
 

             

REFERRAL FORM 
 
REFERRER DETAILS: 
 
 
 
 
 
 
 
 
 
 
 
 

 
SERVICE USER DETAILS: 
 
 
 
 
 
 
 
 
 
 
 
 
 
NEXT OF KIN DETAILS: 
 
 
 
      
 
 
 

Name:       

Address: 
 
 
NHS Trust/Local Authority: 
Tel: 
Fax: 
Email: 

Name: 
D.O.B: 
Place of Birth: 
Current Address: 
 
Marital Status: 
Language Spoken: 
Ethnic Origin: 
Religion: 
Cultural/Spiritual Needs: 

Name: 
Address: 
 
Tel: 
Mob: 
Relationship: 



 
 
 
 
 
GENERAL PRACTITIONER DETAILS: 
 
 
 
 
 
 
 
 
 
 
SOCIAL WORKER DETAILS: 
 
 
 
 
 
 
 
 
 
 
 
COMMUNITY PSYCHIATRIC NURSE DETAILS: 
 
 
 
 
 
 
 
 
 
 
 
CONSULTANT PSYCHIATRIST DETAILS: 
 
 
 
 
 
 
 
 
 
 

Name: 
Address: 
 
Tel: 
Fax: 

Name: 
Address: 
 
Tel: 
Fax: 
Email: 

Name: 
Address: 
 
Tel: 
Fax: 
Email: 

Name: 
Address: 
 
Tel: 
Fax: 
Email: 
 



 
 
MENTAL HEALTH NEEDS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Brief Psychiatric History: 
 
 
 
 
 
 
 
 
 
Diagnosis: 

Forensic History (Include Index Offence): 
 
 
 
 
 
 
 
 
Drug and/or Alcohol Use: 

Current Medication: 

Risk Factors: 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NB: Accesscare Limited will offer an assessment date within 7 days of receiving a 
completed referral form.  Please fax/email completed referral form and send a 
copy of risk assessment, care plan or past discharge summaries. 

Self-Care Needs: 

Occupation: 

Hobbies/Interests: 

Prospective Service User’s Views on Living in the Community and Expected 
Achievement 

Signature of Referrer: 
Designation: 
Date: 

Accommodation Status: 

Benefits: 


