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ESH Community
Referral and Assessment Form

Confidential


	Client Personal Information Details

	Full Name:  
Known as:
	
	Address:
Post Code:
	

	Home Tel:
	
	Email:
	

	Mobile:
	
	NI No:
	

	D.O.B:
	
	Age:
	

	Employed:                                   Yes / No
	If Yes, what job role:

	Is client claiming benefits:       Yes / No
	If Yes, which?             UC       ESA       JSA      DLA                       

	Food allergies:
	Sex:     Male

	Dietary requirements:                                      


	Detail your COVID-19  Vaccination status:
 


	Referrers Details:   Self / Friend / Relative / Service Provider

	Name: 
	Role/Relationship:  

	Address:

Post Code:
	Mobile Number:

	
	Office/Home:

	
	Email:


	Client history and duration of Drug and/or Alcohol use:

	


	Current / Recent drug or alcohol use (within the last 30 days) 

	Substances:
	Quantity:  
	Frequency:  daily or weekly

	Alcohol
	
	

	Cannabis
	
	

	Heroin
	
	

	Crack/Cocaine
	
	

	Amphetamines
	
	

	Benzodiazepines
	
	

	Methadone/Subutex
	
	

	Over the counter drugs
	
	

	Other- describe:  e.g. ketamine, solvents etc
	
	


	Current Medication:   (either prescribed by GP, Hospital, Service Provider or Privately)

	Medication:
	Being taken for:
	Dosage:
	Frequency:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Is all the medication being taken regularly?   Yes / No    

If No, give reasons and details 


	Harm Reduction:

	Have you ever injected drugs?
	Yes / No
	If Yes, when last injected?
	

	Have you shared equipment?
	Yes / No
	If Yes, when last shared?
	

	Have you been tested for BBVs?
	Yes / No
	If Yes, what was result?
	Positive/Negative

	Do you have a Blood Borne Virus? 
	Yes / No
	If Yes, which?       Hep B       Hep C        HIV

	Are you receiving BBV Treatment? 
	Yes / No
	If Yes, specify

	Previous detox or rehabs: 

	Treatment Centre
	Dates To and From:
	Outcome / Clean time

	
	
	

	
	
	

	Previous drug or alcohol treatment provider history:

	Agency / Service Provider:
	Dates To and From:
	Current Status:  Active / Completed

	
	
	

	
	
	


	Physical Health/Medical History - Does the client:

	Have any physical health issues?
	Yes / No

	Have any known food or drug allergies?
	Yes / No

	Have a disability?
	Yes / No

	Have a history of fits/seizures?
	Yes / No

	Any history of swollen limbs?
	Yes / No

	Any history of DVTs or Abscesses?      
	Yes / No

	Receive any treatment or is due to receive any treatment for health issues?
	Yes / No

	If Yes was answered to any of the questions, please give details: 





	Mental Health/Psychiatric History - Has the client?

	Experienced or diagnosed with mental health issues e.g. Depression / Anxiety
	Yes / No

	Experienced or been diagnosed with BiPolar? 
	Yes / No

	Experienced or been diagnosed with Schizophrenia?
	Yes / No

	Experienced any hallucinations/psychosis?
	Yes / No

	Any history of any mental health problems in the family?
	Yes / No

	Any previous actual or thoughts of deliberate self harm?
	Yes / No

	Any current thoughts of deliberate self harm?
	Yes / No

	Previously engaged or currently engaged with the mental health services?
	Yes / No

	Been prescribed or is currently prescribed any psychiatric medication?
	Yes / No

	If Yes was answered to any of the questions, please give details: 



	Criminal History – Has the client committed  

	Any incident of assault, wounding, ABH, GBH, affray or other violent crime?
	Yes / No
	If Yes – give date(s) and details:

	Any sexual offences?
	Yes / No
	

	Any offences against children?
	Yes / No
	

	Any offences against elderly?
	Yes / No
	

	Any incidents/offences of arson?
	Yes / No
	

	General Criminal History

	Has client any court cases outstanding?
	Yes / No
	

	Is the client on a probation order?
	Yes / No
	

	Is the client on Licence/MAPPA?
	Yes / No
	

	Has the client ever been to prison?
	Yes / No
	

	Has the client any outstanding fines?
	Yes / No
	

	Has client been prosecuted for any other criminal offence? e.g. drink/drug driving
	Yes / No
	


Please complete this form and return it prior to your pre-admission assessment, if this is not possible we can complete the form with you on the day of your pre-admission visit.  
We will discuss the contents of the form with you on the day of the pre-admission assessment and then review with our consultant to ensure there are no medical concerns. 
The form should be returned to:

· E-mail to community@eshworks.org
· Secure e-mail to secure.mail@eshworks.cjsm.net 
· Alternatively it can be returned by post to ESH Community, Holt Cottage Farm, Welsh Road East, Southam, CV47 1NJ

Prospective resident declaration 

This is ONLY required to be signed at the pre-admission assessment meeting
I confirm this form has been completed accurately, by me or on my behalf:

Signature:  ...............................   Print Name:  ........................................    Date: ................
RESIDENT DECLARATION - ONLY TO BE SIGNED BY RESIDENT ON ADMISSION 
I confirm this form was completed by me or on my behalf and it is still accurate including any updates below.
	Note any amendments or changes to the original application form submission 

	


Resident Signature:  .............................   Print Name:  .............................    Date: ..............
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