     CLINICAL HEALTH PSYCHOLOGY REFERRAL FORM
	Name      

Title
	NHS number
Hospital Number



	Address

Postcode
	Contact Telephone Nos:

	
	DOB

	GP
	GP telephone number

	
	
	
	

	Referrer – please print name in capitals:               Address and Telephone Number:
Role and/or team:



	Consultant (if different to referrer) – please print name in capitals:


	If Interpreter required, which language/dialect :



	Diagnosis- health condition
	Stage of illness

	Has this patient had repeated hospital admissions in the past twelve months? If so, how many?

Is the patient’s distress impacting on their ability to access treatment? If so, in what way?



	Why is the patient being referred to this particular service?


	Has referral been discussed and agreed with the patient: □ Yes     □ No
What does the patient hope to achieve from this referral?



	What do you hope will be achieved for the patient by this referral?

	Please detail any previous psychological input or mental health diagnoses and any current mental health issues
Are they currently being seen or on a waiting list to be seen by any other psychological service?  Yes / No


	Speciality Specific Information required



	Ex British Armed Forces □ Yes     □ No

	Professionals to liaise with – please print:

	Any other information that you feel will be helpful for us to know?

Eg: Disability- including sensory impairment, learning disability, Behavioural and emotional;  Addiction or alcohol dependency; Other health conditions; Known domestic or sexual abuse; Eating disorder; Multiple trauma; Child protection or Vulnerable adult concerns.


	Signature
	Date referred


Please return this form to Clinical Health Psychology,  Tel: 01274 365176 / Fax: 01274 365177
PSYCHOSOCIAL SCREENING QUESTIONNAIRE
To be completed by the patient
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 SHAPE  \* MERGEFORMAT 
[image: image3]
Please indicate if any of the following has been a problem for you over the past week. Please be sure to answer YES or NO for each





Practical Problems 





YES 	NO 	Child Care 


YES 	NO 	Housing 


YES 	NO 	Benefits


YES	NO	Debt 


YES 	NO 	Transport 


YES 	NO 	Work/school 





Relationship Problems 





YES 	NO 	Dealing with children 


YES 	NO 	Dealing with partner 


YES 	NO 	Dealing with close friend/relative 


YES	NO	Sexual problems





Emotional Problems 





YES 	NO 	Depression


YES	NO	Loneliness 


YES 	NO 	Fears 


YES 	NO 	Nervousness 


YES 	NO 	Sadness 


YES 	NO 	Worry 


YES 	NO 	Loss of interest in usual activities


 


Spiritual/religious concerns 





YES 	NO








…………………………











Please circle the number that best describes how much distress you have been experiencing over the past week








How much did (Your health condition) interfere with your normal lifestyle (eg. work, social and family activities) during the last week?





A Lot        Quite a Bit 	   Moderately 	   A Little Bit 	   Not at All





How do you feel your (health condition) is controlled at present?                           





         Very poor	        Poor	    OK		Well		Excellent








	Very poor	Poor		OK		Well		Excellent











