REFERRAL TO: CLINICAL PSYCHOLOGY (Health)  abc
	Patient sticker here 


	
	GP sticker here 


Is the referral for the Patient ( or a Family Member ( {Please give the family members name, D.o.B, address & GP if different} 

…………………………………………………………………………………………………………………………………………..

………………………………………………………………………………...……………………………….………………….….....

Date of Referral……………………………

Referred by………………………………………….……………Profession……………..…………………Ext./ Bleep…………….

Is the referral for an outpatient ( or an inpatient ( on :……………………….…………………………………………...Ward / Unit 

Date of Admission……….……………………………..  Estimated discharge date ………………………………………………….
Consultant/s……………...……..………………………………………………………………………………………………………
Reason for patients admission/ diagnosis…….……………………………………………………...…………………………………. 
…………………………………………………………………………………………………………………………………………..

Circumstances of illness/ injury…….……………………………………………………………………...…………………………...
…………………………………………………………………………………………………………………………………………..
Communication needs

	


Referral to Clinical Psychology 

	Consent to referral

Has the person been informed of and agreed to the referral? 

Yes (  Please complete form, providing as much detail as possible to enable us to prioritise the referral and allocate appropriately.
No (  Please discuss the referral with the person before referring.  We are unable to see someone who does not give informed 

          consent.  Please contact the department for further advice if necessary.


	Screening tools

Please complete the appropriate screening tools and document the scores below.
If not completed, please give reason …………………………………………………………………………………………………...



	HADS


	Anxiety =
Depression =     
	RIES 
	 Intrusion=

Avoidance=
	FLP
	Physical=

Psychological=

Total=
	DAS =

	Current psychological problems- please detail 1) symptoms 2) intensity 3) frequency


	What impact are these problems having on 1) patient/ family 2) treatment/ rehabilitation 3) staff


	Medical treatment/ medication – please give current details and any relevant past history


	Psychological or Psychiatric history/ medication – please give current details and any relevant past history
Yes (give details)  (          No (          Don’t Know ( (please check)     

Are they currently under the care of any other mental health professionals?

Yes (give details & contact details if known)  (          No (          Don’t Know ( (please check)     



	Social & family history 



	Additional relevant information



	Risk issues

1) please identify any known risks to the person &/or others

2) please identify any infection control issues that our staff should be aware of 





Please complete overleaf





Please note: 


We cannot see someone until we have  their informed consent; and until we receive a written referral form.





We cannot appropriately assess referrals that do not contain all the relevant information.  We will return referral forms that are not fully completed.





All referrals should be returned to ‘The Department of Clinical Psychology’ and not to named staff.  Referrals will be prioritised by the Department and allocated to an appropriate member of staff at our discretion.





For further information (referral protocol; information leaflets; referral forms etc.) please see ICID or call x2105.





Please return the form  to: 


                       The Department of Clinical Psychology (Health), S.D.H.


                       Email: shc-tr.clinicalpsychology@nhs.net





Office use only


Date received:




















RTT date:
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