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Referral Form for Sheffield Intensive Rehabilitation and Specialist Services
Please ensure the referral section of this form is completed fully, failing to do so could delay your referral.  Once complete please email:
Forest Close Inpatient – forestclosereferrals@shsc.nhs.uk
Community Enhanced Recovery Team (CERT) – certreferrals@shsc.nhs.uk

Please indicate below if this referral is for:

 Forest Close Inpatient       □        CERT      □        
	CONFIDENTIAL

	Date of referral:

                                

	Referrer details:   

                                

	Name of patient:

                                

	Pronouns: 

	Insight number:

                               

	Date of birth:

                                

	Current address/ward:


	Date of admission (if applicable):

                                                     

	Current diagnosis: 


	Mental Health Act status: 
MoJ Case Reference No. (if applicable):


	Current leave status:   


	Named nurse:



	Care coordinator:



	Consultant:



	Significant others involved (relative/friend/carer):



	Is the client aware of the referral and that all information shared will be confidential?



	Brief overview of history and current situation including current home environment:



	Reason for referral:



	Social background including family history, current contact with family, any dependents?



	Up to date DRAM / Care Plan?



	Current mental health presentation including relapse, triggers and interventions:



	Physical health (including sleep patterns):



	Current medication and client’s thoughts on medication:




	Risk (current and historical): To include self-neglect and poor response to treatment?
To self:

To others:

From others:



	Social network including employment, education, hobbies and interests:



	Current Section 17 leave (if applicable) and use of this:

.


	Forensic history including index offence and court cases pending:

Victim details (eg name and address):

MAPPA Involvement:

Risk of violence?


	Substance misuse / Dual diagnosis? 


	Does the patient smoke?  Have they commenced Nicotine Replacement Therapy?


	Spiritual, cultural, and religious needs including any ethnic or dietary requirements:



	High use of inpatient or home based care?




Please send to the correct email as noted above
