 “AT HOME” STUDY
Research Demonstration Project in Mental Health & Homelessness:  


REFERRAL FORM

Please fax your referral to Vivian Lee, Research Assistant.

Email: leevivi@smh.ca
Fax: 416-864-5558

Tel:  416-864-6060, ext. 3394
1.  Name of person making referral: __________________________

2.  Agency:
_____________________________________________
3.  Position: ____________________________________________
4.  Telephone: ____________________
5.  Email:  ________________________
6.  Today’s Date: __  __  __  /  __  __  /  __ __ __ __



  month          day
            year 
7.  I acknowledge that the person making the referral has explained the study to me, and I agree to this referral.
X___________________
__________________
__________
Signature of Potential
Name (printed)                
Date

Participant
8.  Potential study participant:  

First name: ​​​​​​​​​​​_______________________________________________
Last name: _______________________________________________

Alternate first name(s) (if applicable): ___________________________
Alternate last name(s) (if applicable): ___________________________
FOR CRICH OFFICE USE ONLY:
L/S?
S/C?
RS:






RA:

Our study is trying to recruit a diverse range of participants.  The following information is necessary to ensure that our sample reflects the diversity of the general population of Toronto and of the range of living situations of people who are homeless.

9.  Gender:  Male / Female / Trans

10. Is this person 18 years or older?  Yes / No / Don’t know

11. Is this person from a visible minority/racialized group?   Yes / No

12. Current living situation (e.g. shelter, ‘sleeping rough’, couch surfing, etc):
____________________________________________________________________________________________________________________________________
13a. Are language translation services required for this individual?  Yes / No 
     b. If Yes, which language is required? _____________________________

14. What type of mental health difficulties does your client experience?

______________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________
15. During the last month have you observed ANY of the following   behaviors? (please check)
	
	
	Yes
	No
	Don’t know

	i. 
	Verbal expression of clearly false or bizarre ideas such as reporting references to self on TV or in newspaper or claiming to be someone he/she clearly is not.


	
	
	

	ii. 
	Appears to or reports hearing sounds of people talking when no one is around, or sees visions others do not see.

	
	
	

	iii. 
	Extremely difficult to understand because odd use of words, rambling, and/or sudden change of topics.

	
	
	

	iv. 
	Indications of extreme sadness together with severe apathy or withdrawal.

	
	
	

	v. 
	Engages in self harm activities such as slashing and/or frequent overdosing.

	
	
	


16. Have any of the following difficulties with basic needs in the past month been reported or observed? (please check)

	
	
	Yes
	No
	Don’t know

	i. 
	Needs assistance to meet nutritional needs (e.g. unable to obtain/access meals even when opportunity is available).


	
	
	

	ii. 
	Needs assistance to maintain minimally adequate personal hygiene, (e.g., washing, grooming, oral hygiene).


	
	
	

	iii. 
	Needs assistance or is unwilling to access needed resources (e.g., financial benefits, clothes, appropriate accommodation or medical care).


	
	
	

	iv. 
	Needs assistance to acquire and maintain network of family, friends and peers (e.g., extremely isolated).


	
	
	

	v. 
	Needs assistance to manage finances (e.g., unable to budget for basic daily living needs).


	
	
	


17a. Does your client have documentation of a diagnosis?

Yes               No 

Don’t know

    b. If Yes, please provide the consultation report.
    c.  If Yes, what was the diagnosis(ses)?

_______________________________________________________________
_______________________________________________________________

_______________________________________________________________
18a. Does your client have a psychiatric inpatient admission 2 or more times in any 1 year over the past 5 years? 

Yes               No 

Don’t know

 b. If Yes, please provide the discharge summary. 

19a. Is your client currently in receipt of case management services?

Yes               No 

Don’t know

b. If Yes, please specify the case management agency: ___________________________________________________________

___________________________________________________________
Please provide us with the following additional participant contact details for individuals/agencies we have permission to contact to obtain additional information and to look for him/her:
20.  
	a. Telephone number(s) where he/she  can be reached:  
	b. What kind of phone number is this? (personal, phone number of a shelter, worker, drop-in, friend, relative, etc). Provide additional names/agency information if applicable:
	c. Best times where he/she can be reached at this telephone number(s)

	i.


	
	

	ii.


	
	

	iii.


	
	


​​​​21. 
	a. Drop-In or Agency where this person spends the most time:
	b. Best times where he/she can be reached at this location(s)

	i. 
	

	ii. 


	

	iii.


	


Note to referral sources:  if the person you refer to our study is randomized to the housing and support services group, your contact information will be shared with their new service team so that a member of the team is able to contact you if they require any additional service referral information.
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