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Recovery Intervention Services Ealing
Referral Form
	Make a referral to RISE          

	Email this form to RISE to: ealing.rise@cgl.org.uk or fax on 0208 843 5919

If you need to speak to someone before sending your referral, please ring: 0800 195 8100



	Details of referring Service

	Service:
	Assessor’s name

	Telephone number:
	Designation/Job role:

	Email address:
	Date referral sent:

	Service User Details:

	First name(s):


	Address: 

	Last name:


	

	Date of birth:


	Age:
	Postcode:

	Gender at birth

(please tick)
	Male

 FORMCHECKBOX 

	Female

 FORMCHECKBOX 

	Other

 FORMCHECKBOX 

	NHS number (if known):

	Ethnicity:


	Nationality:
	Borough of residence:

	Religion:
	Marital Status: 
	Sexual orientation:



	Contact telephone number(s)

Home:
	Mobile:

Does the service user consent to RISE texting this number? Yes  FORMCHECKBOX 
       No   FORMCHECKBOX 
  

	Does the service user require any communication support?     Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 

e.g. language interpreter or sign language communication
If yes, please specify:



	General Practitioner (GP) details

	Please tick from the following:

Registered with a GP   FORMCHECKBOX 
                    Not registered with a GP  FORMCHECKBOX 
                    Unable to register with a GP  FORMCHECKBOX 


	GP name:


	Surgery name:

	GP Address



	Contact number:
	Ealing GP        Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 




	Drug and/or Alcohol Use

	Main substance of choice:

Age First Used:
How do you use:

(Inject 

(Sniff

(Smoke

(Oral

(Other  
	How often and how much does the service user use? 

How long has the substance used been a problem for the service user?



	What other substance(s) is the service user currently using?
How often and how much does the service user use? How long has the substance(s) used been a problem for the service user?



	Is the Service User on any prescribed medication? If yes, please give details:

	Alcohol Use:

Does the service user drink alcohol? 

( Yes 

( No 

( Previously                

At what age did the service user first drink alcohol? 
	If yes how often does the service user drink alcohol?

( Daily 

( Weekly

( Monthly

( Less than monthly



	Identification of support issues and risk factors

	Offending/Criminal justice     FORMCHECKBOX 


	Physical illness     FORMCHECKBOX 

If yes, please provide details:


	Disability     FORMCHECKBOX 

If yes, please provide details:


	Mental health problems     FORMCHECKBOX 

Please specify diagnosis, whether engaging with mental health services and any prescribed medication:


	Pregnant     FORMCHECKBOX 

Please provide details:


	Social Services contact     FORMCHECKBOX 

Please provide details:



	At risk of harm from others (violence/DV)     FORMCHECKBOX 

Please provide details:


	At risk of harm to others (violence/DV)     FORMCHECKBOX 

Please provide details:



	Current self-harm/suicide     FORMCHECKBOX 

Please provide details:


	A parent/primary carer to child(ren) under 18     FORMCHECKBOX 

Please provide details:



	Lives with child(ren) under 18     FORMCHECKBOX 

Please provide details:


	Is a carer for an adult dependant     FORMCHECKBOX 

Please provide details:

	Other     FORMCHECKBOX 

Please provide details:


	Client consent

	Does the service user give their consent for being referred to RISE
	Yes    FORMCHECKBOX 

	No      FORMCHECKBOX 


	Can the Service write to the service user at the given address?
	Yes    FORMCHECKBOX 

	No      FORMCHECKBOX 


	Can Services leave messages on the numbers that have been given?
	Yes    FORMCHECKBOX 

	No      FORMCHECKBOX 


	If no to the above, how can the Service arrange to contact the service user?



	I give my consent to share information that has been given on the form with RISE in order to access their Service

	Signature
	Date
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