



STR Worker – Referral form

	Name
	Date of Referral

	Address


	Date of Birth

	
	NHS Number

	Telephone Number
	CPA Care-Coordinator


	General Practitioner
	Consultant Psychiatrist

	Address


	Address



	Telephone Number
	Telephone Number


	Name of Referrer
	Designation

	Address


	Telephone Number



Does the client live alone     Yes


No
	Reason for referral (Please give a brief outline about  the intervention you feel the individual requires and how you think they will benefit – this should be underpinned by the care plan)




	Is the service user aware of the referral? 

	Additional Information (Please include any risks that may be present)




	Signed
	Name

	Designation 
	Grade


For Completion by STR Worker

	Date Referral Received

	Is Referral Appropriate?

	Have you read the care plan?

	Have you read the Risk and Relapse Plan

	Have appropriate measures been taken in relation to risk as outlined above:



	Date arranged for initial Visit

	Arranged with:

	Location of initial Visit


	Date of initial visit

	Agreed interventions



	Agreed frequency 

	Date reported back to referrer


	Date of Discharge from caseload

	Reason for discharge










STR Personal Development Folder
12/06

