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Mental Health Rehabilitation Referral Form
CONFIDENTIAL
Thank you for referring to Waterlily Care.
This referral form has been designed to help us understand the individual's strengths, aspirations and support needs so that we can determine whether Waterlily Care is the right rehabilitation environment to support their recovery journey.
Please complete all relevant sections and attach any supporting clinical documentation where available.

Referrer Details
	Organisation
	

	Referrer's Name
	

	Job Title
	

	Telephone
	

	Email
	

	Date of Referral
	




Section 1 – Personal Details
	Name
	

	Date of Birth
	

	NHS Number
	



Home Address
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Current Address / Placement
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________


	Responsible Clinician
	

	Social Worker / Care Coordinator
	

	Funding Stream
	

	Next of Kin
	




Personal Network
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Section 2 – Individual's Views
Hopes for the Future
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Family / Carer Views
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________


Section 3 – Medical & Legal Information
Known Allergies
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Religion / Faith / Spiritual Needs
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Communication Needs
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Dietary Requirements
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Legal Status: ☐ Informal   ☐ Section 2   ☐ Section 3   ☐ CTO   ☐ Section 117 Aftercare   ☐ Other __________
Psychiatric History
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Reason for Current Admission / Placement
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Section 4 – Clinical History & Current Needs
Physical Health Needs
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Psychosocial Needs
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Current Mental Health Needs
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Current Medication
	Medication
	Dose
	Frequency
	Indication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Section 5 – Risk Assessment
	Risk Area
	Low
	Moderate
	High
	Details / Current Risk Management Plan

	Suicide / Self-Harm
	☐
	☐
	☐
	

	Risk to Others
	☐
	☐
	☐
	

	Self-Neglect
	☐
	☐
	☐
	

	Vulnerability / Exploitation
	☐
	☐
	☐
	

	Absconding / Missing Person
	☐
	☐
	☐
	

	Safeguarding Concerns
	☐
	☐
	☐
	




Positive Risk Taking / Protective Factors
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Current Risk Management Strategies
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________


Section 6 – Additional Information
Additional Notes
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Supporting Documentation
☐ Current Risk Assessment
☐ CPA
☐ Care Plan
☐ PBS Plan
☐ Current MAR Chart
☐ Mental Health Act Documentation
☐ Physical Health Summary
☐ Psychological Assessment
☐ Occupational Therapy Assessment
☐ Discharge Summary
☐ Other __________




For Waterlily Care Use Only
	Referral Received
	

	Reviewed By
	

	Outcome
	

	Proposed Assessment Date
	

	Admission Date
	




Clinical Review Notes
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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