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Referral Guidelines

· Male and female clients accepted aged of 18 and above

· Admission is for detoxification from drugs and/or alcohol, stabilisation or maintenance on OST and Diazepam.
· Pregnant women can be detoxed from alcohol and/or drugs – please discuss appropriate drug detox or stabilisation with Brook Drive Liaison nurse.
· Liver Function Tests (LFTs), FBC, U&E’s and GGT are required for all clients.  Referrals may be put on hold on our doctors request, until these are made available. Bloods should be dated preferably within the last month but no older than 3 months.
· GP Summary for all clients should be provided. Surgery email address should also be provided for us to email Discharge Summaries to.
· Mental health Reports for relevant clients including appropriate risk assessments
· Recent Drug Test results where appropriate
· The client is usually able to undertake their own ADLs (Activities of Daily Living).

· Pets are allowed (maximum of one client at any time)

· No couples allowed

Additional Information
· While clients coming in for alcohol detox should be advised not to stop drinking suddenly, they should be informed that they may jeopardise their admission if they present too intoxicated for safe assessment to proceed.
· Clients known to be taking benzodiazepines (prescribed by other services or illicit) require confirmation on whether a detox, maintenance or reduction has been agreed. Follow on prescriber should be identified at the referral point. 

· Clients must be informed they need to take their Methadone or Buprenorphine prior to arrival for admission.
· Clients must bring in any medications prescribed for their physical health. While these can be ordered on the day following admission, we are unable to prescribe anti-coagulant and anti-viral medication so these must be clients own supply.
Equinox Brook Drive – Referral Form 

	124 Brook Drive London SE11 4TQ

Direct Line Referrals/Admin: 020 7820 5901    Tel: 020 7820 9924    Fax: 020 7735 9511

Email to: admin.brookdrive@equinoxcare.org.uk 

(AND CC to: Jennifer.Mcleod@equinoxcare.org.uk)
Or securely to: souccg.equinoxbrookdrive@nhs.net 

PLEASE TYPE AND COMPLETE FORM FULLY IN EVERY SECTION



	Date Of Referral:  


1. Client Details:

	D.O.B:
 Age: 
	Gender:  
	Marital Status:
	Sexuality:
	NI No:

	Name:                                                   Alias:

Address: 

Post code: 
Telephone No:                                     Mobile No: 

	Temporary Address  (     Hostel  (     NFA  (     Own tenancy  (     Other  (
Please state:                                                          Live alone Yes/No 


	Next of Kin name: 
Relationship: 
Address: 
Post code: 
Telephone No:


	Is the client pregnant? Yes/No      If yes, How many weeks? 
Does the client feel they have any disabilities? Yes/No  
If yes, please state any special requirements needed?
 

	Benefits:

Receipt of benefits: Yes/No       Which benefit?   

Location of benefit office?  
If not what other income is received?
Receipt of housing benefits: Yes/No Location of benefit office? 
How long since last paid employment?: 



	Ethnicity:   White  (     Black  (     Mixed  (     Other  (
British  (     Irish  (     European  (     Caribbean  (
African  (     Asian  (    SE Asian  (     Other  (
Interpreter needed: Yes/No             If yes which language? 
Religion: (specify spiritual needs) 
Special dietary requirements: Yes/No Please state: 
Does the client smoke? Yes/No
Notice of admission date required?(Please highlight) A few hrs -1day -2days -1wk - 2wks
Any specific days not to discharge on? (if possible):

	GP Name:  
Address: 
Post code: 
Email address (MUST be provided for discharge summaries to be sent to):

Telephone No:                                           Fax No: 
 

	2. Referral Agency: 

	Referrers Name:                                                   Agency Name:                                      

Address: 
Post code:                                    Email address: 
Telephone No:                             Mobile No:                           Fax No: 
Service Manger Email address:


	Please State Funding Borough:  
Funding Agreed: Yes/No         Chain No                         (Verified Rough Sleeper)


	3. Community/Integrated Care 

	Last completed TOPs Date: 

Community Care Assessment Completed: Yes/No 
If yes, when?: 
Care Manager’s Name:                               Telephone No:
Email Address:
Has the local SMT/Authority been made aware of this referral for funding issues? Yes/No


	Rehab identified: Yes/No     Please state where? 
Date agreed for admission: 


	4. Substance Misuse

Please ensure that all information given in this section is accurate and up to date. Any substances found on a drug screen or disclosed to the GP on admission, which are not recorded on this form, may result in the client’s immediate discharge from the service. 

	Detox Required? Please specify: 
Alcohol 10 days  (      Drugs 14 days  (      Drugs & Alcohol 14 days/plus  ( 
Alcohol detox & Methadone/Subutex stabilisation 14 days  ( 
Other (please specify)  (  


	Substance Use: Prescribed, illicit, and over the counter medication (7 days history) 
Please state amounts in grid below: i.e. £20 day 1, £10 day 2 or 1gram, alcohol use in units  per day


	Substance/medication
	Route
	Age of 1st Use
	amount

Day 1


	amount

Day 2
	amount Day 3


	amount Day 4


	amount Day 5


	amount Day 6


	amount Day 7



	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Name and Address

of Dispensing Pharmacy:
(Methadone/Subutex)
	Name:
Address
Phone:


	Supervised? Yes     No 
	

	Recent UDS test
	Date:                              
	Result:


	If alcohol please state number of units used per day: 
What attempts to change the above using behaviour has the client made?:

Injecting behaviour: Does the client currently inject? Yes/No 
Arms (        Legs (        Hands (        Feet (        Groin (        Neck (        Other (
Does client currently share injecting equipment? Yes/No 
Has the client ever shared injecting equipment? Yes/No 


	How has the clients using/drinking behaviour impacted on their health?: 

Please give details:


	5. Treatment history:

	Past treatment & detoxes: Please specify when and where most recent first

	Date
	Community
	Inpatient 
	Rehab
	Outcome (period of abstinence)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Please give a brief summary of support received after previous treatment episodes:



	6. Health

	Drug related illness

	
	When
	Results
	Treatment/outcome/Vac’s

	Tested for Hep B
	
	
	

	Tested for Hep C
	
	
	

	Tested for HIV
	
	
	

	

	Physical Health: (Please request an up to date medical summary from the clients GP and include it with this referral form). Please list current health concerns:    
Any history of MRSA Yes/No:  if yes, please include information of when tested and or treatment:
Liver Damage: Yes/No    Jaundice: Yes/No    Ascites: Yes/No    Oedema: Yes/No

	If the client does not have a current GP please list any medications that you are aware of in this section:  


	Past medical history: (please include head injuries, major operations etc)

History of Seizures Yes/No:         (please describe any known patterns)


	Mental Health: (Please provide any correspondence, summaries of past and present psychiatric care and include with this referral form)

	Current mental health: (i.e. depressed mood, suicidal ideation, psychosis) 
List any hospital admissions -  to include any recent diagnosed issues which would not be covered from GP and Psychiatric summaries:


	7. Risk assessment

	 Risk
	Yes or No
	High or Low
	Details

	History of previous suicide attempts / overdose
	
	
	

	History of, or current suicidal ideation / Low affect
	
	
	

	Suffers from major mental health issue

	
	
	

	Significant past history of violence

	
	
	

	Current thoughts or plans indicating a risk of violence
	
	
	

	Past history of arson

	
	
	

	Has injecting related viral infection
	
	
	

	Involvement in high risk sexual behaviour
	
	
	

	Cognitive impairment

	
	
	

	Has serious physical health issues or unmet needs
	
	
	

	Current housing situation

	
	
	

	Contact with Social Services or Children’s Services
	
	
	

	Forensic history

	
	
	

	Contact with significant others

	
	
	

	Sexual offences, inappropriate sexual behaviour
	
	
	

	8. History of aggression or violent behaviour

	Please give details: 


	9. Social Support  

	Please state agencies involvement, support network, family: 
Summary of in-patient treatment plan: 
   

	10. Childcare

	Does the client live with any children under the age of 18? Does not have to be their own children, but stays in the same accommodation even for one night a week? Yes/No 
(Please specify): 
Are any childcare agencies involved? Yes/No 
(If yes please identify with contact name and Tel No):

Does client have sole care? Yes/No 
(If yes, please identify and specify childcare arrangements during admission)

(If no, who has care for child/ren):



	11. Legal  

	Is client on probation, outstanding warrants/charges, in prison etc?
Probation Officer:                                          Probation office:



	12. Discharge Plan

Please complete in full. All clients MUST have an aftercare plan in place and will not be considered for admission without one.

	Is client returning home? Yes/No        To using partner or using others? Yes/No 
Is aftercare in Place? Yes/No 
Please specify:
Day Programme:
Residential (Please confirm how they will travel there):
Who will be the lead person to liaise with regarding aftercare?

Name:

Telephone No:

Email address:

Please ensure that travel warrants/train tickets/cost of transport is arranged in plenty of time prior to the client being discharged from Brook Drive; from Elephant & Castle station to their final destination.

Please describe what plan will be in place should your client be discharged (disciplinary) or self discharge before planned date: 


	13. Referral summary

	Reason for referral, client motivation and goals:


	14. Consent  - please ensure the client signs this section

	I give consent to Brook Drive to share information about my treatment with:
Consent for NDTMS data recording (National Drug Treatment Monitoring System for Public Health England: Yes/No
Agencies involved in my treatment: Yes/No
For data collection and statistical purposes: Yes/No
GP: Yes/No
Partner, friend or family: Yes/No (Please state) 
Has the client been offered a copy of this treatment plan? Yes/No
Client Name:                                     Signature:                                         Date:



	Completed by:
	Signed:


Note: To comply with care standards, the referral agencies should ensure that their clients have access to advocacy services thought out the referral process[image: image2.png]
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