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ADHD Clinic,

Tickhill Road Hospital, 
Tickhill Road, Balby, Doncaster, DN4 8QP
Tel: (01302) 796880    
Email: RDASH.AdultLDServices@nhs.net
Adult Community ADHD Service 
SINGLE ACCESS REFERRAL FORM (SARF)
Please complete all sections to ensure your referral is processed in a prompt and correct manner.

	PATIENT DETAILS
	NAME: Mr/ Mrs/ Miss/ Other  

	
	MAIN CARER DETAILS                   (If Applicable)
(e.g. family, key worker)
	NAME



	ADDRESS:
POSTCODE:

	
	ADDRESS:
POSTCODE:

	DATE OF BIRTH
	NHS NUMBER


	
	RELATIONSHIP TO SERVICE USER

	TELEPHONE NUMBER


	ETHNICITY


	
	TELEPHONE NUMBER


	MOBILE NUMBER




	REFERRER DETAILS
	NAME


	
	GP DETAILS 


	NAME  



	ADDRESS

POSTCODE:  

	
	ADDRESS

POSTCODE: 

	PROFESSION (if applicable)


	
	

	TELEPHONE NUMBER


	MOBILE NUMBER


	
	TELEPHONE NUMBER



	DATE OF REFERRAL


	Can the carer be contacted about this referral? 
	  (YES
	
	

	
	
	  (NO
	
	


	SECTION A

PATIENT DETAILS

	Name:                                                          

Gender:   ☐M   □ F       


	NHS No:

Marital Status:………………………..                                  

	Ethnicity:    □ British   □   Other (please state) ……………….  



	Please tick to confirm the following:

The client is aware of the reasons for this referral 

The client has consented to this referral                   

                                                                                      
	                                                                                                                                                                                                                                                                      


	CAPACITY, CONSENT & BEST INTEREST
	Is the person able to give consent to the referral    yes (     no   (             

	If the person has not been seen at this point in time by staff from the Trust the person to who the case is allocated to will need to seek consent for an assessment to take place

	If there are concerns about the person ability to give consent an assessment of capacity will be needed and a best interest decision will need to be made to proceed with the assessment (This should be recorded in the MCA section on System1 )


	OTHER AGENCIES /

PROFESSIONALS
	Are any other agencies, professionals or teams involved in supporting the person? 

	Please give a brief outline of other agencies involved: 




	SECTION B

REASON FOR REFERRAL

	Please outline the nature and reason for this referral outlining any potential symptoms of ADHD and/or other mental health diagnosis:-



	MEDICAL FACTORS & MEDICATION
	Please provide a list of other medical problems and medications the person is taking. Include information on all physical and mental health diagnoses & current medications (including known allergies and side effects).

	



	RISK
	Please provide information on the following areas of known risk. 

	( YES: Is the person vulnerable to risk? (e.g., self - neglect, physical health, physical, sexual or financial abuse)?
Please give details:  



	( YES: Does the person pose a known risk to other people (e.g., property damage, physical harm, sexual harm)?

Please give details:  



	( YES: Does the person pose a known risk to staff and professionals? Is an escort needed in clinic? 
Please give details: 



	( YES: Does the person live in a household with children under the age of 18 years or have substantial access to their own or others children under the age of 18 years?

Please give details:

	( YES: Are there any known Safeguarding Children issues that you are aware of?

Please give details




	DIVERSITY
	Does the person require an interpreter or access to any other communication supports in order to access this service?

	


	7
	OTHER SUPPORTING INFORMATION
	Please state anything else to support your referral or enclose any supporting documentation. 

	


	SIGNATURE
	Please sign and date this referral

	Signature:  ………………………………………………………………        Date: …………………………………




Please note we can only accept referrals for individuals

· Aged 18 or over

· Resident in Doncaster Borough

· Registered with a Doncaster GP

Please note that we are unable to manage any mental health needs the client may have whilst they are waiting for an assessment. If you think that your client needs support regarding their mental health please ensure they access the appropriate services whilst waiting for an assessment. Please remember to attach any relevant reports or further information. 

� HYPERLINK "http://nww.intranet.rdash.nhs.uk/home/corporate-templates/rdash-2-col-3/" \o "RDaSH-LTWWC-Logo" ���





Include information on all cardiac issues i.e. family history; please rule out any heart murmurs, palpitations & chest pains. (Please note this referral will be rejected if not completed)    





CARDIAC ISSUES 
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