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        BLOSSOM CLINIC-INITIAL ASSESSMENT
                                        

	DETAILS:
Date Of referral:……………..…  Are you pregnant?     Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Surname:……………………… Woman's date of birth ……………………..

Forename(s): ..……………………………………   

Telephone numbers:      
                    (Home)     …..………………………… 
                   (Mobile)    …..………………………

Email address: ……………………………………….........................................................................


	How did you hear about the Clinic?

	Speaks English?
Interpreter required?
	Understands English?
	Speaks what language?

	Reason for referral e.g.

Woman has complications due to FGM e.g. pain  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Thinks has type 3 and wants de-infibulation   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Wants to know what type she has   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Wants a referral for counselling    Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Wants home office letter and medical report    Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

How should we contact you? By telephone  FORMCHECKBOX 
     By post  FORMCHECKBOX 
  Through the referrer  FORMCHECKBOX 

Do have a mental health diagnosis or issues/problems? Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

If yes brief details……..…………………………………………………….
…………………………………………………………………………………

Are you on any prescribed Medication? Yes  FORMCHECKBOX 
      No   FORMCHECKBOX 
    Don’t Know   FORMCHECKBOX 

Have you tried to access any MH support in the past? Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

If yes please provide details…………………………………………………….

…………………………………………………………………………………….....
By completing this form you are agreeing to this information being shared between, and stored by, Touchstone Blossom Clinic FGM Project, NHS England and Leeds City Council.  Personal information that identifies you will only be used to contact you in relation to this project.  We will not share this information with others unless legally obliged to, or you give us express permission.  We never sell personal information.  Some information may be used to report the progress of this project but will never identify individuals. If you wish for information to be removed from our records, you may request this at any time. Otherwise we will keep it for the duration of the project.
Signed………………………………………………………… Name:………………………………………………….

If you are signing on behalf of the referee, you are signing to say you have explained to them how we handle data and they have agreed to provide this data to us. 


Monitoring Information
Name: ___________________
                    Ref No:_________
	1. Gender
	Male
	
	Female
	
	Transgender
	
	Non- binary    
	


	2. Age
	16.18
	
	19.24
	
	25-34
	

	
	35-44
	
	45-54
	
	55-64
	

	
	65-74
	
	75-84
	
	85+
	


3. Ethnicity

	A- White
	
	B - Mixed
	
	C - Asian
	
	D- Black
	
	E- Other Group


	

	British
	
	White & Black Caribbean
	
	Bangladeshi
	
	British
	
	Chinese
	

	Irish
	
	White & Black African
	
	Indian
	
	African
	
	Gypsy/Traveler
	

	Other White Background
	
	White & Asian
	
	Kashmiri
	
	Caribbean
	
	Middle Eastern
	

	
	
	Black & Asian
	
	Pakistani
	
	Other Black Background
	
	Other Ethnic Background
	

	
	
	Other Mixed background
	
	Other Asian Background
	
	
	
	
	


4. Sexual Orientation

	Heterosexual
	
	Lesbian
	
	Gay
	
	Bi
	
	Other
	


5. Religion 

	Buddhist
	
	Christian
	
	Hindu
	
	Jewish
	

	Muslim
	
	Sikh
	
	Other
	
	None
	


6. Relationship Status

	Married
	
	single
	
	Co-habiting
	
	Separated
	
	Civil Partnership
	
	Other
	


7. Residency-date came to the UK
	British Citizens
	
	EU Nationals
	
	Refugees
	
	Asylum Seekers
	
	Foreign Students
	
	Destitute
	
	Other
	


8. Disability (please Tick)              

	Learning
	Sensory
	Physical
	None
	Registered?

	
	
	
	
	


9. Do you have children?  State whether m/f
	No
	Yes
	Age
	
	Age
	
	Age
	

	
	
	Age
	
	Age
	
	Age
	


10. Housing Status
	A
	Homeless/Temporary Hostel
	
	Mental Health Hostel
	
	Support Accommodation
	
	Independent Accommodation
	

	B
	Living Alone
	
	Living with Family
	
	Living with Partner
	
	Living with Others
	


11. Employment

	Full-time
	
	Part-time
	
	Unemployed
	
	Retired
	
	Volunteer
	
	On Benefits
	


12. Benefits  

	ESA
	
	DLA
	
	Universal Credit
	
	Other (please state)


	


13. C.P.A./CMHT
	Yes
	
	No
	
	Don't Know
	Details


OFFICE USE ONLY:





Date received:





Assessment Date:





Worker:





First attendance:





Date closed:





Reference No:





GP Surgery: ……………………………………………





Woman's NHS/CHI number………………








Woman's Hospital number………………..








Postcode:  …………………………………………  








 Which agency referred the woman? (Includes self-referral)……………………………………………………








What is the name of the person who referred her?.........................................................................................








What is the referrer's job title?........................................................................................................................








What is the referrer's telephone number?...................................................................................................








What is the referrer's email?.........................................................................................................................























