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(NOTTS SVSS) ASA HUB ASSESSMENT

NB: Attach the completed Assessment to client’s DPMS case record.

	Referrer Information

	Referrer Organisation
	     	Notts Police Force
     	British Transport Police
     	Other Police Force
     	Local Authority 
     	Educational Establishments
     	GP / NHS
     	IAPT
     	Adult Mental Health Services
     	SARC
     	Self-Referral
     	Other SV Support Service
     	Other Voluntary Sector
     	Drug and Alcohol Service
     	Other - please specify below
     

	Referrer’s Name
	     

	Referrer’s Contact Number/s
	     

	Referrer’s Email Address
	     


	

	Notts SVSS Referral Information

	Referral Date to Notts SVSS
	     

	Date of Initial Contact
	     

	Initial Contact Made by 
Name & Role
	     

	Was the 24-hour target met (self-referrals) or 48-hour target met (agency-referrals)?
	Yes   /   No       If ‘no’, please detail why.
     

	Referral Outcome
	     	Unable to Contact
     	Invalid/Inappropriate Referral – Not Contacted
     	Successful Contact – Declined Support - please note reason why
     	Successful Contact – Accepted Support Hub Assessment Booked
     	Successful Contact – Accepted Support Hub Assessment TBA
     	Open – Contact Currently Being Attempted



	Clients DPMS ID Number
	[bookmark: Text4]     

	Client’s Forename/s & Surname
	     

	Hub Assessor’s Name & Role
	     

	Client’s Consent

	NB: Please take time to read each line out individually and check if the client agrees to each one. 

Confirm consent and confidentiality outlining the exceptions to this which are:
· A serious intention to harm themselves or someone else.
· A disclosure about an alleged or suspected child abuse matter.
· In the prevention and/or detection of a serious crime.
· A disclosure around anything connected with acts and threats of terrorism.
· Workers have regular supervision in line with BACP’s Ethical Framework which helps to ensure best practice.  The supervisor is also bound by confidentiality. 
· Where we are legally obliged to provide information as directed by the Court or the Police.
· Where discussions with other agencies would prove beneficial in assisting your support and recovery.


	Has the client consented for the referral?

Does the client give permission to store and process information in our records system in accordance with GDPR 2018? (Client can view our privacy statement online).

Does the client consent to automatic appointment updates by email and text from Simply Book?


Does the client consent to engagement with Notts SVS Services?

	      Yes
      No


      Yes   
      No



      Yes   to email
      No    to email
      Yes   to text
      No    to text

      Yes   
      No

	Date      


Date      





Date      




Date      



	Client’s Information

	Preferred Name
	     

	Client Status
	      Survivor         Parent/Carer         Partner        Other family

	Date of Birth 
	     

	Age
	     

	Address & Postcode


County/City Ward (please indicate)
	     


     

	Mobile Number
	     

	Landline Number
	     

	Email Address
	     

	Safe to Contact by


	Phone		      Call	      Text	      Voice Message

Best Time to Call:	      am	      pm	      Evening
      Letter
      Email
Indicate what is not safe             

	Emergency Contact Details (if the client is willing to provide)


	Name & Relationship to Client
	     

	
	Address & Postcode



	     

	
	Telephone Number
	     	

	Permission to Contact Emergency Contact – Note Exceptions 
	      Yes   
      No
      Exceptions

	
GP’s Contact Details (required if registered with a GP, can also be provided at a later date)




	GP Name

	     

	
	Address & Postcode



	     

	
	Telephone Number
	     

	Permission to Send Letter to GP with Brief Information about access to services (NB: Information about the incident will not be shared)


	      Yes
      No

NB: If client declines, offer to read out the wording in the GP letter to alleviate any concerns.

If client continues to decline, accept this and continue with the assessment and note this clearly on DPMS and alert the therapist completing the clinical assessment to ensure that it is noted in the CA.


	Whereabouts did you find/hear about our service (if you feel comfortable sharing?)


	      Internet/social media
      From a friend
      Was referred by a professional
      Advised to self-refer by a professional
      In the news
      Has accessed RCEW elsewhere
      Leaflet/other paper based advertising
      Prefer not to say
      Other



	Client’s Initial Situation
	       Is physically safe
	       Is not physically safe

	Disabilities
	      Learning Difficulties
      Physical Difficulties
      Mobility Issues
      Literacy Issues
      Dyslexia
      Mental Health
	      Hearing impairment
      Sight impairment
      Cognitive impairment
      Long-term Health Conditions
      None
      Other

	Other vulnerabilities shared by the client, please detail.

(Take note during assessment.)
	      Recent bereavement
      Disengaged from services
      Broken relationship
      Recently unemployed

	      Self-neglect
      Needs to be accompanied

	Additional Requirements
	      Interpreter
      Sign Language
      Hearing Loop
	      Wheelchair Access
      Medical Condition
      Guide or Support Dog

	Other requirements (i.e. ground floor access)
	     

	Please detail language spoken if an interpreter is required.
	     

	What is your gender?
	      Male
      Female
      Prefer not to say
	      Not stated
      Non-binary

	Is the gender you stated the same as the one you were assigned at birth?
	     Yes
     No
	     Prefer not to say

	What are your pronouns? (This helps us understand the best way to address you.)
	     She/her
     He/him
	     They/them
     Let me tell you…
     I prefer not to say

	How would you describe your sexuality?
	      Heterosexual/Straight
      Bisexual
      Other
	      Gay
      Lesbian
      Not Stated

	Relationship Status
	      Married
      Divorced
      Separated
      In a Relationship

	      Single
      Widow/er
      Registered Civil 	Partnership
      Prefer not to say

	Ethnicity
	      White English / Welsh / 	Scottish / N. Irish / British
      White Irish
      White Gypsy / Irish Traveller
      Other White
      White and Black Caribbean
      White and Black African
      White and Asian
      Other Mixed
      Other Ethnic Group
	      Asian Bangladeshi
      Asian Indian
      Asian Pakistani
      Asian Chinese
      Other Asian
      Black African
      Black Caribbean
      Other Black
      Arab
      Unknown / Not Specified

	Religious Beliefs
(Do you have a religion or a belief system)
	      Christian
      Buddhist
      Catholic
      Hindu
      Islam
      Jewish
	      Muslim
      Sikh
      No Religion
      Other
      Not Stated



	Immigration Status
	      


	Are there any risks and action required relating to immigration status?

	     

	Occupational Status


	      Employed Full-time
      Unemployed
      Carer
      DSA
      Nottingham Uni Student
      NTU Student
      FE College Student
      Incarcerated
      Other please specify below

	      Self-employed
      PIP
      ESA
      Universal Credit
      Home Maker
      Retired
      Employed Part-time
      Volunteer

	Is the client involved with other voluntary/statutory agencies?
	      Yes
      No	
If ‘yes’, please detail      


	Who does the client live with?

Type of accommodation


	      Please detail who the client lives with

      Home owner   
      Social Housing
      Private rent
      Refuge
      No Fixed abode
      Hostel
      Supported housing
      Student housing 
      In care
      Other please detail

	Is the client pregnant?
	      Yes
      No	If ‘yes’, how many weeks?      

	Is the pregnancy a result of the offence?
	      Yes
      No

	Does the client have children?


	      Yes
      No

	Child’s D.O.B.
	Child’s Age
	Child’s Gender

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Where do the children live?

Who do the children live with?

Are there contact arrangements in place for either parent e.g. Lives with mother 10 nights, father 14nights in a 2-week time period? Sees children in a contact centre supervised etc.
	


	Do any of the children have a child protection plan or have they been referred to Children’s Services?

(PLEASE ALSO SEEK NAMES OF CHILDREN OR ANY OTHER CHILDREN KNOWN TO THE CLIENT WHERE THERE IS A SAFEGUARDING ISSUE)
	      Yes
      No	
If ‘yes’, please detail.      

	Other caring responsibilities
	     




	 Incident(s) Information

	1st Incident 

Brief details about the reason for calling/incident. NB: This may need recording as an initial disclosure.

What happened and when approximately?
	









	Has the incident(s) been reported to Police?
	      Yes
      No
      Unsure

	Date       

	Current status
	      Under investigation
      Open to Courts

	      CJS completed
      Not known


	Attended SARC
	      Yes
      No

	Date      	

	SARC Examination
	      Yes
      No

	Acute   /   Historic   /   Unsure

	Date of 1st Incident 
	       

	Incident/s Type

Please say ‘yes’ to all that apply.


	      Rape (type not specified)
      Vaginal Rape
      Assault by Penetration
      Anal Rape
      Oral Rape
      Childhood Sexual Abuse
      Sexual Touching
      Attempted Rape
      Ritual Abuse
      Domestic Violence
	      Historical Institutional CSA
      Multiple Assailant Rape
      Substances Involved
      Sexual Assault
      Date Rape
      Harassment
      Unknown


	Location of Incident
	      Survivor’s Home
      Work Place
      Outside Pub/Club
      Inside Pub/Club
      Student accommodation
	      Perpetrator’s Home
      Holiday/Abroad
      Unknown
      Other


	Domestic Violence Related Incident
	      Yes
      No

	

	Have you ever completed a DASH form before? E.g. Police IDVA
DASH Assessment Completed
	      Yes
      No
     DASH form completed recently by another agency
	If ‘yes’, please attach/forward a copy.

	
1st incident – Person of Interest / Alleged Perpetrator Details (if known)

	Name
	     

	Address 
	      

	Date of Birth
	     

	Gender
	     

	Age at the Time of Incident
	     

	Relationship to Client


	      Partner
      Ex-partner
      Father
      Mother
      Son
      Daughter
      Brother
      Sister
      Other male relative
      Other female relative
      Carer
      Friend/acquaintance
      Stranger
      Multiple
      Gang Related
      Unknown
      University friend
      Other, please specify:

	Is this person alive?
	      Yes
      No
      Unsure

	Does this person live with or work with children and young people?
	

	Could this person be a risk to others? 
	      Yes
      No
      Unsure
      add risk details.  

	Please detail any safety issues relating to alleged perpetrator, client or family members.
	      

	Safeguarding concerns and actions.
	     



	2nd Incident 

Brief details about the reason for calling/incident. NB: This may need recording as an initial disclosure.

What happened and when approximately?
	








	

	Has the incident(s) been reported to Police?
	      Yes
      No
      Unsure
	Date       

	Current status
	      Under investigation
      Open to Courts

	      CJS completed
      Not known


	Attended SARC
	      Yes
      No
   
	Date      	

	SARC Examination
	      Yes
      No
 
	Acute   /   Historic   /   Unsure

	Date of 2nd Incident
	     

	Incident/s

Please say ‘yes’ to all that apply.
	     Rape (type not specified)
     Vaginal Rape
      Assault by Penetration
      Anal Rape
      Oral Rape
      Childhood Sexual Abuse
      Sexual Touching
      Attempted Rape
      Ritual Abuse
      Domestic Violence
	      Historical Institutional CSA
      Multiple Assailant Rape
      Substances Involved
      Sexual Assault
      Date Rape
      Harassment
      Unknown


	Location of Incident




	      Survivor’s Home
      Work Place
      Outside Pub/Club
      Inside Pub/Club
      Student accommodation
	      Perpetrator’s Home
      Holiday/Abroad
      Unknown
      Other

	Domestic Violence Related Incident
	      Yes
      No


	Have you ever completed a DASH form before? E.g. Police IDVA
DASH Assessment Completed
	      Yes
      No
     DASH form completed recently by another agency

	If ‘yes’, please attach/forward a copy.

	2nd incident – Person of Interest / Alleged Perpetrator Details (if known)

	Name
	     

	Address 
	      

	Date of Birth
	     

	Gender
	     

	Age at the Time of Incident
	     

	Relationship to Client


	      Partner
      Ex-partner
      Father
      Mother
      Son
      Daughter
      Brother
      Sister
      Other male relative
      Other female relative
      Carer
      Friend/acquaintance
      Stranger
      Multiple
      Gang Related
      Unknown
      University friend
      Other, please specify:

	Is this person alive?
	      Yes
      No
      Unsure

	Does this person live with or work with children and young people?
	

	Could this person be a risk to others? 
	      Yes
      No
      Unsure
      add risk details.  

	Please detail any safety issues relating to alleged perpetrator, client or family members.
	      

	Safeguarding concerns and actions.
	     




	Incident Impact		Urgent Risk & Needs 

	Self-harming (if ‘yes’ ask what type, frequency, any care strategies in place such as cleaning wounds)
	      



	Suicidal Ideation (if ‘yes’ is it current/past, how frequent?)
	      




	
Suicide attempts (if ‘yes’ ask is recent, past, frequency of attempts. If recent, e.g. within the past 3 months, also use safety action plan/risk assessment section below) 
	      



	Thoughts about hurting yourself or others
	      



	
What safeguarding risks have been identified?
	     


	Actions – by whom and when
	      





	SAFETY ACTION PLAN/SUICIDE & SELF-HARM RISK ASSESSMENT
Action by Notts SVSS to reduce risks as highlighted in this Assessment
(Inc. all actions/referrals/telephone calls etc.)


	1.
		

	2.
	

	3.
	

	4.
	

	5.
	

	What is the client going to do to reduce risks as highlighted in this Assessment?

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	


Additional relevant information:      

	MOST SIGNIFICANT PRESENTING ISSUES FROM INCIDENT IMPACT


	· 

	· 

	· 

	· 

	· 




	Referrals/Signposting to be Undertaken by Notts SVSS

	Which Service (External / Internal)
	When

	· 
	

	· 
	

	· 
	

	· 
	

	· 
	



	Clinical Assessment Information

	Preferred gender of clinical assessor

	      Female
      Male
      No preference

	Clinical Assessment Date and Time
	     

	Therapist Name
	     

	Clinical Assessment Preference

NB: Only offer face to face if the client strongly requests this as all CA will be completed by telephone or online


	      Telephone
      Online

	Client Agreed to Date/Time of Clinical Assessment

	      Yes 
      No

	Clinical Assessment Information Provided to Client
	      Yes 
      No

	Has the client been reminded to have medication names and dosage available for Clinical Assessment? 
	      Yes 
      No



	Assessment After-Care 

	Does the client feel they now have a greater knowledge of how and where to go for help?
	

	Does the client feel more aware of the options and resources available to them?
	

	How does the client plan to care for themselves after this Assessment?
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