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	Peer Mentoring Wales
Referral Form


	Date of referral
	Fax

(
	Letter

(
	Face-to-face

(
	Phone

(
	Referral taken by:



	Referral source:
	
	Service user details:

	Name: 
Address:  
Postcode:
Email:

(we will confirm receipt of referral via this email address)
	
	Name: 
Address:                    
County: 
Postcode: 

	Tel No. 
	
	Tel No. 

	Self/Relative
(
	Professional
(
	Friend
(
	Other
(
	
	 Gender:
	DOB:




	National Insurance No: 


	How Did You Hear of The Peer Mentoring Scheme?

	


	Can we contact this individual at their home address?        Yes / No

	(If not, how can they be contacted?)




	MAIN
SUBSTANCE
	PRESCRIBED

(Yes/No/Both)
	HOW OFTEN

(Day/Wk/Mth)
	QUANTITY
	ROUTE
	DURATION
	AGE FIRST

USED

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Other agencies currently involved:



Risk Assessment
	Any known reason for not carrying out a home visit / arrange an appointment at other agencies?        Yes / No

	(If yes, please specify)




	Any specific support needs identified?        Yes / No

	(If yes, please specify)




	Has s/he identified any initial goals?        Yes / No

	(If yes, please specify)




	Currently in treatment?        Yes / No

	Details:



	Any known health issues?        Yes / No

	Details:




	Please attach copies of Care Plan and Risk Assessment. 

Copy of Care Plan attached       (
  Copy of Risk Assessment attached         (



	Has this individual agreed to be referred to the Peer Mentoring Scheme?       Yes / No


	Has s/he been informed that this is an ESF funded project?         Yes / No


Office Use Only

	Allocated to:
	Date:
	Registered on database:



Please forward referral form, with copies of Care Plan and Risk Assessment, to: 
Josh Giffard, Drugaid, 1st Floor, Oldway House, Castle Street, Merthyr Tydfil CF47 8UX
Email: 
josh.giffard@drugaidcymru.com


Tel:   

01685 721991
Fax:

01685 389421
