the

cellar

project

Referral

Ref No:

1. About the Client

3. Relevant Background & Information (Please answer all questions)

GP Name: Psychiatrist:
Address: Address:
Postcode: Postcode:
Telephone No: Telephone No:

Summary of mental health problems or diagnosis:

Gender: Title: Name:

Date of Birth: Ethnic Origin: Current Employment Status:
Usual Occupation: Emergency Contact Person:

Permanent Address: Address:

Postcode: Postcode:

E-mail:

Telephone No: Mobile No: Emergency Contact No:

Current Medication (include details of allergies, side effects,etc)

Any Initial Alert or Risk Issues

[]NO [] YES [Please attach copy of risk assesment)

2. About the referrer

Does your client have any other health problems/ disabilities

YES[] Please attach details NO[]

Referrers Name:

Organisation:

Has your client attended the Cellar Project before?

YES [ ] Please attach details NO[]

Contact Details:

Telephone No:

Date of Referral:

Why are you referring this person to the Cellar Project?

E-mail address:

Please send the completed form & relevant documents to Miss C Casson at The Cellar Project. You
may follow up this referral by e-mailing christine@thecellarproject.co.uk or Telephone 01274 586474

Please return the completed form to the address below
The Cellar Project, The Old School, Farfield Road, Shipley, BD18 4GP



