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City & Hackney Adult Mental Health Referrals and Assessment Service
(CHAMHRAS)
Referral Form for Secondary Care
	Client Details:


	
	
	
	
	GP Details:
	

	Title:
	
	Gender:
	Male  FORMCHECKBOX 
    Female  FORMCHECKBOX 

	Name:
	

	First Name:
	
	Address/

Contact No:
	

	Surname:
	
	
	

	Address:
	
	
	

	
	
	Referrer Details:



	Telephone:
	
	

	DoB


	
	Name:


	

	NHS#:
	
	Designation:


	

	Language:
	
	Organisation

	

	Interpreter Required:

Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

	Advocate Required:

Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	Contact Details:
	

	Ethnicity:
	
	Date:
	

	Religion:
	
	
	


	Is the patient aware of referral?
	 Yes                         No

	Patient’s attitude to referral:
	


	Is this referral urgent?
	Yes                   No

	Details
	


	Referral Criteria and Required Information for signposting:

	Please tick the service(s) you wish to refer to.



	EQUIP  FORMCHECKBOX 

Referral Criteria:
Symptoms of 

psychosis present
First episode of psychosis
Less than 4 weeks

treatment
Ageless service
	ARMS     FORMCHECKBOX 

(At Risk Mental State)

Referral Criteria:

Aged 18 to 35
Attenuated psychotic symptoms 
Psychotic episode resolving within 7 days without anti-psychotic medication
Deterioration in functioning and family history of psychosis (first degree relative)

	Eating Disorders  FORMCHECKBOX 

Required Information:

Please provide:

BMI

Blood test results
Weight loss/gain details
	Secondary Psychotherapy Service  FORMCHECKBOX 

Required Information:
Please provide details of:

Previous counselling or 
Therapy
Diagnosis
Family history and 
complexity of 
difficulties
Patient’s 
understanding of 
difficulties, if known

Drug and alcohol use


	HTT  FORMCHECKBOX 

Required Information:
Has patient been seen by you within last 48 hours
Is this an alternative to hospital admissions

	ADHD  FORMCHECKBOX 

Required Information:
Please provide written confirmation if previously diagnosed with ADHD.

	ASD  FORMCHECKBOX 

Required Information:
Note: This is a diagnostic service only.
Please provide details of concerns of patient and GP impression
	Other  FORMCHECKBOX 

· Memory Clinic

· AMHP Team
· OPA/Recovery Team
· Other




	Referral Reason and Presenting Problem: 

	Is patient is under Drug or Alcohol Services   FORMCHECKBOX 

Please include the client’s mental state, any evidence of self-neglect, current medication, longevity of concerns/symptoms, your impression, what you would like from this referral. 




	Psychiatric History:

	Past Psychiatric History:




	Other Issues: 

	Please include here any information relevant to referral: 

Physical Health Issues:
Drugs & Alcohol Issues:
Social Issues:



	Next of Kin / Nearest Relative                                                                                                      

	Relationship: 

Name and address:

	Main Language spoken:


	Interpreter required?

YES  FORMCHECKBOX 
   /   NO  FORMCHECKBOX 



	
	Home No:


	Mobile No:



	Are there children or dependants etc. Under 18 years old?         Yes   FORMCHECKBOX 
   / No  FORMCHECKBOX 
   / Unknown  FORMCHECKBOX 

If yes, please name below with DoB:



	State clearly any concerns that you may have about the children:




	OTHER PROFESSIONAL/AGENCIES INVOLVED 
e.g. Social Worker, Educational Psychologist and Health Visitor



	Name:
	Position: 
	Contact Details:

	
	
	

	
	
	

	
	
	

	
	
	


	RISK ASSESSMENT CHECKLIST: 

	Current Risk (please tick)

 FORMCHECKBOX 
 Of self neglect

 FORMCHECKBOX 
 Of accidental/deliberate self harm

 FORMCHECKBOX 
 Of attempted suicide 

 FORMCHECKBOX 
 Risk of abuse/exploitation by others

 FORMCHECKBOX 
 Of serious violent/harm to others

 FORMCHECKBOX 
 To children

 FORMCHECKBOX 
 To staff

 FORMCHECKBOX 
 Non-compliance with medication

 FORMCHECKBOX 
 Mental illness and drug misuse

 FORMCHECKBOX 
 Mental illness and alcohol misuse 


	Past History of Risk (please tick)

 FORMCHECKBOX 
 Of self neglect 

 FORMCHECKBOX 
 Of accidental/deliberate self harm

 FORMCHECKBOX 
 Of attempted suicide

 FORMCHECKBOX 
 Risk of abuse/exploitation by others

 FORMCHECKBOX 
 Of serious violent/harm to others

 FORMCHECKBOX 
 To children

 FORMCHECKBOX 
 To staff

 FORMCHECKBOX 
 Non-compliance with medication

 FORMCHECKBOX 
 Mental illness and drug misuse

 FORMCHECKBOX 
 Mental illness and alcohol misuse

	If any of the above are ticked then please give a brief description and dates of incident (if known)

 


	Signature 

	Referrer’s Signature:


	
	Date:
	


Send the referral to:

CHAMHRAS at

elt-tr.chamhras@nhs.net
Phone: 020 8510 8011

Fax: 020 8510 8064 
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