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TcAc Specialist Mental Health Practitioner - Referral Form
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If yes, please specify







Young Person’s Details:


Name 


Address





Postcode


Date of Birth


Contact number


Is the Young Person aware of this referral?   YES/NO


Can the Young Person be contacted at the address above? YES/NO





Referrer’s details:


Name


Job title


Organisation


Address





Postcode


Contact number


For how long have you been working with this young person? 








GP details:


Name


Practice


Address





Contact number





Next of Kin/Emergency Contact:


Name


Relationship to YP


Address





Postcode


Contact number








Past and current Mental Health input: YES/NO


If yes, please specify








Any other current Mental Health agency involvement: YES/NO


 If yes, please specify











Medication: YES/NO


If yes, please specify








Physical Health issues: YES/NO


If yes, please specify








Reason for Referral


Please outline briefly why a referral is being made to the Mental Health service? e.g. depression, self-harm and suicidal thoughts. Highlight any relevant information both past and present that will support this referral. Are there any literacy issues for the Young Person or are there any other factors which may affect the initial assessment e.g. autism, ADHD?























Are there any immediate risks that we should be aware of upon referral e.g. violence, self-harm and risky behaviour towards themselves or others? YES/NO


If yes, please specify














If a home visit were to be organised, are there any risks or dangers we should be aware of e.g. known violent house mates, friends or neighbours? YES/NO 


If yes, please specify















































Any vulnerability factors that we should be aware of prior to assessment i.e. Adult Protection or at risk from others? YES/NO


If yes, please specify








Equal Opportunities Monitoring Form





Ethnicity:


 


Religion or spirituality:





Area of Referral: Edinburgh                       South West                       West Lothian


                              North East                       South East                          Other............................................   


                              North West                     Mid Lothian





Gender:                               Male                           Female                           Transgender





Disability:





Occupation:                               





Staff use only


Referral taken by...................................................................................  Referral Number.............................................


Date...................................................       Time....................................................................


Action...................................................................................................................................................................................................................................................................................................................................................................................








Staff use only


Post Assessment outcome:


1:1 Support Offered – YES/NO 





 Sign-Posting necessary? YES/NO 











