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Mental Health & Deafness Service Referral Form
1. Client Details

	Surname:
	     
	Forename(s)
	     

	Title:
	     
	Date of Birth:
	     

	Marital Status:
	     
	Occupation:
	     

	First Language:
	     
	Gender:
	     

	NHS Number:

RiO/Paris No:
	     
     
	Ethnicity:
	     


	Home address
	Alternative address (e.g. if in hospital)

	Line 1:
	     
	Line 1:
    
	     

	Line 2:
	     
	Line 2: 
	     

	Town/City:
	     
	Town/City:
	     

	County:
	     
	County:
	     

	Postcode:
	     
	Postcode:
	     

	( Home:
	     
	( Current :
	     

	( Mobile:
	     
	
	

	Email address:
	
	
	

	Patient Contact

	Carer/Advocate Name
	     
	Contact Details
	     

	Relationship
	     
	
	

	If contacting patient is difficult, who do we contact to make the appointment?
	     


2. Person Making this Referral

	Name:
	     
	Position:
	     

	Address:
	     

	Postcode:
	     
	(:
	     

	Email:
	     


3. General Practitioner (GP)





	Name:
	     
	
	

	Address:
	     

	Postcode:
	     
	(:
	     


4. Additional People Involved with the Client
	Position / Relationship to Client
	Name and Full Postal Address
	Invite to assessment
	Copy of report

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



5. Communication

Please provide us with details regarding client’s mode of communication, e.g. BSL user, spoken language, etc. If the client has a preferred interpreter, then please provide this information here. Please also comment on the cause of deafness and age of onset of deafness. 
     
6. Reason for this Referral

Please include presenting problems, clinical signs and symptoms, etc. 

     
7. Client Expectations
Please give an overview of the client’s expectations for the referral and what their understanding is of what the service will support. 
     
8. Risks
Please detail any information that would need to be taken into consideration, e.g. harm to self and or/others, infection control risks, safeguarding, rural setting, allergies, etc.
     
9. Consent
Does the client consent to this referral and any subsequent assessment (including potential involvement of other agencies)?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 





	If No, please state referral decision making.
     

	



	Referrer’s signature:         
	Date:       


PLEASE SEND COMPLETED FORM TO:
Mental Health and Deafness Service
Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust

Walkergate Park 

Centre for Neurorehabilitation and Neuropsychiatry
Benfield Road
Newcastle
NE6 4QD
Tel: 0191 287 5077
Tel: (Text): 07584 339 539
Enquiries & Completed Referral Forms: MHD@cntw.nhs.uk

Please note that acknowledgement of referral form receipt should be received within 3 working days. Please contact department if acknowledgment is not received by this time
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