REFERRAL FORM

This form should be completed by a healthcare or professional care worker. Please use
black ink and block capitals or type.
Please return for the attention of Debbi Cartmell by e-mail (support@bitapathways.co.uk),
by post or by fax (0121 771 0568). A current care-plan and risk assessment should be

attached.

FULL NAME:
ADDRESS:.
POST CODE: GENDER: TEL:
NI NUMBER: MOB:
DATE OF BIRTH: [ wonn ] 19 MARITAL STATUS:
NATIONALITY (If not British): PREFERRED LANGUAGE:
ACCOMMODATION: (please circle)  Independent Relatives
Carer Supported
Other (please specify)

ETHNICITY: (please circle or underline)
(23) White (UK)
(24) White (Irish)

(25) White (other) (

(16) Black/Black British (Caribbean) (17

(15) Black/Black British (African)

(98)

98) Other (please specify)

(12) Asian/Asian British (
(13) Asian/Asian British (Pakistani)
11) Asian/Asian British (Bangladeshi) (19
) Black/Black British (other)
(21) Mixed White/Black Caribbean

Indian) (14) Asian/Asian British (other)
(18) Chinese

) Mixed:; White/Asian

(20) Mixed: White/Black African

ARE YOU AN ASYLUM SEEKER.

DO YOU HAVE REFUGEE STATUS.

ARE YOU A CITIZEN OF ANOTHER

EU STATE.

REFERRED BY:

NAME: TEL.

POSITION: MOB:
E-MAIL ADDRESS:. FAX.

ADDRESS:.

WHICH DAYS WOULD YOU LIKE TO ATTEND BITA?

(Minimum requirement of 2 days per week — please tick)

MON: TUE: WED THU: FRI:
Office use only | gyART TIME: FINISH TIME:



mailto:support@bitapathways.co.uk

Please complete as applicable

G.P.. TEL:

Address.

CONSULTANT PSYCH: TEL:

PROBATION OFFICER. TEL:

CPN: TEL:

SOCIAL WORKER. TEL.

KEY WORKER:. TEL:

NEXT OF KIN: TEL:

RELATIONSHIP:

MENTAL HEALTH

DIAGNOSIS:

CURRENT MEDICATION.

DO YOU SELF MEDICATE (Please tick one): YES NO
DO YOU SUFFER FROM ANY OF THESE ASTHMA:
CONDITIONS: EPILEPSY:
(Please tick any that apply) DIABETES:

VISUAL IMPAIRMENT:

HEARING IMPAIRMENT:

MOBILITY DIFFICULTIES:

ANY OTHER PHYSICAL PROBLEMS
THAT WE SHOULD BE AWARE OF:

PLEASE SPECIFY THE NATURE OF THE PROBLEM:

ANY RELIGIOUS / CULTURAL / DIETARY REQUIREMENTS:

PREVIOUS WORK EXPERIENCE:

HAVE YOU ATTENDED ANY OTHER CENTRES / PROJECTS SIMILAR TO BITA:

CURRENT HOBBIES / INTERESTS:

FOR OFFICE USE ONLY:
DATE RECEIVED: DATE ACKNOWLEDGED: BY:
DATE OF FIRST INTERVIEW: INTERVIEWED BY:
START DATE: WIS TEAM:
HEALTH AUTHORITY SOCIAL SERVICES PROBATION
ON DATABASE: ON REGISTER: STARTER PACK:
SIGNED OFF BY
DATE: SIGNED:

SUPPORT OFFICE.




