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TALKING
MENTAL HEALTH
DERBYSHIRE

Formerly “Rightsteps for Derbyshire”
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REFFERAL FORM – Talking Mental Health Derbyshire
Improving Access to Psychological Therapies

	Title
	     
	NHS Number
	     


	First Name(s)
	     
	Registered GP
	     


	Surname
	     
	Referrer (if different from above) & contact details
	     


	Sex
	     
	GP Surgery
	     

	
	
	
	


	Address
	     
	Date Referral sent
	     

	
	
	First Language
	     

	
	
	Ethnic Origin
	     


	Post Code
	     
	Does the Patient require an interpreter?
	     


	Date of Birth
	     
	Does patient have a communication difficulty?
	     


	Marital Status
	     
	Has this referral been agreed to by your patient?
	     


	Religion
	     
	Has information been given explaining the service?
	     



Please ensure a telephone number is obtained.  This will be the main method of contact.  .
	Mobile
	     
	Home
	     

	

	Work
	     
	Other
	     

	Can we leave answerphone and/or SMS messages with the patient?
   Answerphone  FORMCHECKBOX 
    SMS  FORMCHECKBOX 



Is the patient pregnant or a mother with a child under 1?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Are they a veteran or currently in the British Armed Forces? 
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Do they have any disabilities or accessibility requirements?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If yes, please detail below:
	     



Please select if the client suffers from any of the following health conditions:
Asthma
 FORMCHECKBOX 
          Diabetes  FORMCHECKBOX 
          Epilepsy  FORMCHECKBOX 
          Cancer  FORMCHECKBOX 
          COPD  FORMCHECKBOX 
          Heart Disease  FORMCHECKBOX 

Digestive Tract Conditions  FORMCHECKBOX 
          Skin Condition, including eczema  FORMCHECKBOX 
          Chronic Pain, including Fibromylagia  FORMCHECKBOX 

Musculoskeletal Disorder  FORMCHECKBOX 
          Other Respiratory Disease  FORMCHECKBOX 
          Other  FORMCHECKBOX 

Please give details of a Next of Kin, if applicable:
	Full Name
	     
	Relationship to Client
	     

	
	Do we have consent to speak to them in an emergency?
	

	Contact Number
	     
	
	Yes  FORMCHECKBOX 


No  FORMCHECKBOX 



Please give a brief description of symptoms and reason for referral
	CURRENT PROBLEM, WITH DURATION AND IMPACT ON DAILY FUNCTIONING
     

	CURRENT PSYCHOTROPIC MEDICATION

     

	ANY PHYSICAL/MEDICAL INFORMATION
     


	CURRENT WEEKLY SUBSTANCE USE 

     


	RISK ASSESSMENT DONE? PLEASE GIVE DETAILS

     


	REASON FOR REFERRAL TO IAPT SERVICE & MODALITY REQUESTED 

     


	Have any physical examinations been carried out to rule out physical causes?       Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

PHQ-9 Score:      
GAD 7 Score:      



WITH ANY QUESTIONS PLEASE TELEPHONE 0300 123 0542
E-MAIL dhcft.talking@nhs.net
	
	

	Please Return to:-  
Talking Mental Health Derbyshire
Ilkeston Resource Centre

Heanor Road

Ilkeston

DE7 8TL
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