[image: letterhead headder]

[image: ]

[image: ]











Brighton Exiled / Refugee Trauma Service (BERTS) is part of Brighton and Hove CBT


CLIENT REFERRAL FORM


Name of client: _______________________
(please check all spelling is correct)

CRITERIA FOR REFERRAL
Is an interpreter required? Yes/No
Please note that we only provide treatment in English. If your client is not able to conduct therapy fluently in English we recommend interim psychosocial support and language support until they are able to do so, at which point please re-refer. They must be fluent in English and able to fully converse (hold a conversation in English) before being referred to BERTS for psychotherapy/psychological treatment. We recommend ESOL courses at Brighton Metropolitan College and/or referral to Migrant English Project in the meantime.

Has this referral been completed jointly with the client? Yes/No
(If no, please ensure you do this, and explain that we offer mental health treatment and that we will be in touch by phone/text/email/whatsapp).

Is the client an asylum seeker or have they been given temporary Leave to Remain? Yes/No
Please note that if the client has lived in the UK for more than 10 years and has permanent leave to remain, they should be treated within statutory services/NHS, as any British citizen. BERTS is a service for asylum seekers and recent refugees although we do make exceptions if the waiting list is short – check by phoning Sally on 07961779010.

Does the client wish to have a support worker Yes/No
A support worker is provided for isolated/vulnerable clients whilst they wait for psychotherapy/psychological treatment; this is a volunteer befriending service, usually for 1 hour per week.

-------------------------------------------------------------------------------------------------------

If you are unsure whether to refer a client or not, or wish to discuss a potential referral in order to ascertain what the current wait times are and also if the client is suitable for BERTS, in the first instance please email our Clinical Director with your phone number and she will call you back:

s.r.munt@sussex.ac.uk
sally@brightonandhovecbt.com 


For NHS REFERRALS and mental health professionals only:
ATTACHED AS AN APPENDIX ARE PCL-5, GAD 7 AND PHQ9 – THESE MUST BE COMPLETED AND RETURNED WITH THE REFERRAL. IF YOU PREFER TO SEND THESE MEASURES AS SEPARATE ATTACHMENTS THIS IS ALSO FINE.


Kindly note that this referral form takes about 30 minutes to complete.

Please complete all details:

REFERRER DETAILS
Name of referrer and job title:

Practice/Agency/Organisation:

Your Telephone number:

Your email:

Date of referral:


CLIENT DETAILS 
Name of client: 

Address:

Client’s Telephone number:		

Client’s email:

Client’s Date of Birth:

Approximate date of arrival in the UK:


EQUALITY & DIVERSITY INFORMATION
Gender				Female/Male/Trans/Other/Prefer Not to Say

Sexual Orientation		LGBTQI or Heterosexual

Country of origin:

Ethnicity (eg. minority identity):

First Language:			

Other languages spoken fluently including English:

No Recourse To Public Funds? Y/N

Street Homeless Y/N 
Living in temporary accommodation (eg asylum hotel, hostel) Y/N 
Permanently housed Y/N




SAFEGUARDING

Does this person live with a carer? Yes/No 
If so please supply any relevant information:


Does this person have a social worker or key worker Yes/No 
Please provide their name and organisation
 
NHS GP’s name and address:
(this information must be provided)

Have you informed the GP?		Yes(Y)		No(N)

Is there any risk of harm to the client themselves, or a risk of harm to others? Any history of violence?

Is there any forensic history? Either as your client as perpetrator of a crime or as victim of a crime?

Is your client suicidal? We have a waiting list of several months. If your client has any kind of suicidal intent then please refer them to the Mental Health Rapid Response Service
https://www.sussexpartnership.nhs.uk/our-services/community-based-services/mental-health-rapid-response-service
Brighton & Hove Tel: 0300 304 0078 (24 hours a day, 7 days a week)


MENTAL HEALTH
Is this client involved with any other mental health agencies for these problems? (eg. Local NHS Mental Health Team, Mind Counselling Service, Samaritans, Other Psychological Services including NHS Psychiatrist):

Clinical Symptoms 

Feeling very sad						Tick		(   )
Finding it hard to stop thinking about past problems			(   )
Feeling very lonely							(   )

Wanting to keep away from other people				(   )
Getting angry very easy							(   )

Feeling scared								(   )
Problems falling asleep							(   )
Waking up a lot in the night						(   )
Nightmares								(   )

Finding it hard to concentrate						(   )
Not remembering things						(   )

Other – please detail:

Duration of the problem:



What medication has been prescribed?:


(We really need to know this, especially if there are anti-psychotics or drug indications that suggest heightened risk. please include dose if known, ask the patient to show you their drug packets)



Relevant psychiatric, social or medical history in UK or in previous country of residence, including any previous diagnosis or any mental health treatment by a health professional in the country of origin or in the UK:



Does the client have any physical illness or injuries, particularly if linked to their experience as a refugee/asylum seeker? Does the client have a physical disability?


How isolated is the client? Do they have friends or family or neighbours in the UK that they can talk to, is this client in touch with any of the national refugee community groups or relevant religious or ethnic groups locally?
If yes, provide name of the group:


Please provide further comments relevant to their prior experiences in country of origin, and their asylum journey, forced migration, detention in UK Immigration Centre, family status, or anything else you think relevant to a mental health referral that will help us understand how best to place them for treatment and support:








Signed:





Instructions for submission of referral:

Once completed please return this form as a single Microsoft Word (not PDF) document by email to: 

s.r.munt@sussex.ac.uk

Please save  the Word document with this title 
BERTS REFERRAL [PATIENT NAME] [DATE OF BIRTH]

And  also put the same information in the email subject line, as follows:

Confidential BERTS REFERRAL [CLIENTS NAME] [DATE OF BIRTH]


Please note that any referral sent in the incorrect format will be returned to you to resend as stipulated above. We need this specific information for our risk assessment and data systems. Thank you.

For NHS Colleagues please make sure you have completed the PCL-5, GAD 7 and PHQ-9 before sending.

If you are unsure of any details or wish to discuss please email or call 07961 779010






[bookmark: PTSD_Checklist_for_]PTSD Checklist for
DSM-5 (PCL-5)













[bookmark: Version_date%2525253A_]Version date: 29 August 2023
[bookmark: Weathers,_F._W.,_Litz,_B._T.,_Keane,_T._]Reference: Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., & Schnurr, P. P. (2013).
The PTSD Checklist for DSM-5 (PCL-5) – Standard [Measurement instrument]. Available from https://www.ptsd.va.gov/
[bookmark: _][bookmark: PCL-5]PCL-5
Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience. Keeping your worst event in mind, please read each problem carefully and then select one of the numbers to the right to indicate how much you have been bothered by that problem in the past month.
Your worst event: 	

	In the past month, how much were you bothered by:
	Not at all
	A little bit
	Moderately
	Quite a bit
	Extremely

	1.	Repeated, disturbing, and unwanted memories of the stressful experience?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	2.	Repeated, disturbing dreams of the stressful experience?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	3.	Suddenly feeling or acting as if the stressful experience were actually happening again (as if you were actually back there reliving it)?
	
0 [image: ]
	
1 [image: ]
	
2 [image: ]
	
3 [image: ]
	
4 [image: ]

	4.	Feeling very upset when something reminded you of the stressful experience?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	5.	Having strong physical reactions when something reminded you of the stressful experience (for example, heart pounding, trouble breathing, sweating)?
	
0 [image: ]
	
1 [image: ]
	
2 [image: ]
	
3 [image: ]
	
4 [image: ]

	6.	Avoiding memories, thoughts, or feelings related to the stressful experience?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	7.	Avoiding external reminders of the stressful experience (for example, people, places, conversations, activities, objects, or situations)?
	
0 [image: ]
	
1 [image: ]
	
2 [image: ]
	
3 [image: ]
	
4 [image: ]

	8.	Trouble remembering important parts of the stressful experience?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	9.	Having strong negative beliefs about yourself, other people, or the world (for example, having thoughts such as: I am bad, there is something seriously wrong with me, no one can be trusted, the world is completely dangerous)?
	
0 [image: ]
	
1 [image: ]
	
2 [image: ]
	
3 [image: ]
	
4 [image: ]

	10. Blaming yourself or someone else for the stressful experience or what happened after it?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	11. Having strong negative feelings such as fear, horror, anger, guilt, or shame?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	12. Loss of interest in activities that you used to enjoy?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	13. Feeling distant or cut off from other people?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	14. Trouble experiencing positive feelings (for example, being unable to feel happiness or have loving feelings for people close to you)?
	
0 [image: ]
	
1 [image: ]
	
2 [image: ]
	
3 [image: ]
	
4 [image: ]

	15. Irritable behavior, angry outbursts, or acting aggressively?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	16. Taking too many risks or doing things that could cause you harm?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	17. Being “superalert” or watchful or on guard?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	18. Feeling jumpy or easily startled?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	19. Having difficulty concentrating?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]

	20. Trouble falling or staying asleep?
	0 [image: ]
	1 [image: ]
	2 [image: ]
	3 [image: ]
	4 [image: ]




 


PHQ- 9
	Over the last 2 weeks, how often have you been bothered by any of
the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every
 day

	1
	Little interest or pleasure in doing things
	0
	1
	2
	3

	2
	Feeling down, depressed, or hopeless
	0
	1
	2
	3

	3
	Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4
	Feeling tired or having little energy
	0
	1
	2
	3

	5
	Poor appetite or overeating
	0
	1
	2
	3

	6
	Feeling bad about yourself — or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7
	Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8
	Moving or speaking so slowly that other people could have noticed?  Or the opposite — being so fidgety or restless that you have been moving around a lot more than usual
	0
	1
	2
	3

	9
	Thoughts that you would be better off dead or of hurting yourself in some way
	0
	1
	2
	3

	
	
	

PHQ9 total score
	
















GAD-7
	Over the last 2 weeks, how often have you been bothered by any of
the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every
 day

	1
	Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2
	Not being able to stop or control worrying
	0
	1
	2
	3

	3
	Worrying too much about different things
	0
	1
	2
	3

	4
	Trouble relaxing
	0
	1
	2
	3

	5
	Being so restless that it is hard to sit still
	0
	1
	2
	3

	6
	Becoming easily annoyed or irritable
	0
	1
	2
	3

	7
	Feeling afraid as if something awful might happen
	0
	1
	2
	3

	
	
	

GAD7 total score
	







Impact of Event Scale - Revised

[image: ]
 Avoidance subscale (total of e, g, h, k, l, m, q, v divided by 8) =

Intrusion subscale (total of a, b, c, f, i, n, p, t divided by 8) =

Hyperarousal subscale (total of d, j, o, r, s, u divided by 6) =

Weiss,D.S. & Marmar,C.R. The impact of event scale-revised.  in Wilson,J.P. & Kean,T.M. (eds.) 
Assessing psychcological trauma and PTSD: a practitioner’s handbook (ch 15).  N.Y: Guildford, 1995
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