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Renfrewshire CIRCLE Recovery Service Referral Form
Please note that we will endeavour to provide assessment and treatment within 21 days of the referral being received.
If you are making a referral from RADRS OR CMHT, for your Service User, could you please complete an updated EMIS CRAFT.
Once complete, please email to ci.circle.recovery@nhs.scot 
	Client’s Personal Details

	Title:
	     
	First Name
	     
	Surname:
	     

	DOB:
	     
	CHI No:
	     
	ECLIPSE ID:
	     

	Home Address:
	     
	Postcode:
	     

	Type of accommodation:
	     

	Mobile No:
	     
	Home Phone No:
	     

	Email Address:
	     

	Ethnicity:
	     
	Religion
	     

	Disabilities:
	     
	Mobility Issues:
	Yes          No  

	Is the client a war veteran?
	Yes     No  
	Is the client a carer?
	Yes     No  

	Is a referral to Advocacy Services required?
	Yes     No  

	Any concerns relating to violence or aggression?
	Yes     No  

	If yes, provide further information:
	     


	Next of Kin:
	     

	Telephone No
	     


	Referrer Details

	Name:
	     
	Relationship to client:
	     

	Contact No:
	     
	Email:
	     

	Service /Organisation name and address.
	     


	Is the client aware of this referral
	Yes     No  
	If no, explain why:
	     



	Reason for Referral

	Type: (tick all that apply)
	Drug                 Mental Health                Both              Alcohol  

	Additional information
	     

	Have you discussed recovery options with the client
	Yes     No 
 
	What does client hope to gain from service
	     


	Recovery

	Please detail any protective factors/ recovery capital: (for example: skills, achievements, hobbies/interests, family/ community supports, positive relationships etc)
	

	Is there a Recovery Plan in place?
	Yes     No  

	Expected Recovery Outcomes:
	Substance Use                 Children                  Money matters           Offending           Occupying time and fulfilling goals         Mental and emotional wellbeing         Physical health and wellbeing           Relationships           Self-care and nutrition 

	Please add any other desired outcomes identified by the client:
	


	Substance Use

	Substance use:

(Please select all that apply)
	Heroin       
          Prescribed Meds         Amphetamines            Cocaine           Benzodiazepines 
Psychoactive substances       
      Codeine/over counter medications   Cannabis 
Other       (Specify which type) 


	Additional information
1. Name of substance(s) used    2. Quantities Used and 
3. How often
	     

	Administration of use
	Injecting                              Buzzing                    Snorting                  Smoking                     Oral 
Other       (Specify how it is taken) 

	Medications and doses prescribed for substance use (if applicable):
	     

	Is there a history of overdose?
	Yes     No  
	If yes, provide details:
	     

	Has the client had a BBV or Dry Blood Spot test done?
	Yes     No  
	Has the client been given Naloxone?
	Yes     No  

	Does the client require condoms/birth control
	Yes     No  
	Does the client require needles or foil?
	Yes        If yes, provide quantity supplied:   No  


	Mental Health

	Is the client open to Mental Health Services?
	Yes   FORMCHECKBOX 
   No  
	Name of Consultant Psychiatrist:
	     


	Name of Care Manger
	     


	Diagnosis (if applicable):
	     

	Medications prescribed (if applicable):
	     

	Has the client experienced any thoughts of suicide or history of self harm?
	Yes     No  
	If yes, provide detail (dates and times):
	     


	
	Core 10                                        
Date completed by client      
	Not at all
	Only Occasionally
	Sometimes
	Often
	Most or all of the time

	
	Over the past week
	     
	     
	     
	     
	     

	1
	I have felt tense anxious or nervous
	     
	     
	     
	     
	     

	2
	I have has someone to turn to for support when needed
	     
	     
	     
	     
	     

	3
	I have been able to cope when things go wrong
	     
	     
	     
	     
	     

	4
	Talking to people has felt too much for me
	     
	     
	     
	     
	     

	5
	I have felt panic or terror
	     
	     
	     
	     
	     

	6
	I made plans to end my life
	     
	     
	     
	     
	     

	7
	I have difficulty getting to sleep or staying asleep
	     
	     
	     
	     
	     

	8
	I have felt despairing of hopeless
	     
	     
	     
	     
	     

	9
	I have felt unhappy
	     
	     
	     
	     
	     

	10
	Unwanted images or memories have been distressing me.
	     
	     
	     
	     
	     


	Children Protection

	Does the client have any contact with children?
	Yes     No  

	Name of child /children:
	     
	DOB:
	     

	Address:
	     
	Postcode:
	     

	Relationship child/children and type of contact
	     

	Is the child/children open to Social Work?
	Yes     No  
	Social Worker Name
	     

	Name of Health Visitor          
 (if under 5)
	     
	Name of school (if applicable):
	     


	Adult and Public Protection

	Is there adult protection?
	Yes     No  
	Is there child protection?
	Yes     No  

	Is there public protection (MAPA)?
	Yes     No  
	Is the child/children care experienced?
	Yes     No  

	Is the client pregnant?
	Yes     No  
	Is support for domestic violence required?
	Yes     No  


	GP Details

	GP Name and Practice Address:
	     
	Postcode:
	     

	Telephone (day):
	     
	Telephone (night):
	     

	Details of GP prescribed medications and doses:
	     


	Other Agencies Involved in Care

	Are there any other agencies involved? (Childrens Services, Home Care, Voluntary Services, Justice Services etc)
	Yes     No  

	If yes, list which services:
	     

	Contact details of each service (if applicable):
	     

	If subject to any orders or legislation(CP, CPO, ASP, AWI etc)
Please detail:
	     


	Communication

	Client’s preferred initial method of Communication
	Telephone            Letter          E-Mail 
Other       (Specify) 

	Preferred language:
	     

	Interpreter required?
	Yes     No  
	Sign language required?
	Yes   No 

	Is the client able and willing to use NHS Near Me (Attend Anywhere) as a means of communicating? 
	Yes   No 

	Does the client have any literacy problems?
	Yes   No 


	Please provide any further relevant information about the client here:
	     


	Date
	     

	Print Name:
	     


	Signature
	     



	FOR INTERNAL STAFF USE ONLY

	Worker allocated referral:
	     

	Senior worker responsible for allocating:
	     

	RAG assessment of referral:
	Green                    Red                  Amber 


	Referral received date:
	     


	Received by:
	      


	Task checklist:
	Daisy completed    EMIS updated and referral scanned to documents          ECLIPSE updated 
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