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Referral Form - West Sussex Young Persons Substance Misuse Service

	Referral Date
	

	Referrer Name
	

	Referral Source
	

	Relationship to YP
	


Referral details 

	Refer Address

	

	

	

	Postcode

	Telephone no

	Mobile no

	Email


	Young person consent for referral
	Yes
	NO

	Consent from parent or carer
	Yes
	NO


	Inpatient at time of referral 
	Yes
	NO

	Hospital ward details
	

	Ward telephone no 
	


Client Details
	First Name
	

	Last Name
	

	Given Name
	

	DOB
	

	Gender
	Male
	Female

	NHS number
	


Contact details
	Telephone No
	

	Mobile
	

	email
	

	Best contact for appointment 
	

	Address
	

	
	

	
	

	Postcode
	


Ethnicity & Nationality

	Ethnicity
	

	Nationality
	

	Preferred language if not English
	

	Translator required
	


GP details
	GP
	

	GP code
	

	GP details
	


	Substance 

Used
	How often
	Quantity average week 
	Quantity average day
	How it used ( i.e.. smoked /injected)
	Which does the YP see as problematic 

	Alcohol Please specify 
	
	
	
	
	

	Cannabis/Skunk
	
	
	
	
	

	Cocaine
	
	
	
	
	

	Hallucinogens
	
	
	
	
	

	Ecstasy
	
	
	
	
	

	Heroin
	
	
	
	
	

	Solvents

inhalants 
	
	
	
	
	

	Sedatives

tranquilisers
	
	
	
	
	

	Amphetamine
	
	
	
	
	

	Cigarettes
	
	
	
	
	

	Other
	
	
	
	
	


	Reason for referral & any presenting issues e.g. physical / mental health:


Agency involvement (i.e. YOS, CAMHS, Social services, Connexions)
	Agency name
	

	Key worker
	

	Address
	

	
	

	Postcode
	

	Email
	

	Telephone no
	

	Is the young person a looked after child 
	Yes
	NO

	Has the young person a lead professional
	Yes give details:
	No

	Has the young person a CAF
	Yes
	NO


Other information 
	Risk Factors
	OUR CASEWORKERS WORK ALONE.  PLEASE ADVISE OF ANY KNOWN RISKS WITH REGARDS TO A CASE WORKER MEETING WITH THE YOUNG PERSON. 

	What would the young person like from our service 
	

	Any other comments young person would like to make. 
	

	Please add any further information you think would be useful/relevant. 
	

	Accommodation
	WHAT TYPE OF THE ACCOMMODATION IS THE YOUNG PERSON STAYING IN?  ARE THERE ANY ISSUES REGARDING THIS?  PLEASE GIVE DETAILS.



	Education 
	IS THE PERSON CURRENTLY IN EDUCATION, TRAINING OR EMPLOYMENT?  PLEASE GIVE DETAILS – I.E.  NAME OF EDUCATIONAL ESTABLISHMENT/EMPLOYMENT, WHAT HOURS THEY’RE ATTENDING/WORKING FOR ETC 



	Has the young person previously been treated by WSYPSMS
	

	Has the young person previously been treated by another treatment agency. ( Give details)
	


· IT IS DIFFICULT FOR US TO CONTACT THE YOUNG PERSON DIRECT IF THEY DO NOT KNOW THEY HAVE BEEN REFERRED AND DO NOT FEEL THEY WOULD LIKE SUPPORT FROM US.  

· IT WOULD BE HELPFUL TO US IF YOU SPEAK TO THEM PRIOR TO REFERRAL TO CONFIRM IT IS WHAT THEY WOULD LIKE.  

· ALTHOUGH NOT ESSENTIAL, IT WOULD ALSO BE HELPFUL IF THE YOUNG PERSON COULD SIGN BELOW, TO CONFIRM THEY HAVE READ THE REFERRAL AND AGREE WITH ITS CONTENTS.

· IT WOULD BE APPREICATED IF YOU COULD COMPLETE THE FORM WITH AS MUCH INFORMATION AS POSSIBLE.  THIS WILL ENABLE US TO ASSESS THE YOUNG PERSON AND GIVE THEM THE SUPPORT THEY REQUIRE. 
	Young person signature 
	

	Date
	

	Refer signature
	

	Date
	


PLEASE SEND COMPLETED REFERRAL FORM TO

WEST SUSSEX YOUNG PERSONS SUBSTANCE MISUSE SERVICE

Emel House

Rear 1st Floor

30 – 32 Teville Road

Worthing

BN11 1UG

Or fax it to: 01903 219203

Or e-mail it to: wsypsms@cri.org.uk

IF YOU HAVE ANY QUERIES OR WOULD LIKE TO DISCUSS THE REFERRAL, PLEASE FEEL FREE TO CALL US ON 01903 230600

Wsypsms240511

Registered Office: 3rd Floor, North West Suite, Tower Point, 44 North Road, Brighton, BN1 1YR
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