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	Referral form for access to Mental Health Services
Please send this form completed to Single Point of Access (SPOA) details
 Secure email: bsm-tr.referrals@nhs.net
Opening hours:  Monday to Friday 8am to 7pm

NB   For urgent referrals outside of Monday -Friday 9-5 hours:
Please contact BSMHFT central switchboard on 0121 301 5500 and ask for your local Home Treatment team.

For clinical advice and guidance either call your local CMHT (duty clinician or psychiatrist) or BSMHFT central switchboard on 0121 301 5500

For non-clinical advice and guidance please email: bsmhft.spoa@nhs.net


	Referrals may be returned, if there is insufficient information to allow triage


	

	PATIENT DEMOGRAPHICS
	Date of referral:
	

	Surname: 
	Address:


	First name: 
	

	Gender:  
	

	Ethnicity: 
	Marital Status: 

	NHS number: 
	Telephone

	Date of birth: 
	Home:

	Mobile: 


	Interpreter required:
	Yes |_|     No |_|
	Main Language:
	
     

	Next of Kin:
	     
	Next of Kin Contact details:

	Relationship to Patient:
	     
	

	

	REASONABLE ADJUSTMENTS

	(Merge field for 1108111000000107)
[bookmark: Text1]Details:      

	Disability:
	Hearing  |_| Sight |_|  Physical |_|   
[bookmark: Text2]please expand, if necessary:       

	

	Please (x) to confirm patient has consented to this referral Yes |_|     No |_|
[bookmark: Text8]If no, please specify:      

	

	GP/REFERRER DETAILS

	[bookmark: Text9]Referrer:      
	Practice Name: 

	Usual GP: 
	Practice Address:


	GP Practice Code: 
	

	Practice Telephone: 
	

	Practice email: 
	

	

	Review:
	Please confirm the date your patient was last seen face to face by the referring GP:
     


	Support/Next of Kin details:
	[bookmark: Text4]Please provide the name, relationship and contact number of any person supporting your patient in respect of this referral, who SPOA can contact, if necessary:      

	[bookmark: Text11]Support/Next of Kin for Patient:      

	Name:
	     
	Relationship:
	     

	Telephone:
	
	E-Mail:
	     

	

	

	Is this patient known to the mental health Yes |_|     No |_|    
If yes, and the patient is actively in treatment, you do not need to re-refer via SPOA, please contact the current team directly, to avoid any further delay

	

	URGENCY OF ASSESSEMENT - this is based on your clinical judgement and risk assessment.  However, following triage by mental health professional’s timeframes to assessment may be amended – you will be notified of referral outcome by letter or email, following triage.

	
|_|   Crisis Response, 24 hour – very urgent (a clinical discussion is now a pre-requisite for this category) please note this suggests the patient requires admission to an acute psychiatric hospital or requires immediate access to crisis intervention (24 hour/7day service) due to acute psychiatric crisis and/or risk of significant or repeated self-harm or suicide attempt
|_|   Home Treatment, 24-48 hour – urgent This suggests there is significant patient distress associated with severe mental illness but that they are not actively suicidal.
|_|   Within 7 days – only for possible first presentation of psychosis                                                           
|_|   Within 1 to 4 weeks SPOA will direct referrals to the most appropriate provision for the referral e.g. Speciality services or The Community Mental Health and Wellbeing Service to carry out the relevant triage and signposting for further assessment or treatment dependant on presenting need.

|_|   Referral to Healthy Minds/IAPT services   There is a specific BHM referral form for direct referrals.
Please note GPs can refer directly to these services, without having to refer to SPOA by:
· Writing directly to BHM
· Sending fax to 0121 301 5071 (North BHM)
                         0121 301 3379 (Central BHM)
                         0121 301 3858 (South BHM)
· Email: bsm-tr.birminghamhealthyminds@nhs.net
· Telephoning 0121 301 2525

|_|    For advice and guidance – see top of page


	Reason for referral – Referrals may be declined without this information

	Please provide a narrative of your concerns about this patient’s mental state to include why he/she requires secondary mental health









	


	Important Information of note Safeguarding, exploitation, domestic violence etc :

	Please provide a narrative of your actions in relation to this referral and full details of people affected, to include names and date of birth, specifically in relation to child/adult safeguarding, exploitation, domestic violence etc., that may impact on the patient’s mental state and our assessment:
     




	Risk to self or others - please use the risk tool below: 
Please ensure you answer all the following for the safety of patient, staff and the public:

	

1. Is the person expressing thoughts of suicide or self-harm? 
 
2. Has the person ever made a suicide or self-harm attempt? 
 
3. Is the person expressing thoughts or has previously engaged in      episodes of violence/aggression? 
 
4. Is the home environment safe to visit? 
 
5. Is there concern about harm or exploitation from others e.g. domestic violence, sexual harassment or abuse, financial abuse? (If yes, please provide further details within important information below) 
 
6. Are there any child protection/safeguarding issues? (If yes, please provide further details within important information below) 
 
7. Is the person at risk of self-neglect, physically or emotionally? 
 
8. Is there concern about the person’s concordance with existing mental-health treatment? 
 
9. Is there concern about the person’s general current behaviour e.g. risk taking, sleep pattern, activities of daily living? (If yes please provide further details within important information below 
 
10. Is there a history of misusing drugs or alcohol? 
 
11. Is there a history of depression or serious mental illness, including any current episode? 
 
Where you have answered yes to questions 5 and 6 please ensure you provide additional information in the ‘Important Information’ box below – Please note, referrals will be returned if this information is not included 

	Yes     No      Not Known
|_|         |_|        |_|

|_|         |_|        |_|

|_|         |_|        |_|

|_|         |_|        |_|

|_|         |_|        |_|


|_|         |_|        |_|

|_|         |_|        |_|

|_|         |_|        |_|


|_|         |_|        |_|

|_|         |_|        |_|

|_|         |_|        |_|


	

	Problem list and significant Past medical history

	



	Current medication being prescribed at date of referral

	(repeat and current acute)




	Confirmed allergies at date of referral (please upload directly from GP system)

	



	Recent diagnostics (Please upload latest results directly from GP system)

	
Blood Pressure:
Weight:
BMI :
Alcohol:
Illicit Substances:

	







	Investigations (Please upload latest results directly from GP system)

	Most recent blood investigations
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