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Transitions Wellbeing Outreach Support
Self-Referral Form


Email referral forms to:  transitions.referrals@gipsil.org.uk


	My Details

	Name
	

	Gender & Pronouns
	

	Age and DOB
	 

	Address
	

	NHS Number
	

	Contact details
(mobile & email)
	

	Nationality 
	

	Ethnic Origin
	

	Language spoken at home
	

	GP Address
	

	Care Experience
Have you ever lived with anyone other than a parent
	

	Household members or significant others in your life
Include name, DOB, gender, relationship and whether they live with you

	1
	

	2
	

	3
	

	4
	

	Emergency Contact

	Name
	

	Relationship
	

	Contact Number
	

	Referrer’s Details (if supported to complete form)

	Name
	

	Relationship to young person
	

	Agency
	

	Contact Number
	

	Email
	

	CAMHS Involvement 
(this project only supports young people who have worked with CAMHS)

	Name of CAMHS Practitioner
	

	Support Received
	

	Length of Treatment
	

	Date Discharged
	

	Support Required
Please include details of what you’re struggling with and want support you’d like
e.g. I have anxiety and struggle with leaving the house. I would like to be more independent.

	







	Additional Information 
Please include details of any diagnosis, medication, risk issues, inclusion requirements.

	






	Your Support Needs
Please select those that apply to you

	Mental Health Issues
	Anxiety ☐   Eating Disorder ☐   Self-harm ☐   Low Mood   ☐  Depression ☐ 
Bereavement ☐  Suicidal Ideation ☐   Other (please state):

	Additional Issues
	Domestic Violence ☐   Exploitation ☐   Self-harm ☐   Housing Needs   ☐  Disability ☐ 
Child Looked After/Care Leaver ☐  Substance Use ☐   
Education/Employment ☐   Family/Relationship Breakdown ☐ 

	Days unable to meet
	Monday ☐   Tuesday ☐   Wednesday ☐  Thursday ☐  Friday ☐ 

	Consent

	
The details on this form will be recorded on our system and stored in accordance with our confidentiality and data protection policy. NOTE: We cannot process your referral without your signature confirming consent. 

Signature of young person: 

Date: 


If you are completing this form on behalf/with a young person, please also sign below. 

Referring signature: 

Date: 
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