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HOUSING ASSOCIATION FOR INTEGRATED LIVING 
Regional Specialist Visiting Housing Support Service (Mental Health) 

REFERRAL FORM 
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SHAMROCK CHAMBERS, 59-61 DAME STREET
DUBLIN 2

PRIVATE & CONFIDENTIAL   
Part 1: Clients Details
	Name of Applicant:

	

	Current Accommodation Type (Homeless Accommodation , Community Hostel, LA House/RAS, Private Rented, Social Housing , other)  and Address: 

	

	Date of birth:
Medical Card Number:


	DD   /  MM  /  YYYY

	Phone Number:

	

	Nationality:
Income: 


	

	Family Composition: 
(Single / Couple, Number of children):  
Next of Kin details:
	

	HNA or other Recognised  Needs Assessment and Support Plan Completed  

	

	Name of referring Local Authority 

	

	Address and type of offered accommodation(RAS, LA Housing, Private Rented):
  
	


Part 2: Mental Health Support Information 

(to be filled out by Mental Health Service where possible)

Has the Applicant experienced a mental illness?   YES            NO 
Name and Address of Local Mental Health Team (LMHT): 
_______________________________________        
Phone number:    ________________________________________________

E-mail address:   ________________________________________________

How long has the client been involved with your Service? 
Will on -going support be offered to the client ? 

                      Yes…                     No…

Name of Community Mental Health Nurse:  _________________________    
Contact Details: ______________________

Name of Mental Health Social Worker: ____________________________________

Contact Details:  ___________________________
Name of Psychiatric Consultant: ___________________________
Consultants Address:  _______________________________ 
Consultant Contact Number/email address:  ___________________________
Name of Care Manager/Key Worker: ____________________________

Contact Details: _______________________________

Name of General Practitioner: _____________________________

Contact Details:  _______________________________

Part 3: Applicant’s Current Mental Health Diagnosis: 

Please provide information on the following as appropriate: 


	Duration of present mental illness:

Is the applicant self medicating?   Yes          No             
In receipt of IM depot? 

Please list all current prescribed medications:      
Diagnosis:

Onset Behaviour:

Course of Illness:

Indicators of Relapse::

Previous Admissions and Duration:  

(indicate whether voluntary or involuntary) 
Name of Hospital:
Does the Applicant have a diagnosed Learning Disability:    YES     If    NO
If yes please identify the nature of their condition and any associated health issues:



PART 4: RISK ASSESSMENT 
	Is there any evidence of the following which might give rise to concern (please provide details)

	Misuse of intoxicants (e.g. alcohol or other non-prescribed drugs / substances)

Please provide brief details of past treatment programmes attended and/or periods of sobriety experienced: 

	

	Misuse of medication


	

	Self harm / suicidal behaviour

Date of last attempt: 


	

	High level of distress expressed


	

	Intimidating behaviour / aggression and / or assault

Please comment on specific identified triggers: 


	

	Use of weapons


	

	Forensic history


	

	Dangerous impulsive behaviour


	

	Arson / behaviour which might give rise to a fire risk (e.g. smoking in bed)


	

	Poor self-care


	

	Any other possible areas of concern
	

	Is there any evidence that this person may be at risk of exploitation by others:

	Emotionally


	

	Sexually


	

	Financially


	

	Other


	

	Have any (other) concerns been raised at formal or informal reviews or elsewhere? 

	

	Are there any factors that indicate preferred staff allocation – danger to women, intimidated by men, need for 2 workers etc.


	


HAIL support services are only offered to persons with a primary need regarding their Mental Health, however all needs are assessed in order to agree a holistic support plan and as such it is important that the table below is completed giving as much information as possible:

PART 5:  Support Need’s(please tick all that apply)

	Need
	Level of Need

 

	
	Frequent Support 
	Some Support
	Occasional
Support
	No Support/ Independent

	Alcohol /Drug Dependence/ Misuse
	
	
	
	

	Chronic Illness/Mobility& Access/Personal Care
	
	
	
	

	Compulsions/Managing Behaviour/Self Harm
	
	
	
	

	Cooking/Using Domestic Equipment/ Housekeeping
	
	
	
	

	Cultural, Religious, Diversity e.g. Language 
	
	
	
	

	Domestic Abuse
	
	
	
	

	Education and Employment

Hobbies & Interests 
	
	
	
	

	Finance e.g. Budgeting, bills, Applying for Benefits
	
	
	
	

	Exploitation/ Harassment
	
	
	
	

	Health & Safety/Life Skills e.g. phone/transport/security of the home
	
	
	
	

	Learning Disability/ Literacy Issues
	
	
	
	

	Medication  e.g. Management and monitoring of
	
	
	
	

	Mental Health e.g. Awareness of, management of
	
	
	
	

	Offending/at risk of offending (incl arson history)
	
	
	
	

	Parenting/Children  incl. Child protection Issues
	
	
	
	

	Sensory impairment e.g. blind/deaf
	
	
	
	

	Other (please state)


	
	
	
	


	


   Where a critical high or medium support need has been identified above please give details of current support services and risk management approaches in place:

PART 6: Agencies and Supports 
	Name of Agency
	Name of Contact Worker
	Contact Worker Job Title
	Address/email 
	Phone Number

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list all statutory and other agencies / Supports that are currently working with the individual.
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Housing Association for Integrated Living 
Regional Specialist Visiting Housing Support Service
I _______________________ Agree to have any pertinent Information in relation to my support to live independently shared With the HAIL Specialised Support Service. 

Signed: 

____________________

Witnessed: 

_____________________ 

Date: 

_________________________

