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	Integrated Mental Health Services for Older People (Community) Referral Form

	Please return completed form to:
SPA (Single Point of Access) Integrated Mental Health Service for Older People, Cherry Tree Court, 

Tickhill Road Site, Balby, Doncaster DN4 8QN
Telephone: (01302) 796104   Fax: (01302) 796500
NB   In the interest of safety and NICE guidance around dementia and chronic mental health problems this 
referral will only be accepted if all essential information (shaded areas) is completed and legible and all relevant
print outs requested are attached along with current screening bloods (taken within the last 4 weeks) 
as listed below.


Is this referral:     FORMCHECKBOX 
ROUTINE :(within 10 working days)      FORMCHECKBOX 
URGENT:(within 2 working days)       FORMCHECKBOX 
EMERGENCY:(within 4 Hours)
If risks identified by referrer and they feel it warrants an urgent visit, 
Date last seen by GP: ………………………………    
please call on 01302 796104 to discuss with a clinical member of staff
	Patient’s NHS No:
	Person to be contacted regarding this referral if 

not the patient
Name:

Relationship:

Contact No:

Patient’s Next of Kin/Carer Details if different 
from above
Name:
Relationship:

Name and Address:

Post Code:
Telephone:

Consent to Contact:    Yes    FORMCHECKBOX 
     No     FORMCHECKBOX 


	Patient’s Date of Birth:
	

	Patient’s Details
Title:   Mr   FORMCHECKBOX 
 Mrs   FORMCHECKBOX 
  Ms   FORMCHECKBOX 
  Miss   FORMCHECKBOX 
  Other   FORMCHECKBOX 

	

	Patient’s Surname:
	

	Patient’s Forename(s):
	

	Patient’s Address:

Postcode:
Telephone Number:
	

	Patient’s Marital Status:
Married
 FORMCHECKBOX 

Divorced
 FORMCHECKBOX 

Civil
 FORMCHECKBOX 

Single
 FORMCHECKBOX 

Widowed
 FORMCHECKBOX 

Separated
 FORMCHECKBOX 

Partnership
 FORMCHECKBOX 

Co-habitee
 FORMCHECKBOX 

	Patient’s GP Name/Practice:
Telephone Number:

	Is the patient aware of the Referral?:  Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 
  
Does the patient:    Live Alone    FORMCHECKBOX 
    Live with Carer    FORMCHECKBOX 
  
	

	ALL the following blood tests should have been 
undertaken within the last 4 weeks, if not please arrange
for them to be taken

FBC
  FORMCHECKBOX 

Folate
 FORMCHECKBOX 
          ECG Completed in 
U&E
  FORMCHECKBOX 
          ESR
 FORMCHECKBOX 
          Practice   
LFTs
  FORMCHECKBOX 
          TFT
 FORMCHECKBOX 
              
B12
  FORMCHECKBOX 
          Glucose
 FORMCHECKBOX 

  Yes    FORMCHECKBOX 
       No   FORMCHECKBOX 

Lipids
  FORMCHECKBOX 




  (If Yes, please provide






  a copy)     

Results of any other physical investigations e.g. ECG, MRI,

CT (If available please enclose copy of report)
	Dementia Screening Tools 
(This needs to be completed for Dementia Care 
Pathway)

6CIT Score: ………………………………..

MMSE Score: ……………………………..



	Reason for Referral (e.g. patient’s presenting complaint, duration of problem, current situation and impact of problem)

(Please use separate sheet if required)

	Any associated risk factors or indicators involving the patient, potential staff or others (e.g. suicide, neglect, 
aggression, sexual assault, mobility, financial and/or vulnerability or risk to children, known alerts)



	Patient’s Medical History (to include any allergies) – Please attach Patient Summary print out (referral will 
not be processed unless all information requested is attached)

	Patient’s Current Medication - Please attach computer printout of current prescription (referral will not be 

processed unless all information requested is attached)

	Patient’s Mental Health History (e.g. previous treatment history and effects of treatment)



	Patient’s current health and/or Social Support (support network, care package)



	Patient’s Ethnicity (Please specify):

	White British
	 FORMCHECKBOX 

	White Other
	 FORMCHECKBOX 

	White & Black Caribbean
	 FORMCHECKBOX 

	White & Black African
	 FORMCHECKBOX 

	White & Asian
	 FORMCHECKBOX 


	Any other mixed
	 FORMCHECKBOX 

	Indian
	 FORMCHECKBOX 

	Pakistani
	 FORMCHECKBOX 

	Bangladeshi
	 FORMCHECKBOX 

	Any other Asian
	 FORMCHECKBOX 


	Any other Black
	 FORMCHECKBOX 

	Chinese
	 FORMCHECKBOX 

	Any other ethnic Group
	 FORMCHECKBOX 

	Prefers not to say
	 FORMCHECKBOX 

	Interpreter Needed
	 FORMCHECKBOX 


	Preferred Language: ……………………………..  Religion: ………………………………..


	Patient’s current Accommodation: (Please specify):

	Bed & Breakfast
 FORMCHECKBOX 

Council Tenancy
 FORMCHECKBOX 

Direct Access Hostel 
 FORMCHECKBOX 

Housing Association
 FORMCHECKBOX 

LA Part 3
 FORMCHECKBOX 

Nursing Home
 FORMCHECKBOX 

Owner Occupied
 FORMCHECKBOX 

Private Rented

 FORMCHECKBOX 

Residential Home
 FORMCHECKBOX 

Supported
 FORMCHECKBOX 


No Fixed Abode
 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	
	

	Referred by (print name): ….………………………………………………..      Date: ………………………………..…………
Designation: …………………………    Name: ………………………………     Signature: ……………………………………..    
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