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	GP and Health Professionals Referral Form

	Name of Service Referred to: 
	

	GP  Details:

	
GP Name:
	
	Practice Tel No:
	

	Practice Address:
	
	
	

	
	
	Practice Fax No:
	

	Post Code:
	
	
	

	Referrer 

	Name:
	
	Practice Tel No:
	

	Agency Name:
	
	
	

	Address:
	
	Practice Fax No:
	

	Post Code:
	
	
	

	We are required to notify the client’s GP that they are accessing the service. Please select yes below if the client gives us permission to write to their GP with this information. Please note that unless we have permission to contact the client’s GP we will be unable to offer them this service.
	The client gives Self Help permission to contact their GP.                                                           

	
	Yes    
	□      

	
	No   
	□

	Client/patient contact information

	Name:
	
	Date of Birth:
	DD / MM / YYYY

	Address:
Postcode:
	
	Male
	□

	
	
	Female
	□

	NHS Number
	
	· Please note that we will contact the client/patient by telephone unless otherwise advised
· Please check that the client’s/patient’s current phone numbers are given.
· If possible include a mobile number in addition to a landline

	Landline Number:
	
	

	Mobile Number:
	
	

	Email Address:
	
	






	Please tick (a), (b) if the client/patient does not give permission.
	leave a message with someone answering my phone
	□

	
	leave a message on my  answering machine                        
	□      

	Has the referral been discussed with and agreed by the client/patient?  
	Yes    
	□      

	
	No   
	□


	
Reason for Referral

	Description of current problems including mental state:

	


	Duration of current problems:                             

	

	Is the client/patient currently in receipt of any other form of therapy or seeing any other health care professional?

	Yes    
	□ 
	If yes, please give details.

	
	No   
	□      
	

	
	
	
	

	Does the client/patient have a history of mental health problems? 
	Yes  
	□  
	If yes, please give details.

	
	No   
	□      
	

	
	
	
	

	Is the client/patient currently taking any medication which has been prescribed by a doctor?
	Yes  
	□  
	If yes, please give details.

	
	No   
	□      
	

	
	
	
	

	Is the client/patient at risk to themselves or others?
	Yes  
	□  
	If yes, please give details.

	
	No   
	□      
	

	
	
	
	

	Has the client/patient served in the Armed Forces?
	Yes    
	□  
	

	
	No   
	□      
	

	Is the client/patient currently pregnant or had a baby in the last 18 months?
	Yes    
	□  
	

	
	No   
	□      
	

	Do provide home visits to the client/patient on a regular basis?
	Yes    
	□  
	

	
	No   
	□      
	




	Please outline any specific needs which we may have to be aware of:

	Need
	Details:

	Language
	

	Cultural
	

	Access
	

	Travel
	

	Disability
	

	Other?
	




	
Signed (GP/Healthcare Professional):
	

	
Name (please print):

	




	[bookmark: _GoBack]Return this form to:

	By Post
	Self Help
1st Floor East
Oakland House, 76 Talbot Road
Old Trafford, Manchester
M16 0PQ


	By email
	pws.manchester@selfhelpservices.org.uk

	
	If you want help accessing our services or wish to cancel an appointment please contact the office between 9:00am – 5:00pm.

	By telephone:
	0161 226 3871

	By fax
	0161 877 2740
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