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Section 1:  REFERRING PERSON (Use Practice Stamp if preferred)

Referrers Name:
    ________________________________________
Referrers Address:  ___________________________________________



     _____________________________________________
Tel No:  __________________   Fax No:  _________________________
Position:

_____________________________________

GP Practice Name:
_____________________________________

Address:  ___________________________________________________________


     ___________________________________  Postcode:  ______________
Tel: 
     ____________________________ Fax:___________________________

Mobile:    _______________________  Date of Referral:  _____________________  

Is the Service user aware of the referral?  Yes/ No  (Please delete accordingly)

Section 2:  SERVICE USER DETAILS
Title:  Mr/Mrs/ Miss/ Ms/ Other

Sex:  M/ F  (Please delete accordingly)

First Name:
____________________   Surname:  __________________________
Has the service user ever been known by any other names?  Yes/ No
If so, please state:  _____________________________

Date of Birth:
         _____________________________  
Age:  _________

Ethnicity:
         ____________________  Interpreter Required:  Yes/No
Address:
         ____________________________________________________



         ___________________________________ Postcode:  _____________
Tel Number:
         _______________________  Mobile:  _____________________

NHS Number (If Known):  ________________________________
Section 3.  PRESENTING MENTAL HEALTH PROBLEMS (Please use a separate page if required, indicating that you have done so):
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________________
Risk to self and others, e.g. suicidal ideation/ violence/substance misuse

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Past psychiatric history:
___________________________________________________________________

___________________________________________________________________

_______________________________________________________________

___________________________________________________________________

Social circumstances: e.g. marital status/ accommodation/ college/ children etc
___________________________________________________________________
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Current medication e.g. Name/ dose/ when commenced

___________________________________________________________________
___________________________________________________________________

Other professionals involved:

Name:




Organisation:



Tel No:

_______________________
____________________

___________________

_______________________
____________________

___________________

_______________________
____________________

___________________

_______________________
____________________

___________________

_______________________
____________________

___________________

_______________________
____________________

___________________

Section 4:  Priority

Emergency- 
 Please send the referral to Crisis Resolution Tel: 01302 798400


Urgent- 
 YAMHS team will complete an assessment within 2 weeks 


Semi-Urgent- YAMHS team will complete an assessment within 2-8 weeks


Routine- 
 YAMHS team will carry out an assessment within 9-12 weeks


Section 5. POST OR FAX the completed form to:

Young Adult Mental Health Service

Community Mental Health Team East

Haynes House, Haynes Road

Thorne, Doncaster

DN85HS

Tel: 01302 736761
Fax: 01405 813796
Note to Referrers:  All referrals are dealt with on a weekly basis.  YAMHS will contact the referring clinician within 2 weeks of the referral, to confirm what action is being taken/ proposed.
REFERRAL TO


YOUNG ADULT MENTAL HEALTH TEAM





FULL Completion of this form will enable the YAMHS team to take appropriate action.  If the form is incomplete, we will NOT be able to process the referral!
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