
WALTHAM FOREST BLACK PEOPLE’S MENTAL HEALTH ASSOCIATION (W.F.B.P.M.H.A)

Email: reception@bpmha.org
REGISTRATION/REFERRAL FORM
	Mr ⃞       Mrs ⃞       Miss ⃞       Ms ⃞   
First Name(s)

Surname

Date of Birth……./….…/….…    Age………          Gender:  Male ⃞       Female ⃞
Address



Postcode

Tel. (Home)

(Work)


(Mobile)


Marital Status:  Single / Married / Divorced / Other


Number of Children

Ages


Housing Situation:  Alone / Partner / Relative

Other


Disability:  Yes ⃞       No ⃞      If yes, please specify



 NHS Number


Dietary Needs

Interests/Hobbies/Personal Circumstances

First Language



	NEXT OF KIN
Name

Relationship to person


Address
       


Postcode


Telephone (Home)

(Work)


(Mobile)

(Email)


	PRINCIPAL CARER
Name


Relationship to person


Address




Postcode


Telephone (Home)

(Work)


(Mobile)

(Email)



	WORK HISTORY
Employed?                 Yes ⃞       No ⃞
Past jobs:


Past/current training:




	OTHER CENTRES/AGENCIES ATTENDED:


	FUNDING:
Have you been assessed for Direct Payments?
Yes ⃞       No ⃞
Are you in receipt of Direct Payments?

Yes ⃞       No ⃞
If yes, please provide details:


Current benefits – Please tick as appropriate
Disability Living Allowance - Care/PIP
       ⃞ 
   Disability Living Allowance - Mobility/PIP
   ⃞
Earnings from paid employment

       ⃞    
   Employment Support Allowance

   ⃞  
Incapacity Benefit


       ⃞  
   Income Support



   ⃞
Pensions



       ⃞
   Severe Disablement Allowance

   ⃞
Other Income (please state)



	EQUAL OPPORTUNITIES 
Country of origin/Parentage


Ethnic Group


Religion/Religious Beliefs


Sexual Orientation:  
Heterosexual/Straight
 ⃞
Bisexual
    ⃞
   Gay Man  ⃞
Gay Woman

 ⃞
Prefer not to say    ⃞        Other (Please specify)...............................

	DETAILS OF REFERRER
Name

Signature


Consultant ⃞        Social Worker ⃞        CPN ⃞        Occupational Therapist ⃞

Other (Please specify)


Referring Agency


Address




Postcode


Telephone
   Extension No……… Email 
 

Reasons for Referral


	This form should be returned with the referee’s current assessment and risk assessment notes 
GP NAME:  Dr


Address




Postcode

Telephone
  Extension No…....…   Email



	HOSPITAL/UNIT ADMISSION

Date of Admission:

Date of Discharge:


Are you still an Outpatient there?      Yes ⃞      No ⃞
Diagnosis:

Do you agree with this diagnosis?     1  –  2  –  3  –  4  –  5
Circle as appropriate (1 = No, not at all, 5 = Yes, fully) 


	CURRENT MEDICATION
(including dosage)

/
/
/


/
/
/


/
/
/

Are you satisfied with your prescribed medication and treatment?     1  –  2  –  3  –  4  –  5
Circle as appropriate (1 = No, not at all, 5 = Yes, fully) 
CLIENT'S SIGNATURE

PRINT NAME

DATE
TIME



	RISK ASSESSMENT
CPA LEVEL:
Standard ⃞       Enhanced ⃞
Supervised Discharge
Yes ⃞      No ⃞
       Supervised Register
Yes ⃞      No ⃞
Suicidal
Yes ⃞      No ⃞
       Aggressive
Yes ⃞      No ⃞
Self Harm
Yes ⃞      No ⃞
       Risk of Neglect
Yes ⃞      No ⃞
Drug Abuse
Yes ⃞      No ⃞
       Alcohol Abuse
Yes ⃞      No ⃞



This form should be returned with the referee’s current assessment and risk assessment notes 
Please post completed form to:
BPMHA

2 Priory Avenue

Walthamstow

London E17 7QP

Tel: 020 8509 2646

Fax: 020 8509 2866

Email: reception@bpmha.org
Web: www.bpmha.org
FOR OFFICE USE ONLY

Case number/Reference


Advice given to Referrer:   Yes ⃞      No ⃞                      Referral accepted:   Yes ⃞      No ⃞
Signature of Support Worker


Print Name


Date
Time


Manager's Signature


Print Name


Date
Time


4
Last Reviewed September 2014

Named Person: Marie Walker

