[image: image1.png]creauve
SUPPORT



                Manchester Community Services 
Ground Floor, Swan Buildings
Swan St,
 Manchester
 M4 5JW
Tel: 0161 237 5005

                                                                                                 Fax: 0161 237 5885
manchester.recovery@creativesupport.org.uk
RECOVERY REFERRAL FORM

Please use black ink when completing this form and include as much information as possible, ensuring that the consent form has been completed and signed.  This will help us provide you with a quick and efficient service.
	1.Please indicate where you heard of Creative Support’s service


Advertisement    (
Other services/Professionals   (
Internet/Website  (
Word of mouth   (
other     ( (Please specify below)

Other:__________________________________________________________________________________________________________________________________________________________________________________________________________
	2.Details of the person being referred


Name of Person Being Referred:_____________________  Date of Birth:__________
Age:
________
Gender:_____________

Title: Miss/Ms/Mrs/Mr/Mx Other
_____________________
NI Number: __________

Current Address:




Postcode:

Telephone Number(s):

Current Accommodation:
(e.g. flat, house, shared, hostel etc.)

Please circle one of the following:         COUNCIL      HOUSING ASSOC     PRIVATE     OWNER

Ethnic Origin:

Is the client under the CPA?
YES / NO

Please provide a copy of the current CPA
	3.Details of the referrer


Name and Job Title:

Agency:

Contact Details:


Postcode:


Tel No:
Fax No:


E-mail address if applicable:

*NB – PLEASE NOTE THAT THE RECOVERY SERVICE IS A SHORT TERM SERVICE. 

SUPPORT LENGTH CAN VARY FROM A ONE OFF VISIT UPTO A MAXIMUM OF 6 MONTHS.
THE LENGTH OF SERVICE ALLOCATED TO EACH CLIENT DIFFERS AND IS DEPENDANT UPON THE GOALS AND TARGETS AGREED DURING THE ASSESSMENT.
	4. Reason for referral

	

	5. Involvement of other agencies. It is vital that this section is completed as fully as possible

	Consultant



	GP



	Social Worker



	Community Mental Health Team



	Drug & Alcohol Team



	Other




	6. Brief description of mental health

	


	7. Are there any particular risks associated with visiting this client in their own home or with conducting a visit alone?

	


	8. History of drug and/or alcohol use

	


	9. Offending history

	

	10. In which area would you like to live?

	


	11. Have you or has your client been in touch with Creative Support before or been housed or supported by Creative Support? If so please provide details.

	


	12. Do you/your client require an interpreter? -

	


	13. Please include any additional information which you feel may help us in dealing with the referral.

	


Name of person completing this form:

Signature:

Date form completed:

When completed please return this form to:

Creative Support: Manchester Community Services

Ground Floor, Swan Buildings

Swan St,
 Manchester

M4 5JW

E-mail: manchester.recovery@creativesupport.org.uk
Or fax 0161 237 5885
If you have any queries completing this form phone us on 0161 237 5005
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