* Please write clearly or print referral form

* Incomplete referral form may cause delay in service

PLEASE NOTE WE WORK WITH 12-19 YEAR OLDS
REFERRAL FORM  FOR ‘STORM’
*Please write section ‘A’ in capital letters:

(A)
Name:

Date of Birth:

Address:

Postcode:

Telephone:


Mobile Phone if any:

Parent/s, carer/s, guardian/s name:

Address/es  if different from above:

Telephone:

School/College/Place of work:

G.P.:

Name of Surgery:

Telephone:

To identify young person’s ethnicity:

WHITE                               BLACK OR BLACK BRITISH        CHINESE OR 

    British                                  Caribbean                                     OTHER ETHNIC

    Irish                                      African                                         GROUP
   Welsh                                    Any other                                   Chinese            

   Scottish                                  black back-                                Any other  
   Other                                         ground

      

ASIAN OR ASIAN BRITISH                                   MIXED

Indian                                     White and Black Caribbean             

Pakistani                                 White and Black African

Bangladeshi                            White and Asian   
Any other                                Any other mixed back-  
Asian background                   ground      

Preferred spoken language:

Living situation:

(Please include

 future plans)

Presenting Concerns:

Are there any concerns regarding:    Self-harm         Harming others 

                                                 Substance misuse         Excessive worries

Any details:

Young person’s self perception:

Young person’s view of concerns:

Young person’s view of referral:

Significant others and their views:

Has the young person given their consent for this referral?

Is there parental consent?

Other agency/ies involvement: _____________________________________________

 Incl. name of worker                                          

                                                    _____________________________________________

                                                    _____________________________________________

Name of social worker and /or key worker:

Place of Work or Team:

Contact No.

Why do you want our service to become involved with this person at this particular time? :

________________________________________________________________________

Any other important information:

(Please attach any relevant reports

 regarding the present situation or

the past history)

What differences are you hoping our service can make to this young person’s life and/or situation?

Are the any Risk Management Factors to be considered?

________________________________________________________________________


Date:                   Completed by: (Print or type name)         _______________________

  Tel:__________Place of_work:_____________________________________________
 Job Title:

Adress of Work:

                                                       

                                                               Signed:__________________________________

The STORM Project Team is part of the Child and Adolescent Mental Health Service.  It is nevertheless a separate team and will not take on Medical or Diagnostic responsibility, which will remain with the young person’s GP.

Please return form to: 

Anne Roszkowski, Team leader, STORM Project, 103 Walter Road, SA1 5QF, Tel:01792 /466 831,   Fax:01792 466 821

REFERRAL FORM  (2)

Gender :  

Female       Male
Attending school:
Mainstream   Full-time  Part-time   Special needs

                                
Pupil referral unit          Key stage 3      Key stage 4

                             
Excluded  


Yes  (  No  (
Not attending
School

Yes  (  No  (
Employed  (


Unemployed (
Religion:

Registered with GP:  Yes                   No

Living situation:  
With Mother  (               
With Father  (                    

Parent and Stepparent (
In Family Placement  (                               Residential  (


Bed and Breakfast  (
                               
Supported Lodgings (         Independent Lodgings (
No fixed Abode  (

With Relative/Friend   (
Previous involvement with project:   Yes  (              No  (
Involvement with Child and Adolescent Mental Health Services: 

- Current  (     Previous  (   Waiting list  (
Involvement with Adult Mental Health Service :  Yes (      No  (
Other Agency Involvement:

           Social Services                               
Current  (  
Previous  (
           C.A.S.T. 



Current  (  
Previous  (
           Youth Homelessness Team           
Current  (  
Previous  (
           Leaving Care Team                       
Current  (  
Previous  (
           Youth Offending Team                  
Current  (  
Previous  (
           Community Mental Health Team 
Current  (  
Previous  (
           Other  Agencies ______________
Current  (  
Previous  (
Consent Form for Referral

Must be completed by the Young Person

REFERRAL TO THE STORM PROJECT

I understand why the referral is being made and have been told what the project is about. I give my consent for the referral to be made.

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

                                                                        A.R./Storm/2005
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