WINCHESTER CHURCHES NIGHTSHELTER
Registered Charity No 1080443.  Telephone: 01962 862050.  Website: www.wcns.org.uk 


EMAIL REFERRAL & INITIAL RISK ASSESSMENT FORM  (pl complete all 3 pages)
	Potential Guest: Title (Mr/Miss/Ms)      
First Name(s):      
	Guest Surname:      
	Accepted into WCNS?

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	If refused admission has the Service User been offered a written explanation for refusal   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Reason for refusal of admission:         Written explanation not required Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Have they been referred to other services ?         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	SELF REFERRAL on door 
at  WCNS?       Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Name of Referral Agency: 

     
 
	Name of Agency Staff Member:         
Agency Tel:              Agency Fax:       

	D.O.B.
	     
	Age:
	     
	National Insurance (N.I.) No:
	                           

	Is he/she working?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Guest’s Mobile Phone number       

	Does he/she have any medical problems?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Allergies           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Description:      
Description:      

	Does he/she take prescribed medication?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Details:     


	Does he/she have a mental health problem? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Details:     


	If yes, is there a Psychiatrist, Keyworker, Social Worker, or CPN involved, or a care plan in place?
	Details:     

	Name and surgery address of GP (if known):  Name Dr                                                       Date Registered with them:       
Address of Surgery:                          Postcode          Tel:
     

	Does he/she have any form of physical disability?   Yes  FORMCHECKBOX 
 No FORMCHECKBOX 

	Details:       

	1. Risk of Harm to Others - Violence and Abuse
	Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Minimal  FORMCHECKBOX 
  Details:      

	Is he/she on licence   FORMCHECKBOX 
 bail  FORMCHECKBOX 
 probation  FORMCHECKBOX 
 
	Details and date of offence      

	Does he/she have alcohol/drug-related problem? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Details:       

	Is he/she on a Methadone script?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      From where is the client accessing this? Details:     

	2.  Risk of Harm to others - Sexual 
	Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Minimal  FORMCHECKBOX 


	Has he/she a history of sexual offence?      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Details & date of offence:      

	3. Risk of Self Harm or Suicide
	Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Minimal  FORMCHECKBOX 
 Details:     

	Does he/she have a history of self-harm?           Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Dates & Details:      

	Or History of attempted suicide?                         Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Dates & Details:      

	4. Risk of Self Neglect/ Vulnerability to Abuse
	Yes  FORMCHECKBOX 
 No FORMCHECKBOX 
 Minimal  FORMCHECKBOX 
 Details:     

	5. Risk of Damage to Property
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Minimal  FORMCHECKBOX 
 Details:     

	Has he/she ever been convicted of arson?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Details & date of offence:      

	6. Background Factors that might increase risk
	Details:     

	Does he/she have a history of being admitted to a special Hospital, Secure Unit or Prison? 
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   Details:     

	Has he/she been excluded from any local Agency recently? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 
	Details & date of exclusion:      

	Does he/she have TWO forms of ID?              Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Details:      

	Is he/she claiming any form of benefits? Income support (I/S)  FORMCHECKBOX 
   Job Seekers Allowance (JSA)  FORMCHECKBOX 
   Pension  FORMCHECKBOX 
   Disability  FORMCHECKBOX 
   Incapacity  FORMCHECKBOX 
     Other:      



	Has the guest any local connection to the Winchester area?   YES   FORMCHECKBOX 
  details:                                                                       NO  FORMCHECKBOX 



	Please state the previous type of residence last night (e.g. hostel,     friend/relative,       rough sleeper):      
Address or area living:                                        Town/city:                                      County:                                     
Length of time in this area/address:       
If less than 6 months, where was the client before this: :      
Is the guest currently in receipt of Housing Benefit at another address? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
           If yes, where:       

I confirm that these facts are true   SIGNED BY                                                                                Date       


WCNS ADMITTANCE RISK ASSESSMENT FORM  - to be completed on entry or referral (Page 2/3)
 Name of Guest :             Date         

	1. Risk of Harm to Others - Violence & abuse
	YES
	NO
	DO NOT
know
	Comments or triggers

	a. Current behaviour/demeanour is threatening / abusive
	
	
	
	

	b. Previous incidents of violence or physical aggression
	
	
	
	

	c. Expressing intent to harm others
	
	
	
	

	d. Evidence of intent to harm others eg keeps weapons/ knives
	
	
	
	

	g. History of drug and or alcohol misuse
	
	
	
	

	h. Custodial sentences or arrest for violent behaviour
	
	
	
	

	i.  Previous history of abusing others
	
	
	
	

	j.  Close associates known to be aggressive
	
	
	
	

	1. 
Risk is:
	Significant/Volatile/ High Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Significant but Stable/Medium Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Low / Minimal Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	2. Risk of Harm to Others - Sexual
	YES
	NO
	DO NOT
know
	Comments or triggers

	History of offending / sexually inappropriate behaviour
	
	
	
	

	2. 
Risk is:
	Significant/Volatile/ High Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Significant but Stable/Medium Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Low / Minimal Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	3. Risk of Self Harm or Suicide
	YES
	NO
	DO NOT
know
	Comments or triggers

	a. Current suicidal thoughts
	
	
	
	

	b. Current self harming behaviour
	
	
	
	

	c. Feeling of hopelessness/ helplessness/loss of control/ 

    isolation
	
	
	
	

	d. Recent significant life events
	
	
	
	

	e. Alcohol use
	
	
	
	

	f.  Drug use
	
	
	
	

	g. Previous self harming behaviour
	
	
	
	

	h.  Previous suicide attempts
	
	
	
	

	3. 
Risk is:
	Significant/Volatile/ High Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Significant but Stable/Medium Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Low / Minimal Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	4. Risk of Self Neglect/Vulnerability to Abuse
	YES
	NO
	DO NOT
know
	Comments or triggers

	a.  Failure to eat/drink properly (inc eating disorders)
	
	
	
	

	b.  Subject of current/recent domestic violence
	
	
	
	

	c.  Poor personal Hygiene
	
	
	
	

	d. Inappropriate clothing
	
	
	
	

	e. Lack of daily occupation
	
	
	
	

	f.  Evidence of failure to seek medical attention for ill 

    health, addiction or inability to look after health needs
	
	
	
	

	g. Learning difficulties/disabilities or other inability to  

    express needs
	
	
	
	

	h. Poor awareness of personal safety/ safety of valuables
	
	
	
	

	e. Poor engagement with statutory services / concern 

    expressed by others
	
	
	
	

	f.  Poor engagement with care plan
	
	
	
	

	g. Previously subjected to violence, harassment, abuse or 

    threats from others


	
	
	
	

	4. 
Risk is:
	Significant/Volatile/ High Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Significant but Stable/Medium Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Low / Minimal Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	WCNS ADMITTANCE RISK ASSESSMENT FORM  - to be completed on entry or referral - page 3/3


	5. Risk of Damage to Property
	YES
	NO
	DO NOT
know
	Comments or triggers

	a.  History of arson
	
	
	
	

	b.  History of vandalism or significant damage to buildings
	
	
	
	

	5. 
Risk is:
	Significant/Volatile/ High Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Significant but Stable/Medium Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Low / Minimal Risk

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	6. Background Factors
	YES
	NO
	DO NOT
know
	Comments or triggers

	a.  History of offending
	
	
	
	

	b.  Anti-Social Behaviour Order or Acceptable Behaviour 
     Contract
	
	
	
	

	c.  Current Mental Health Issues
	
	
	
	

	d.  Previous History of Mental Health Issues
	
	
	
	

	e. Poor engagement with support 

    (eg Mental Health services)
	
	
	
	

	Any other relevant information:



	7. Client’s Perceptions of Risks Identified 


	
	
	
	

	Summary of client’s own Perception of Risk



	8. Is a Risk Management Plan of any Risk Areas required on entry?


	YES
	NO
	If yes, supervisor please complete section at top of 
Risk Management Plan Form 4


Date:       
With thanks for completing this form, please now email back to admin@wcns.org.uk and then telephone 01962 862050  after about 15 minutes to make sure it has arrived and to find out result of application,     With thanks
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