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Parental Mental Health Team
Referral Form
	Referrer’s Details:

	Referrers name and job title
	
	Date of referral:
	

	Referring team/agency and address:
	

	Contact number/email:
	
	Relationship 
with client:
	


	Person Referred

	Name:
	
	D.O.B
	

	NHS No.
	
	Trust ID
	

	Address:
	

	Contact number:
	

	Email address:
	

	Ethnicity:
	

	Language spoken:
	
	Interpreter required:
	Yes/No
Male/female

	Physical disability:
	

	GP details:
	

	Health Visitor
	


	Children and other adults in the household:

	Name
	Relationship
	D.O.B./EDD

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Reason for referral (please include previous history, and expectations of PMH service):  NB there is a 4-6 wait for initial assessment

	

	Please outline your team’s role and plan if applicable

	

	Risk History: Self Harm/suicide/domestic abuse:

	

	Professionals/Agencies Involved:

	Name/Organisation/Role
	Contact Number/email:

	
	

	
	

	
	

	
	

	
	

	
	

	Safeguarding Concerns:

	


	Additional information:

	


	Client aware and consented to referral?
	Yes / No


Return to the team at: 
Chaucer Resource Centre, 13 Ann Moss Way, Rotherhithe, SE16 2TH 
Fax:    020 3228 9850 
Tel: 020 3228 9800
Email: Parental_Mental_Health_Team_Southwark@slam.nhs.uk 
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