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Camden Primary Care Trust
Camden and Islington NHS Foundation Trust



4 carol Street            
Camden Town

London NW1 0HU

        


Tel: 020 7482 2786

Website: www.womenandhealth.org.uk

E-mail: referral@women-and-health.org
	CLIENT INFORMATION                                                                       PART 1

	Client name( please write full name and 

any other names  known by previously):
	

	Date of birth:
	

	Address:
	

	Contact number & Email:


	Home :  ……………………………………… work:………………………………………………
Email: ………………………………………………. 

	Nationality  :    
	

	Disability( if you answered Yes please explain):                           YES/NO
	

	Sexuality:
	Heterosexual                        Homosexual                      Bisexual       


Rather not say                          Other                        …………………………

	General Practitioner (GP) Name, Surgery name &  and address:


	

	Family information: 

e.g. No of children and ages, special needs in the family, clients family history, 
other relationship information, any other  family notable concerns
	

	Expected Outcome from Action:

e.g. Improve MH, improve family relationships, come off medication, training/employment etc, deal with substance misuse/cop with anger  and other
	

	CLIENT  CONCERNS                                                                 PART 2

	Reason for referral:

e.g. Feeling low, thoughts of self harm fear of strangers, lack of energy,  

lonely, parenting difficulties, anger issues, children in care, suicidal, other
	

	Current/ past contact with mental health services:

 e.g. Received counselling with GP for 12 weeks/ have    been under psychiatric supervision/attended parenting programme
	

	Medication (e.g. 1 month course of antidepressants( name): 


	

	Any notable concerns:

e.g. Expressing hearing voices/ expressing self harm but no plan, History 
of suicidal attempts/possible child neglect/attachment issues 
	

	Referrer information: ( if you are self referring you do 

not need to fill referrer section please sign where it says signature of client)
	                                 Part 3

	Referrers  name:
	

	Organisation name &  address:


	

	Telephone number & fax:
	

	Email address:
	

	Is it OK to contact client by phone/email?

         YES/NO

Is it OK to leave a message?

 
                           YES/NO

Is this client aware of referral to CPTS ?                                           YES/NO
NHS No( if known):……………………………………………………………
Referrer signature:………………………………………….

Date:……………………………………………………………….
	Preferred days and times to attend an assessment…………………………....
………………………………………………………………………………………………………………………………………..

Client Signature :…………………………………

Date:……………………………………………………


Referral Form 































