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Please complete this referral form in full for all individuals aged 18 and over who reside in the London Borough of Lewisham. Please provide as much information as possible as missing information may result in delays for assessments to be booked.

	Date of referral:
	

	Name of referrer:
	

	Agency and your role:
	

	Telephone:
	

	E-Mail:
	



	Client information: Please provide as much information as possible and include a contact number for all referrals where available. Please indicate all the ways the individual would prefer to be contacted.

	Surname
	
	First name
	
	Title
	

	AKA
	
	DOB (DD/MM/YY)
	
	

	Gender (please tick)
	Male
	☐
	Female
	☐
	Prefer not to say
	☐
	Other
	☐

	Address
	

	Postcode
	
	Phone Number
	

	E-mail
	

	Preferred methods of contact
	Phone
	☐
	Text
	☐
	Letter
	☐
	E-Mail
	☐

	Name of GP Surgery
	




	Substance Use
	Frequency – how often is the person using each substance
	Amount (units/ grams/£’s)

	☐
	Alcohol
	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Heroin
	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Crack
	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Cocaine
	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Cannabis
	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Other 1:

	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Other 2:

	Daily/ Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	

	☐
	Other 3:

	Daily/
Almost Daily
	☐
	Weekly/ Fortnightly
	☐
	Monthly
	☐
	



	Treatment Goal
	Cut down
	
	Stop
	
	Relapse Prevention
	
	Unsure
	


	Risk Assessment: Please provide details of any relevant risk factors for this individual and provide any further information you feel may be relevant to services. Please use spaces to provide additional details where relevant.

	Substance Use Risk and Harm Minimisation – please tick all that apply

	☐
	Currently Injecting

	☐
	Injecting in neck and/or groin

	☐
	Current risk of overdose/reduced tolerance (i.e. recent period of abstinence)

	☐
	Current thoughts/acts of self-harm/suicide

	☐
	At risk of harm, neglect or abuse from others

	☐
	Currently pregnant

	☐
	Contact with children under 5

	☐
	Contact with children under 18

	☐
	Current offending behaviour/known to Criminal Justice Services

	☐
	Risk of violence towards staff (if yes, please provide specific details below)

	Further details regarding any risk factors identified above:

	











Client consent for transfer of information: I agree to a referral to treatment services and understand that I will be contacted and offered a more detailed assessment by that service. I also confirm that the person making this referral can be notified of the outcome:

	Client Signature:
	

	Date:
	




When completed please send this form to the preferred service and tick to confirm where referred to:

	Referred to: ☐  CGL New Direction

Info.lewisham@cgl.org.uk 
T. 020 8314 5566
F. 020 8181 6495

www.changegrowlive.org
Follow us on social media – CGL Lewisham
	Referred to: ☐  Human Kind Primary Care
Recovery Service (PCRS) and Aftercare

Lewishampcrs@humankindcharity.org.uk 
T. 020 8699 5263
F. 0208 291 4796

www.humankindcharity.org.uk 



[image: ]
[image: ]
image1.png
pupjubwWNyY




image2.emf

image3.png




