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Tower Hamlets Personality Disorder Service

16 Deancross Street London E1 2QA

tel 0207 791 7600
fax  0207 791 7601
Referral Form

	Client Details

	Name:

(Dr/Miss/Mr/Mrs/Ms/Prof/Revd)
	
	DOB: 

DD/MM/YYYY
	

	NHS No: 

(10 Digit Unique No)
	
	MH System No:                                               
	                      

	RIO No:
	
	NI No:
	     

	Address: 

                                           Postcode:      

	Other Contact Details:

     
     
     
Contact Tel. No:

	Gender:
	Marital Status:
	Religion:
	CPA Level:

	 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Not Specified
	 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Married

 FORMCHECKBOX 
 Divorced

 FORMCHECKBOX 
 Widowed
	 FORMCHECKBOX 
 Cohabiting

 FORMCHECKBOX 
 Single Parent

 FORMCHECKBOX 
 Separated


	 FORMCHECKBOX 
 Buddhist      FORMCHECKBOX 
 Christian    

 FORMCHECKBOX 
 Hindu           FORMCHECKBOX 
 Islam    

 FORMCHECKBOX 
 Jewish         FORMCHECKBOX 
 Sikh    

 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Standard       

 FORMCHECKBOX 
 Enhanced 

 FORMCHECKBOX 
 Not Registered

	Ethnicity:
	 FORMCHECKBOX 
 African

 FORMCHECKBOX 
 Asian British

 FORMCHECKBOX 
 Bangladeshi

 FORMCHECKBOX 
 Black British

 FORMCHECKBOX 
 Caribbean

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Indian 
	 FORMCHECKBOX 
 Pakistani

 FORMCHECKBOX 
 White British

 FORMCHECKBOX 
 White Irish

 FORMCHECKBOX 
 White and Asian

 FORMCHECKBOX 
 Refused
	 FORMCHECKBOX 
 Any other Asian Background 

 FORMCHECKBOX 
 Any other Black Background 

 FORMCHECKBOX 
 Any other ethnic group 

 FORMCHECKBOX 
 Any other mixed background

 FORMCHECKBOX 
 Any other white background

 FORMCHECKBOX 
 White and Black African

 FORMCHECKBOX 
 White and Black Caribbean



	Main Language:
	
	Interpreter Required:   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No



	Next of Kin:

Address:

Postcode:
	     
     
     
	Relationship

Contact No.

Mobile No.
	

	Accommodation Status:
	Employment Status:

	 FORMCHECKBOX 
 Tenant (Specify) _____________________________

 FORMCHECKBOX 
 Owner Occupied

 FORMCHECKBOX 
 Temporary Accommodation

 FORMCHECKBOX 
 Squatting

 FORMCHECKBOX 
 Other (Specify) ______________________________


	 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 Unemployed

 FORMCHECKBOX 
 Other including in education or training

 FORMCHECKBOX 
 Not disclosed

 FORMCHECKBOX 
 Retired



	Referral Source

	Service Name:                                                                             Name of referrer:

Address:                                                                                        Relationship:

     
Postcode:                          Tel:                          Email:      

	Psychiatric Consultant:  

Tel:                                                                      

If referral is from the Mental Health team, please confirm that psychiatrist agreed to referral?    FORMCHECKBOX 
  Yes

Care Co-ordinator:      
Tel:                                                                           Date of last Contact?      

	 FORMCHECKBOX 
 New Referral       FORMCHECKBOX 
 Re-Referral 
   If re-referral, approximate date of last referral if known: 


	Has Client agreed to referral?       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	GP

	Address:

Postcode: 

Tel:                                            Fax:                                          
If referral from primary care, please confirm that has GP agreed to referral?:  FORMCHECKBOX 
 Yes   



	Any other services involved?

	Service Providers


	Address and Postcode
	Contact  Name and number

	1

2
	
	

	Reason for Referral & Presenting Problems (including views of service user, carer & referrer):

	1

2

3



	Treatment: present medications



	Treatment: Present Psychological treatment



	Key Personal History



	Key Psychiatric history (previous diagnoses, previous psychiatric admissions)



	Key Medical History



	History of Drug and Alcohol use:
	Current
	Past

	Alcohol Dependence          
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

	Alcohol harmful use
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

	Drug Dependence 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

	Drug harmful use 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

	Does Client have contact with children?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    (If Yes, then please provide details)



	Children’s Name:
	DOB:

	      

     
     
     
     
     
     
   
	     
     
     
     
     
     
   
   

	Risk Factors (To client and others including staff)

Please attach a detailed risk assessment ( i.e. CRAM2) or complete the following:

	Area of risk
	Current
	Past

	Dangerousness/risk to others
	
	

	Self harm
	
	

	Self neglect


	
	

	Vulnerability


	
	

	Brief Summary of behaviours/situations, warning signs and triggers and interventions which have decreased harmful behaviour :




	Agreed Contingency and Crisis Plan 

	

	Additional Information:



	Please tick if the following is either attached or available on RIO:



	CPA                                            FORMCHECKBOX 
  Attached       FORMCHECKBOX 
 On RIO
Full Needs Assessment           FORMCHECKBOX 
  Attached       FORMCHECKBOX 
 On RIO
Previous Treatment Summaries

(if more than one please indicate)

                                                          FORMCHECKBOX 
  Attached       FORMCHECKBOX 
 On RIO

	Part 1 Discharge Summary   FORMCHECKBOX 
  Attached     FORMCHECKBOX 
 On RIO

Part 2 Discharge Summary   FORMCHECKBOX 
  Attached       FORMCHECKBOX 
 On RIO

Other (please give details:

______________________    FORMCHECKBOX 
  Attached       FORMCHECKBOX 
 On RIO

	Referrer’s Signature:


	      Date


Please post or fax to:

DeanCross. 16 Deancross Street, London E1 2QA   

Tel no: 0207 791 7600
fax: 0207 791 7601
Please DO NOT SEND BY EMAIL.

Any Queries, please contact us on 0207 791 7600
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