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Oxfordshire Mental Health Partnership Referral Form
This form is for use throughout Oxfordshire to make referrals to existing Mental Health Support Services. The form can be completed by you or for someone else.
This form is for initial entry into Mental Health Services. If you are already known to anyone in the partnership you do not need to fill in this form as we will use your passport assessment.
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People wishing to refer to non-Mental Health support services should contact Connection Support on 
01865 711267 to obtain a copy of their Housing Support Generic Referral Form; alternatively visit www.connectionsupport.org.uk and download a copy.
Please complete this form in full. In order to ensure we are able to safely offer the correct type of support and accommodation we require full and frank disclosure of mental health history including all risk areas. Unless we are satisfied that we have sufficient information to this end we will not carry out an assessment.
Some services may require an up-to-date copy of your CPA and Risk Assessment. Please see pages 3–4 to check what to include. Failure to include the documents requested will delay your application.
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	Please tick the boxes below to show which service you wish to be considered for:

	

	
	Response Recovery Campus

	

	
	Oxfordshire Mind Transitional Housing Recovery Service

	

	
	
	Oxford City
	
	South Oxfordshire
	
	West Oxfordshire
	

	

	
	Response Area Teams 

	Please indicate in which area of Oxfordshire you would like to be considered for housing:

	

	
	
	Oxford City
	
	
	North Oxfordshire


	
	Response Oxfordshire Care and Support Services
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	Address:  Referrals Co-Ordinator, Response Organisation, AG Palmer House, Morrell Crescent, Oxford, OX4 4SU

	Telephone:
	Email:
	Websites:

	01865 397951
	support@mindresponse.org.uk
	www.response.org.uk
www.oxfordshire-mind.org.uk


	SUPPORT SERVICES


	
	Connection Mental Health Support Team Oxfordshire
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	Address:  1st Floor, 213 Barns Road, Oxford, OX4 3UT

	Telephone:
	Email:
	Website:

	01865 711267
	enquiries@connectionsupport.org.uk
	www.connectionsupport.org.uk


	
	Elmore Community Services
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	Address:  1st Floor, 213 Barns Road, Oxford, OX4 3UT 

	Telephone:
	Email:
	Website:

	01865 200130
	info@elmorecommunityservices.org.uk
	www.elmorecommunityservices.org.uk

	Please select which service you are applying for:

	
	
	Mental Health Support Team
	
	Complex/Multiple Needs Support
	

	

	

	MENTAL HEALTH RECOVERY GROUPS & EDUCATION

	

	
	Restore Recovery Groups, Training & Employment Coaching
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	Address:  Manzil Way, Cowley Road, Oxford, OX4 1YH

	Telephone:
	Email:
	Website:

	01865 455821
	information@restore.org.uk
	www.restore.org.uk

	


	A. DETAILS OF PERSON WANTING SUPPORT

	

	Is this a self-referral?
	Yes
	
	No
	
	

	

	APPLICANT DETAILS

	

	Name:
	Mr.
	
	Mrs.
	
	Miss
	
	Ms.
	
	Other Title:
	
	

	

	First Name:
	
	Surname:
	
	

	

	Date of Birth:
	
	
	NHS Number:  
	
	


	Address:
	
	Contact Number:
	

	
	
	
	

	
	
	Email Address:
	

	
	
	
	


	What area of Oxford do you have a local connection with?  (e.g. Banbury, Abingdon, Oxford City etc.?)

	

	

	REFERRED BY:

	

	Name:
	
	Job Title:
	
	

	Service:
	
	Contact Number:
	
	

	Location:
	
	Email Address:
	
	

	

	Family and friends involved in your support:

	

	Name:
	
	Relation to You:
	
	

	Contact No.:
	
	Email Address:
	
	

	

	Name:
	
	Relation to You:
	
	

	Contact No.:
	
	Email Address:
	
	

	

	DETAILS OF ANY CURRENT SERVICES / CARER’S INVOLVED IN SUPPORTING YOU:

	

	Name:
	
	Job Title:
	
	

	Service:
	
	Contact Number:
	
	

	Location:
	
	Email Address:
	
	

	

	Name:
	
	Job Title:
	
	

	Service:
	
	Contact Number:
	
	

	Location:
	
	Email Address:
	
	

	

	INCLUDED WITH THIS REFERRAL:

	

	
	GP Letter:  Stating current diagnosis, any medication I am taking and any further information they feel is relevant.  

	(This is to be provided if you are not currently being supported by Mental Health Services).

	
	Current CPA:  Stating cluster number.

	

	
	Risk Assessment:  Applicants most recent assessment.

	

	Please note:  If this information is not provided your application will be delayed until we receive it.


	B. REASON FOR REFERRAL

	

	Please tick the appropriate box for level of support needed:

	
	Managing Mental Health
	
	Physical Health & Self Care
	
	Addictive Behaviour

	
	Living Skills
	
	Social Networks
	
	Responsibilities

	
	Work
	
	Relationships
	
	Trust & Hope

	
	Identity & Self Esteem
	

	Please comment on the boxes you have ticked:

	


	C.  WELLBEING

	

	Mental Health Services have a holistic approach and aim to support people’s physical health.

	

	What was the date of your last annual physical health review?
	
	

	

	Do you drink Alcohol?
	Yes
	
	No
	
	If yes, how much?
	
	

	

	Do you Smoke?
	Yes
	
	No
	
	If yes, how much?
	
	

	

	Do you take non-prescription drugs?
	Yes
	
	No
	
	If yes, please provide details below:

	

	

	Please give details of any physical health needs you have which we need to consider?

	

	

	Height:
	
	
	Weight:
	
	


	Are you on the SMI Chronic Disease Register at your local GP Practice?
	Yes
	
	No
	
	Unsure
	
	

	

	Where there any physical health risks identified at the last review?
	Yes
	
	No
	
	Unsure
	
	

	

	If yes, please state them here:
	

	

	Will a Care Package be required?  
	Yes
	
	No
	
	If so, has one already been applied for?
	Yes
	
	No
	
	

	

	Do you exercise or wish to receive support to undertake exercise?
	Yes
	
	No
	
	

	


	D.  EXTRA INFORMATION ON FINANCES

	

	Are you in receipt of benefits?
	UC
	
	ESA
	
	PIP/DLA
	
	

	Other – Please state:
	

	

	

	Are you eligible for Housing Benefit?
	Yes
	
	No
	
	Unsure
	
	

	

	Do you have any outstanding debts/arrears?  
	Yes
	
	No
	
	If yes, please state who with and amount:

	
	
	
	
	
	

	
	Company/Business etc.
	Amount
	Company/Business etc.
	Amount
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	Do you have any savings or assets?
	Yes
	
	No
	
	If yes, please provide details:
	
	

	

	

	Do you have a bank account?
	Yes
	
	No
	
	
	
	

	

	If yes, are you willing to pay for your housing service charge by standing order?
	Yes
	
	No
	
	

	

	If you would like a Benefits Check you can call Benefits for Better Mental Health on 07754 999 411.

	


	E.  IS THERE ANY HISTORY OF THE FOLLOWING:  


	
	Alcohol Misuse
	
	Destruction of Property
	
	Suicide Attempts
	

	
	Anti-Social Behaviour
	
	Domestic Violence
	
	Verbal Abuse
	

	
	Arson
	
	Drug Misuse
	
	Alcohol Misuse
	

	
	Being Exploited
	
	Fire Risk
	

	
	Criminal Convictions
	
	Loss of Tenancy

	Please provide further details if you have ticked any of the above:
	

	


	F.  MEDICATION

	

	Please give details of any current medication you are taking:
	

	Medication
	Amount
(If known)
	Frequency
	Prescribed By
	How Long have you been on the Medication?
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	Do you look after your own medication?
	Yes
	
	No
	
	

	

	Do you understand what your medication is for and what the possible side-effects may be?

	
	Yes
	
	No
	
	Unsure
	

	

	Have you ever had problems with taking your medication?
	Yes
	
	No
	
	

	

	Are there any medications or drugs that you have a known sensitivity to?

	
	Yes
	
	No
	
	Unsure
	
	


	G.  MENTAL HEALTH

	

	What are your past and present Mental Health problems?  Please use the space below to provide details:
	

	

	
	
	

	What Care Cluster Number have you been allocated?
	
	

	(Please note to be eligible for these services you must be in a Care Cluster of between 4 – 17)

	

	Please tell us about all previous/current hospital admissions for your Mental Health:
	
	

	

	Hospital
	Month/Year
	Length of Stay
	Reason for Admission
	Any other Relevant Information

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	

	Has a Doctor told you your diagnosis?
	Yes
	
	No
	
	If yes, please provide details below:

	

	

	

	Do you agree with the diagnosis?
	Yes
	
	No
	
	Unsure
	
	

	


	H.  SUMMARY OF CURRENT HOUSING SITUATION AND REASON FOR THE REFERRAL:

	

	
	Homeowner
	
	Renting from a Private Landlord
	
	Sofa Surfing

	

	
	Homeless
	
	Living with Parents
	
	Housing Association

	

	Are you on the Council Housing Register?
	Yes
	
	No
	
	

	

	If Yes, can you provide any details of when you applied etc.?
	
	


	I.  EMPLOYMENT

	

	
	Employed
	
	Education or Training
	
	Unemployed / Seeking Work

	

	
	Retired
	
	Homemaker
	
	Unpaid Voluntary Work

	

	
	Long Term Sick or Disabled Receiving Benefits
	
	Not Receiving Benefits

	

	Weekly Hours Worked 
	1 - 4
	
	5 - 15
	
	16 –29
	
	30+ Hours
	
	


	J.  FUTURE GOALS

	Please provide us details of your future goals including housing, employment or in your personal life:

	


	K.  YOUR MARITAL STATUS

	

	
	Married
	
	Civil Partnership
	
	Single
	
	Separated
	
	Divorced/Dissolved

	

	
	Widowed
	
	Not Known
	
	Not Disclosed
	


	L.  ETHNIC ORIGIN

	

	WHITE
	
	
	English
	
	Welsh
	
	Scottish
	
	Northern Irish
	
	Irish

	
	

	
	
	
	Gypsy or Irish Traveler
	Any other White background, please detail below:

	
	
	

	

	MIXED/MULTIPLE ETHNIC GROUPS
	
	
	White & Black Caribbean
	
	White & Black African
	
	White Asian

	
	
	Any other Mixed/Multiple Ethnic background, please detail below:

	
	
	

	

	ASIAN/ASIAN BRITISH
	
	
	Indian
	
	Pakistani
	
	Bangladeshi
	
	Chinese

	
	
	Any other Asian background, please detail below:

	
	
	

	

	BLACK/AFRICAN/ CARRIBEAN/ BLACK BRITISH
	
	
	African
	
	Caribbean

	
	
	Any other Black/Asian/Caribbean background, please detail below:

	
	
	
	

	

	ANY OTHER ETHNIC GROUP
	
	
	Arab
	

	
	
	Any other Ethnic group, please detail below:

	
	
	


	M. GENDER

	

	
	Male
	
	Female
	
	Transgender
	
	Non-Binary
	
	Prefer Not to Disclose


	N. SEXUAL ORIENTATION

	

	
	Heterosexual
	
	Bisexual
	
	Homosexual
	
	Asexual
	
	Prefer Not to Disclose


P

