode

	Telephone 
	

	Ethnicity 
	

	Communication needs
	     

	Local Authority Area 
	

	Household 
	Lives alone 
With partner

Children                                                       Number 

	Next of kin / 

Emergency contact &

Contact Details


	     


	Referral Source Details 
	     

	Referral Date 
	

	Contacts 
	     

	CPN        

	Psychiatrist       

	Social Worker     

	GP        

	On CPA
	

	Adults with incapacity status 
	

	Mental Health Act Status 
	

	Criminal Justice (CJS) Contact 
	History of arrest yes ( No  (   Been Convicted Yes (   No (

	Current/Live CJS issues 
	

	Active problems 
	     

	Diagnosis 
	     

	Significant social factors 
	     

	Significant physical problems 
	


	What is the reason for referral?        
Briefly explain what support you expect the service to offer?       


	Is there any history of significant risk or vulnerability for the applicant that can present difficulties or safety issues for him/her or others?  
YES                                 FORMCHECKBOX 
                    
   NOT TO MY KNOWLEDGE      FORMCHECKBOX 

Are you aware of any potential or actual issues of risk or vulnerability in relation to Child Protection, Protection of Vulnerable Adults or any other legislation?

YES                           
     FORMCHECKBOX 

                           NOT TO MY KNOWLEDGE      FORMCHECKBOX 

If there is an area of risk and/or vulnerability that you are aware of, we will approach you for more detailed information. Providing this information will enable effective risk assessment and management
  

	If you have any further information that you or the applicant think are relevant, please include this here.

	     



Signed_____________________      Position______________________     Date________________
	Referral
 Accepted
YES / NO
If NO, Reason____________________________________________

Date added to MIS________________
Date for Initial Visit_________________________________________

Manager/Team Leader Signature______________________________________________________________


For MIS purposes

	Smoker               Yes  (    No  (          
	    Armed Forces experience    Yes  (     No  ( 

	Religion                                                           
	Has this Person Used the Service Before     Yes       No  


DATA PROTECTION STATEMENT
The Scottish Association for Mental Health (SAMH) is committed to meeting its obligations under the Data Protection Act (1998). SAMH will hold and process relevant 
information in order to provide the services that you require. It is the policy of SAMH to ensure that all data provided by you or the person referring you to the service will be stored securely and checked for accuracy and authenticity as the opportunity arises. 
You have the right to access the personal information that SAMH stores on you, subject to other legal restrictions and third party confidentiality. If you wish to see these details please ask your Key Worker or Service Manager who will provide you with access to information specific to you. Should you have a complaint regarding the processing of your personal data you should write to the Data Controller, Scottish Association for Mental Health, Brunswick House, 51 Wilson Street, Glasgow G1 1UZ.
By consenting to being referred to a SAMH service and having read the statement above, you are providing your consent for that data to be held and processed. 
Referrer Contact Information

Name:…………………………………………………………

Occupation:……………………………………………………

Address:………………………………………………………

…………………………………………………………………

…………………………………………………………………

…………………………………………………………………

Telephone:……………………………………………………

Email:……………………………………………………….......

Referral Consent 
SAMH Equalities Monitoring Data Set 
Are You:

Male 









(
Female








(
Would you identify yourself as transgender? 


YES/NO

How would you describe your sexual orientation? 

Heterosexual








(
Lesbian 








(
Gay 









(
Bisexual 








(
Prefer not to say 







(
What age are you? 

Between 16-18







(
Between 19-21







(
Between 22-35







(
Between 36-50







(
Between 51-65







(
Between 66-70







(
Over 70








(
Prefer not to say 







(
Do You consider yourself to have a disability 


YES/NO

(Includes physical and sensory disabilities, learning disabilities and mental health)

Do you have any of the following communications needs? 

Hearing Impairment 






(
Visual impairment 







(
Clear speech required 






(
Use sign language 







(
Lip read 








(
No Special requirements 






(
Prefer not to say







(
What is your ethnic group? 
Choose ONE section from A-G, then tick the appropriate box to indicate your cultural background

A
White 


Scottish







(

Other British 







(

Irish 








(

Other (please state)






(

--------------------------------------



B
Mixed 


Any mixed background (please state)



(

----------------------------------------

C 
Asian, Asian Scottish or Asian British 


Indian 







(

Pakistani







(

Bangladeshi 







(

Chinese 







(

Any other Asian Background (please state)


(

---------------------------------------

D 
Black, Black Scottish or Black British 


Caribbean







(

African 







(

Any other black background (please state)


(

---------------------------------------

E 
Other ethnic background 


Any other ethnic background (please state)


(

---------------------------------------

F 
Not known 







(
G 
Prefer not to say 






(
Would you describe your religion as: 


None 








(

Christian- Church of Scotland 




(

Christian- Roman Catholic 





(

Christian- Other 






(

Buddhist 







(

Hindu 








(

Jewish 







(

Sikh 








(

Other (please state)






(

---------------------------------------


Prefer not to say 






(



I……………………………………………………………………………………………………………………………….. 





give my permission to contact my GP or Psychiatrist and for he/she to give required information on the basis that Expeerience Counts will share it with me to plan how we will work together.  If you require any further information before completing this form, please contact Expeerience Counts, contact details are on the front page of this form.  











Signed:……………………………………………………………………………………………………………………….











Version 1

March 2011                                 PTO

