
SMMILES (Substance Misuse & Mental Illness: Lived Experience Support) Referral Form
	First Name(s):
	

	Ethnicity:
	

	Surname:
	
	Religious Belief:
	

	Date of Birth
	
	Sexual Orientation:
	

	Age:
	
	Gender:
	

	National Insurance Number
	
	Armed Forces Veteran
	

	NHS Number 
	

	Any disability?
	

	Full Address
	




	Mental Health Issue(s) / Diagnosis
	

	Postcode
	
	Current Probation?
	

	Contact Tel No
	
	
	



		Is the client registered with a GP?
	[bookmark: Check58]x|_| Yes
	[bookmark: Check59]|_| No

	(If ‘yes’ please provide name and address of GP)

	








	Known risk issues

		Risk to self:
	[bookmark: Check35]|_| Low
	[bookmark: Check37]|_| Medium 
	[bookmark: Check39]|_| High
	[bookmark: Check41]|_| Not known

	Risk from others:
	[bookmark: Check36]|_| Low
	[bookmark: Check38]|_| Medium
	[bookmark: Check40]|_| High
	[bookmark: Check42]|_| Not known

	Risk to others:
	|_| Low
	      |_| Medium
	     |_| High
	        |_| Not known

	
	
	
	
	




	If ‘Medium’ or ‘High’ please give details:

	












[image: ]		[image: A picture containing circle

Description automatically generated]

	Reason For Referral

	












	Referrer Details

	Referrer Name:
	

	Referring Agency:
	

	Job Title:
	


	Tel No:
	

	Email Address:
	


	Date of Referral:
	




Please return the form to:  Smmiles@thewell2.co.uk
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