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                                   Adult and Community Services     
                                        North Dorset   Community Resource Team 

                                        Referral and Recovery Activity Plan                  

                                                         Visit  www.northdorsetraisin.org.uk for more information. Revised 05/08

	Care Coordinator and Service User to Complete Sections 1 To 5.  
Please  all appropriate boxes


	
	
	
	
	

	
	
	
	
	

	
	
	1.
Service User Details                                                             Date of Referral            /            /
	
	

	
	
	
	
	

	
	
	Name:
	
	Date of Birth:

/
/
	
	

	
	
	
	
	

	
	
	Gender:
Male  FORMCHECKBOX 


Female  FORMCHECKBOX 

	
	
	

	
	
	
	
	

	
	
	Address:
	
	

	
	
	
	
	

	
	
	
	
	Postcode:
	
	

	
	
	
	
	

	
	
	Tel No. (inc. code):
	
	Mobile Tel No.:
	
	

	
	
	
	
	

	
	
	Next CPA Date:

/
/
	                      Email address
	
	

	
	
	
	
	

	
	
	Emergency Contact Name:
	
	

	
	
	
	
	

	
	
	Address:
	
	

	
	
	
	
	

	
	
	
	
	Postcode:
	
	

	
	
	
	
	

	
	
	Tel No. (inc. code):
	
	Mobile Tel No.:
	
	

	
	
	
	
	

	
	
	Work Tel No.:
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	2.
Care Coordinator Details
	
	

	
	
	
	
	

	
	
	Name:
	
	Tel No.(inc. code): 
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	3.
GP Details
	
	

	
	
	
	
	

	
	
	Name:
	
	Tel No.(inc. code): 
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	4. 
Is there anything you would like to tell us about yourself relating to your mental health/physical health which may have an impact on keeping yourself or others safe and well?   


 FORMCHECKBOX 
 Asthma 
 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Epilepsy 
 FORMCHECKBOX 
 Allergies 
 FORMCHECKBOX 
 Heart condition


 FORMCHECKBOX 
 Mobility/joint problems 
 FORMCHECKBOX 
 Sensory difficulties

 FORMCHECKBOX 
 Other physical health conditions


 FORMCHECKBOX 
 Substance misuse 

 FORMCHECKBOX 
 Medication management/side affects 


 FORMCHECKBOX 
 History of aggression to others  FORMCHECKBOX 
Safety concerns for self 


 FORMCHECKBOX 
 Signs/symptoms of becoming unwell
	
	

	
	
	
	
	

	
	
	Please tell us how your mental or physical health difficulty impacts on your daily life? (Examples: getting up, memory, concentration, motivation, communication, pain, reduced mobility)

How can we help you manage any of the identified issues above?


	
	


	
	
	
	
	

	
	
	
	
	

	
	
	5. 
Reasons for Referral/Identified Needs:
  


 FORMCHECKBOX 
 Build Confidence 

 FORMCHECKBOX 
 To socialise with others 
 FORMCHECKBOX 
 Make new friends 


 FORMCHECKBOX 
 Something to do 

 FORMCHECKBOX 
 Have fun 


 FORMCHECKBOX 
 Help me with my concentration 


 FORMCHECKBOX 
 Explore spiritual needs 
 FORMCHECKBOX 
 Help my motivation and energy levels  FORMCHECKBOX 
 One to one support 


              FORMCHECKBOX 
 To try something new 
 FORMCHECKBOX 
 Support my return to work 
 FORMCHECKBOX 
 To surprise self or others 


 FORMCHECKBOX 
 Improve my physical health 
 FORMCHECKBOX 
 Become involved in the community  FORMCHECKBOX 
 Aid my coordination 


 FORMCHECKBOX 
 Increase my self esteem         FORMCHECKBOX 
 Help structure my day 
  FORMCHECKBOX 
 Getting up in the mornings

              FORMCHECKBOX 
 Develop/learn a skill 

	
	

	
	
	
	
	

	
	
	Other reasons:
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	6. 
Interests/ Hobbies
	
	

	 
	
	 Please can you tell us your current weekly schedule?
	
	

	
	
	
	
	

	
	
	 
	
	

	
	
	 Do you have any interests or hobbies that you have pursued in the past?
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	Have you any thoughts about taking up an activity to aid your recovery?
	
	

	
	
	
	
	

	
	
	
	
	

	 
	
	 7.
Transport

How do you get to places at present ? 



 FORMCHECKBOX 
 Walking 
 FORMCHECKBOX 
 Cycling 
 FORMCHECKBOX 
 Own car 
 FORMCHECKBOX 
 Motorbike
 FORMCHECKBOX 
 Others transport 

 FORMCHECKBOX 
 Public transport on my own 
 FORMCHECKBOX 
 Public transport with support ( Do you have a free bus pass

Do you struggle generally with accessing transport on you own? 

Yes  FORMCHECKBOX 
 

No  FORMCHECKBOX 

	
	

	
	
	
	
	

	
	
	
	
	


	
	
	
	
	

	
	
	
	
	

	
	
	8.Recovery and Activity Plan (can this plan be met or part met be a Direct Payment? Direct Payment Discussed  (
	By whom
	Date by
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	9. Unmet Needs/Comments


	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	Service User Signature:
	
	Date:

/
/
	

	
	
	
	
	

	
	C.R.T. Signature:
	
	Date:

/
/
	

	
	
	
	
	

	
	 COPIES TO:
( Service User

(  Care Coordinator
( GP
( File (s)
( Other: State whom
	
	

	
	
	
	
	


	Review Date:

/
/
	 Time:                                          Venue:


                                                                                                                                                                  Revised 02/08
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