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	New or Returning Client
	

	Urgent? 
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CREATIVE SUPPORT
Doncaster Mental Health Floating Support Service

Please ensure as much information as possible is provided to assist the referral process
	PERSONAL INFORMATION

	Surname: 

	Forename(s): 


	Known as:
	Gender:

	D.O.B:
	Age:
(Applicant must be 18+)
	
Ethnic origin: 

	
Address:

	Religion:



	
	Sexual orientation (please circle) 


Heterosexual           Homosexual              Bisexual  


Lesbian                Gay             Not Disclosed  

	
	Tel: 
Mobile: 


	


	
Email:

	
	N.I. number:

	NEXT OF KIN

	
Name:
	
Address:











	
 Relation:

	

	
Contact number:
	

	REFERRER DETAILS – if applicable

	
Name of agency: Safe Space

Named contact: 

Does referrer need to attend the assessment?

YES/NO
	
Address: 47 Montrose Avenue




Post code: 

Tel no: 

Referrer email address: @peoplefocused.org.uk



	ACCOMMODATION/TENANCY INFORMATION

	Current accommodation type:	
(please tick the option that applies)
	Housing Association
	ALMO
(St. Ledger Homes)
	Owner Occupier
	Private Rental
	NFA

	
	
	

	
	
	

	Local authority:
	

	Licensee?
	

	Time spent at address:
	Years:
	Months:

	If less than 6 months give name of previous Local Authority:
	

	How long did they live there?
	Years:
	Months:

	Please provide addresses for the last 3 years:








	Current tenancy status:
	


	Any outstanding arrears?
	                                   Yes  

	No
	Amount?

	Was a rent deposit scheme used?
	                                   Yes     
	No
	Amount?

	Does the client feel safe in their local area?
	                      Yes    No
	

	If no, please provide brief explanation:







	FINANCIAL NEEDS

	Employment status: 
	


	Current income (benefits etc):
	


	Current debts
	


	Support needed for budgeting?
	Yes


	No
	Not Sure

	SUPPORT NEEDS

	Primary Support Need:



	

	What housing related support is required?



	

	Physical Health:

	Length of time

	
	

	
	

	
	

	Mental Health:
Has been referred to IAPT
	Length of time

	
	

	
	

	
	

	Does the following apply:

	
	Current
	Historical
	No

	Alcohol Misuse
	
	
	

	Substance Misuse
	
	historical
	

	Offending History (provide information below)
	
	
	

	
	
	
	

	

	
	
	

	
	
	
	

	
	
	
	


	ANY OTHER INFORMATION (support history)

	Please provide brief outline:


Currently living in private property but has been asked to move out





	Does applicant agree to work with Creative Support and other relevant agencies to complete a support plan?
	Yes
	No

	RISK

	RISK TO SELF (give detail)





	Risk to staff (give detail)   	




	If relevant does the client require the following:     Female worker only              Male worker only     	    

	Is the applicant suitable for visits by a lone working member of staff?
	Yes
	No

	If no, please provide a brief explanation:



	Are there any hearing or visual requirements? eg. hearing loop or large print text required?   Yes/No


	Is the applicant a veteran or member of the Armed Forces?       Yes/No




	OTHER AGENCIES CURRENTLY INVOLVED

	NAME
	AGENCY
	CONTACT NO.

	
	
	

	

	
	

	
	

	



	DECLARATION

	I confirm that the information provided is correct to the best of my knowledge.
	

	I agree to inform Creative Support of any changes to the details provided here.
	

	I understand that by signing this declaration I am giving permission for Creative Support to share this referral and any information necessary with relevant agencies to assist with my support.
	

	Applicant’s signature:
	


	Print name & Date :
	


	Referrer’s signature:
	
K.Boughton

	Print name & Date :
	
01-09-2022

	Organisation:
	

	Telephone:
	



Doncaster Mental Health Floating Support
1B Kings Mews
Frances Street
DONCASTER
DN1 1JS
Tel No:  01302 321196.
Email:  doncaster.mhfs@creativesupport.org.uk
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