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Referral Form


Improving the Mental Health and wellbeing 
of adults through empowerment, support 
and hope

PLEASE COMPLETE AND RETURN THIS PAPERWORK TO HEADS UP
	Name of Client:
	Date of Birth:


	Referral Date:
	Start Date:
	Date Left:

	Address:                                                                               Telephone No:

                                                                                              Mobile No:

                                                                                              Email address:



	Payment method:    Personal: ☐         Direct Payments: Enham / SCC ☐     DP’s privately managed: ☐

	Referred By:
Health & Social Care: ☐               GP:☐                Self/Carer:☐               Other: ☐___________

	Next of Kin Name:                                             Relationship to client:
Main Contact No:
Address: 

Email:   
If you are a carer, are you attending a Heads Up carers group?    Wells: ☐  Shepton: ☐       



	Health/Disability Summary - please tick if you have any of the following:
Sight Impairment: ☐    Hearing Loss: ☐    Heart Problems/Pacemaker: ☐    Mobility Issues: ☐    
Asthma: ☐      Diabeties: ☐      High/Low Blood Pressure: ☐     Epilepsy: ☐    Anxiety/Panic Attacks: ☐      Allergies: ☐    Special Dietary Needs: ☐    SEN: ☐    Accessing MH Services: ☐     Personal Care: ☐   
Are you taking Regular Medication: ☐      Full details must be given further on in referral form
Other Agencies that need to be informed of any changes:

	Transport-  Personal Car: ☐      Walk: ☐      Private Taxi:☐        Slinky Bus: ☐      Public Transport: ☐
Transport Contact Details:

	Attendance: 
                      Monday LD Workshop AM: ☐
                      Tuesday Wellbeing AM: ☐    Tuesday Wellbeing PM: ☐    
                     Wednesday Memories Group: ☐
                      Thursday Wellbeing AM: ☐   Thursday Wellbeing PM: ☐
                     Friday Memories Group: ☐
                      Outreach Services (Days/Times to be agreed): ☐


	OFFICE USE ONLY (please initial):

Risk Assessment completed: ☐             Added to client database: ☐            Photo for file: Yes: ☐  No: ☐             
Client details setup in Finance: ☐           Photo Consent (external use): Yes: ☐    No: ☐

	GP details:

Name:

Address: 

Telephone:

Email:


	Referer/Carer contact details (if different from next of kin)
Name:

Relationship: 

Address: 

Telephone:

Email:



	Reason for Referral 
What is the main reason for your referral to Heads Up?
Summary of mental health and how it affects you? (please provide information about triggers, anniversaries etc)
If you were feeling unwell while you were at Heads Up could you ask ………. For help?  Yes: ☐   No: ☐
What signs should staff look out for when you are unwell?  
What type of help would you like from staff at Heads Up if you are feeling unwell?

☐ I would someone to sit and talk with me
☐ Call your care co-ordinator, a friend or family member? Please specify who……………………………
☐ Other, please specify ………………………………….


	Health/Disability, please give full details below:
(Sight Impairment/Hearing Loss/Heart Problems/Pacemaker/Mobility Issues/Asthma/Diabeties/High/Low Blood Pressure/Epilepsy/Anxiety/Panic Attacks//SEN/Accessing MH Services/Personal Care Issues):


	Any Allergies/Special Dietary Needs:



	Details of current medication and any known side effects: 



	Any other issues/concerns that we need to understand:



	Do you have any  cultural, ethnic, religious or other specific needs? (Please tick)

Yes: ☐        No: ☐          
If yes, please give details:


	Specific Interests:



	Payment:  (invoiced on a monthly basis).    How will you be paying for the Workshop(s) that you attend?
Self-funded:
☐ Monthly BACS                              ☐ Weekly Standing Order (preferred method for Memories)          
Account Name: Heads Up Somerset

Account Number: 75174766

Sort Code: 60-23-06

Bank Name: Nat West
N.B. I understand that I will continue to be charged, even if I do not attend the service; except in exceptional circumstances, which are agreed in advance by the Service Director.
If you wish to discuss any financial concerns, please speak with a member of the office staff.
Direct Payments: Managed by Enham: ☐  Managed by Somerset County Council: ☐  Privately managed: ☐


	


Client Consent to Release Information 

Occasionally Heads Up staff are asked to share information about you to a Health Care Professional, or your Next of Kin for example. To ensure that we get this right; and that we act in a manner that has been agreed by you, we need your consent.  

I understand that this information will not be shared with any other organisations without my consent, except in situations where I disclose information which suggests that there may be a risk to myself and / or another person; or there is a Safeguarding concern. 
I………………………………………..…….hereby give permission for Heads Up staff to release information to:
	Who:
	In regards to:

(Please tick the appropriate boxes)

	Statutory Organisations, including my Care Coordinator, the duty worker in the absence of my Care Coordinator or a GP at my registered surgery.
	☐  My Mental Wellbeing and Physical Health

☐  My progress within Heads Up

	A family member, Carer or Next of Kin

Please Specify:

1)……………………………………………………

2)…………………………………………………...

3)……………………………………………………


	☐  My Mental Wellbeing and Physical Health

☐  My progress within Heads Up


PLEASE NOTE: Consent to release information to the individuals that you have named above 
can be reviewed at any time by speaking to a member of staff.
Signature:…………………………………………………            Date:………………………………………………..
Client Consent to take and use photos, videos and creations 

We will always be mindful of the photos/videos we take of the pople who use our services.
One headshot photograph will be taken, then attached and securely kept for client record purposes only.

Internal Use: Other photographs that may be taken are used internally to create an account of your journey at Heads Up & can sometimes be shared with external agencies (only when required; please see above).

Yes: ☐ I agree to a photo/video of myself being taken      No: ☐ I do not wish for a photo/video to be taken 
External Use: Heads Up likes to use photographs and video on its website, social media pages and in our promotional literature (to show active participation; and to promote our service).
Yes: ☐ I agree to my photo, or video footage of me being used for external promotional requirements

No:  ☐ I do not wish for my photo to be taken (this includes video footage) and used externally 

In addition we like to exhibit creations produced by you within our workshops; both in the service and at outside events. Do you agree to us using any of your creations for this purpose? Internally: ☐  Externally: ☐
Client Name: ……………………………………………..
Declaration:
· I agree to abide by the aims and formailities of Heads Up; and by the policies in place regarding the use of the service.  
· I understand that whilst in attendance at Heads Up I am fully responsible for myself. 
· I understand that whilst in attendance at Heads Up I need to where suitable clothing and footwear that is appropriate to the workshop I am attending. (Suitable PPE will be provided where necessary).
· Heads Up holds client data that we use to make contact regarding our workshops and specific Client events.  Heads Up does not share or pass your data to any third parties.  

I agree that any information that I provide may be stored in accordance with the General Data Protection Regulation 2018 and relevant internal policies. I understand that this information will not be shared with any other organisations without my explicit consent; except in situations where I disclose information which suggests that there may be a risk to myself and/or others.
· I understand that I will continue to be charged, even if I do not attend the service; except in exceptional circumstances agreed in advance by the Service Director.
· I understand I have to give 4 weeks’ notice, if I no longer wish to attend/receive Heads Up services (excluding unforeseen circumstances, that are subsequently aurthorised by the Service Director).

· I understand that my placement at Heads Up is under continual review; and that the occasion may arise when my placement may need to come to an end, due to Heads Up being unable to accommodate and suitably meet my needs. 

Declaration to be signed by client (if able):
I have read, understood and agree with the above declaration; and I have completed all the questions on the form, truthfully and to the best of my ability. If anything changes I will inform Heads Up immediately:

Signature ......................................................................  Date: ................................................................
	AND/OR  - this Declaration is signed by the carer/next of kin on behalf of the client:
I have read, understood and agree with the above declaration; and I have completed all the questions on the form on behalf of the client to the best of my knowledge. If anything changes I will inform Heads Up immediately: 
Name: ………………………………………….. Signautre: ………………………………………….. Date: …………………………….

	OR - Declaration to be signed by Professional referrer: (where applicable)
I have read, understood and agree with the above declaration; and I have completed all the questions on the form on behalf of the client to the best of my knowledge. I have also enclosed an up to date, full risk assessment, to support my client’s referral. I will update Heads Up with relevant information on this client:

Name: ………………………………………….. Signautre: ………………………………………….. Date: …………………………….


Signed by Heads Up: I have checked this form and I have understood the client’s present needs.
If anything changes; these changes will be discussed with the client / carer / professional accordingly:

Name: ………………………………………….… Signature .............................................  Date: ............................
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