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Referral for the Community Support Service
Equip is contracted to the Ministry of Health to provide 
support to people living on the North Shore, in Rodney and West Auckland 
	Send completed form to:


	Equip

PO Box 65 385

Mairangi Bay

North Shore City 0754

 front.desk@equip.net.nz  



If you would like to talk to anyone about this please contact 

Jared, CSW Team leader       p  477 0338     e  jared.schulz@equip.net.nz

CONFIDENTIAL
The information contained in this form is Private & Confidential. It remains the property of the Client and Equip, and is subject to the Conditions of the Privacy Act 1993.

Service User Information
Please keep this information for your own future reference.

Equip Community Support service provides support for approximately an hour a week for people experiencing mental illness on the North Shore, in Rodney and West Auckland.  Equip is a recovery-focused service. Close links with clinical and community services are maintained to access the resources that people need to be able to make the choices they want and to live well. 
We seek to work collaboratively, meeting with individuals and the support people of their choice (family/friends) to develop and deliver personalised plans that focus on long term goals for the future. We understand the importance of involving informal support people in long term recovery and aim to help the family or friends of the service user to understand the impact of mental illness and ways in which to support you. We appreciate it if you bring a supportive family member or friend to the meetings. 

You are eligible if:

· You are at least 18 years old and experience a mental illness
· You are living within or have a desire to find accommodation on the North Shore, the Rodney District and West Auckland. 
· You have read, understood and accept the following information provided for you as well as signed the appropriate forms  
· Equip Expectations

· Informed Consent form

· Sharing of Health Information form
The signing of the Informed Consent and Sharing of Health Information forms occurs after you have sent the referral pack in. Following this we will contact you to meet you in person to make sure we are the best possible service for your requirements. At that time we will go through the Equip Expectations, Informed Consent and Sharing of Health Information forms in person. 

Equip Expectations
· You understand that we will be working with you and your family/whanau members and friends towards achieving your social, interpersonal and work related goals during your time with Equip. We will actively assist you to reconnect with family/whanau and friends if you have lost touch. 

· All assessments will be given to you and Equip will keep a copy of these. 
· You understand that in order for us to assist you to achieve your plans for the future we will need to ask questions and listen to you and your family/whanau and friends. We will work with you to achieve your goals, celebrate your successes and make barriers easier to get around. 
· You understand that Equip staff will be communicating with your doctor and/or clinical team to offer the best support possible.
                   REFERRAL FORM
When completed send to the Equip 
Post to:

Equip



PO Box 65.385



Mairangi Bay
North Shore 0754
Or Email:
Front.desk@equip.net.nz
GENERAL INFORMATION
	Name
	

	Current Address
	

	Home phone
	
	Mobile phone
	

	Email address
	
	Other contact no
	

	Ethnicity
	
	Date of Birth
	

	Male/ Female
	
	NHI Number
	


	Mental Health Contacts

	Psychiatrist 
	

	Clinical Key worker
	

	Community Mental Health Team
	
	Contact number
	

	G.P
	
	Contact number
	

	Next of Kin
	

	Name
	

	Relationship (mother, brother, etc
	

	Current Address
	

	Home phone
	
	Mobile phone
	

	Email Address
	


REASON FOR REFERRAL
How do you think our service could help you?   
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Please tick the areas that you would like more support in (mark the line with an X to show how much support you would like);





Lots of support



No support

· friends
____________________________________________
· improving existing relationships
____________________________________________
· getting work
____________________________________________
· finding accommodation
____________________________________________
· getting back into a sport or activity

____________________________________________
· budgeting
____________________________________________
· spiritual needs
____________________________________________
· cultural needs


____________________________________________
other (please specify)  _____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 

Three things I am interested in and do well: 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 

Do you have a preference of a support worker that would suit you best (male/female, age, interests)? (We will do our best to meet your preferred requirements but can not guarantee this)
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 
CURRENT SUPPORTS 
Who are the people you get on with and help you the most? 
	Name
	

	Contact number
	
	Relationship
	


	Name
	

	Contact number
	
	Relationship
	

	
	
	
	

	Name
	

	Contact number
	
	Relationship
	


Who are the people you are currently supporting or helping? 

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
PREVIOUS SERVICE EXPERIENCE
Diagnosis ______________________________________________________________ Axis I (
Secondary Diagnosis (where applicable) _______________________________________________

How strongly do you agree or disagree with your diagnosis?  Please comment

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
How old were you when you first sought treatment?  ______  
Have you had any mental health related hospital admissions in past 12 months?  _____________ 
(How many times?) _____________
What have you found to be the most effective treatment in the past?
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
What have you found to be the least effective treatment in the past?

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Do you experience any side effects or other issues with current or previous medication?  Please comment
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Have you ever stopped taking your medication       Yes / No
What were your reasons? 

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
PHYSICAL HEALTH CONCERNS
Do you have any physical health concerns or allergies that we need to know about?

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Who currently supports you with these issues? (If applicable)

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
FINANCES
I manage my own finances    Yes / No

If no, who helps you with this?
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
Are you receiving a benefit from WINZ?  
 Yes / No
Do you need support in dealing with WINZ? Yes / No
If yes,
My Benefit type is: __________________________________________


My WINZ office is: __________________________________________


OTHER INFORMATION
The following information will not prevent you from our service. We can talk to you about this in person if you prefer
Risk

Please let us know which (if any) of the following have been or are issues /risks for you 

	Issues/Risks
	Past
	Present
	Would like to work on

	Physical harm to self
	
	
	

	Physical harm to others
	
	
	

	Another person harming / abusing you
	
	
	

	Other
	
	
	


	Substance Use
	Past
	Present
	Would like to work on

	Alcohol
	
	
	

	Drugs
	
	
	

	Solvents
	
	
	

	Tobacco
	
	
	

	Other (please specify)
	
	
	


Do you think that substance use is affecting your ability to manage day-to-day living now?  
Yes / No (If yes, please explain how)

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
What else do we need to know?
Please note any other historical/risk/safety events or issues that may be relevant.   

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
If possible please attach

· Early Warning Signs
· HoNoS
(   Risk Management Plan (if relevant)

(   Service user Summary (if available)
Legal Involvement

Are you currently involved with the Police/Courts?

Yes / No

If yes, please explain   ____________________________________________________________
______________________________________________________________________________
Have you had previous involvement with the Police/Courts?


Yes / No

If yes, please explain   ____________________________________________________________
______________________________________________________________________________
Are you currently under the: 
	
	Yes
	No

	Mental Health Act
	
	

	Criminal Justice Act
	
	

	PPPR Act
	
	

	Other (eg Probation, Domestic Protection Order)
	
	


	Signature:
	
	Date:
	


If the person wanting to access our service was unable to complete this form and you have completed it on their behalf, please identify your name and relationship to the person being referred: 

	Name:
	
	Relationship:
	

	Signature:
	
	Date:
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