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ARBI Unit
 Specialist Residential Rehabilitation Service


REFERRAL FORM


Please note the ARBI Unit is a rehabilitation service and not a long-term care facility.   Referrals should only be made if further rehabilitation has been recommended by the multidisciplinary team.  If it has already been agreed that an individual requires long-term residential or nursing care, referral to the ARBI Unit is not appropriate.
All admissions are on a 12-week initial assessment basis.  Placement beyond 12-weeks will only be offered if the multidisciplinary team determine that further rehabilitation potential has been demonstrated.
Initial screening cannot be offered if the below information is not provided in full-
	Specified alcohol related brain injury diagnosis
	
	Date of diagnosis
	

	An Addenbrooke’s Cognitive Assessment (ACE-III) score from within the past 3 months (this can be provided by an occupational therapist, clinical psychologist or medic).
	              
                          /100

	Length of abstinence
	                         weeks

	Name of the allocated Care Manager or Social Worker who has discussed funding request.
	





Referral Eligibility

	[bookmark: _Hlk31018937]Inclusion Criteria
 
	Exclusion Criteria
 

	· Primary diagnosis of alcohol related brain injury.
	· Is in the acute confusional stage in the natural history of ARBI.

	· Evidence of potential improvement in cognitive functioning.
	· Significant physical or mental health co-morbidity which is likely the primary diagnosis.


	· Requires a structured residential environment for cognitive, emotional, functional, social and/ or behavioural development.
	· Presents with a level of behavioural risk that cannot be managed in a community residential setting e.g. high-level aggression, absconding, significant inappropriate sexual behaviour, etc.


	· Has been successfully medically detoxed for 12 weeks and declared medically fit for discharge.
	· Is unable to mobilise independently, requires hoist or significant assistance for transfers.

	· Is on oral Thiamine supplements.
	· Has moderate dysphagia requiring a texture modified diet.

	· Voices an interest in long-term abstinence.

	· Requires 1:1 supervision.



	· Is willing to reside in Belfast for the duration of their rehabilitation.

	· Is non-compliant with medication and/ or assessment and therapy.


Where possible, please also provide any further relevant information e.g. risk assessments, occupational therapy assessment or MDT discharge report.
Please forward completed referral form and accompanying documentation to-ARBI@threshold-services.co.uk


Referral Form
Date of Referral:

	Personal Details

	Client Name:

	Preferred Name:

	D.O.B.:
	H+C No: 


	Home Address:

Tel: 
Is this a permanent address?   
If not, give details:

Is tenancy at risk?   

	Is this person currently in hospital?    YES/ NO

Current Location:

Length of time in current placement:                weeks

How many hospital admissions has this person had in the past 2 years?



	Goals of Referral            

	






	Funding Approval
	Referral agent/Care Manager Details

	Is the referrer the care manager :  
                                               

If NO, is care manager aware of 
referral:                                          

 
	Name: 



Tel: 

                                                                                             

	G.P. Details
	Next of Kin

	Name: 

Address:
	Name: 


Contact details:


	Additional Information
	Mental Health Details

	Is client aware of referral?      Yes/ No

Is the clients next of kin / family aware of the referral?                            Yes/ No

	Has the client been seen by a psychiatrist /mental health team?
                                                           




	Medical Information

	Brief physical health history:





Brief mental health history:





CT/ MRI scan findings:               



	Current Level of Function

	
	Assistance of 1
	Prompting/ Supervision
	Independent

	
Mobility and Transfers: 

	


	


	


	
Personal care:. 
	
	
	

	
Memory:
	
	
	

	
Orientation: 

	
	
	

	
Insight to Condition:
	
	
	

	Pre-admission package of care-
	Did they live alone pre-admission?      YES/ NO

If not, who did they live with?                YES/ NO

	Financial Situation

	
Is this person employed?           YES/ NO

Is this person currently in receipt of benefits-


PIP            Universal Credit              ESA                Housing Benefit               Other  

            
Do they have their own home?

Mortgaged              Private Rental                Housing Executive Property      


Other-                      Housing Association      



	History of Substance Misuse
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Do they smoke, if so quantity/ day?

Any history of non-prescribed drug use?

Estimated units of alcohol per week

Did they drink largely alone or in company?


	Mental Capacity

	Is client currently considered under the Mental Capacity Act (NI) 2016?     YES/ NO

Is client currently subject to any Deprivation of Liberty Safeguards?          YES/ NO                                  

Has the client’s financial capacity been assessed?                                        YES/ NO

Any children safeguarding issues?                                                                  YES/ NO

Are there any alerts or crucial information to share?                                     YES/ NO

Please provide details:



	Current Medication




	Does the client have any allergies/ dietary requirements?                 YES/ NO                                                                   

If yes, please specify:




	Additional Information

	





* Where possible, please forward a risk assessment and a copy of the ACE-III assessment with the completed referral form.
	
	
	



 ARBI Unit, Threshold, 126 Upper Knockbreda Road, Belfast, BT6 9QB
Tel: 07742 071395   			Email: ARBI@threshold-services.co.uk 
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