REFERRAL FOR ASSESSMENT FORM


	Please note incomplete forms may cause delay in initial assessment; We have a duty worker who would be happy to discuss referrals with you.

Please send completed forms to:  

CMB-PerinatalNorthCumbria@cntw.nhs.uk
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Cumbria, Northumberland,
Tyne and Wear

NHS Foundation Trust








Perinatal Community Mental Health Team
Brookside Centre
Birdcage Walk
Wigton, Cumbria
CA7 9HB


	PATIENT DETAILS (BLOCK CAPITALS PLEASE)

	Patient’s name:

	Address and postcode:





	Patient’s Date of Birth:

	Patient’s NHS no.:

	Is the patient happy to be contacted by phone? YES/NO (please delete as appropriate)

	Telephone no:

	Is the patient aware of and agreeable to referral? YES/NO (please delete as appropriate)

	Does the patient need an interpreter? YES/NO (please delete as appropriate)

	If so, which language and does she prefer a certain gender?

	HEALTHCARE PROFESSIONALS 

	GP Name:
	GP Address
	Contact No:
	Are they aware of referral? Yes / NO

	Named Midwife
	Address
	Contact No:
	Are they aware of referral? Yes / NO

	Health Visitor
	Address
	Contact No:
	Are they aware of referral? Yes / NO

	ANY OTHER PROFESSIONALS:

	Name and role:
	Address:
	Contact No:
	Are they aware of referral? Yes / NO

	Name and role:
	Address:
	Contact No:

	Are they aware of referral? Yes / NO




Please note we can only accept referrals for patents who are up to 12 months postnatal and meet at least one of the criteria below.  If you would like to discuss a referral, please contact the duty worker on
(01228) 602099.

	Pre-Pregnancy Planning Advice

	Current or previous diagnosis of bipolar disorder, eating disorder, schizophrenia, schizoaffective disorder or severe depression previously under the care of a secondary care mental health team and planning pregnancy
	
	Refer to Perinatal CMHT – pre-conceptual advice 

	Pregnancy

	Depression and anxiety disorders including, OCD, generalised anxiety, health anxiety, social phobia, panic disorder and agoraphobia in the absence of intent to harm self. 
	
	Refer to First Step Services/ GP

	Family history of bipolar disorder in first degree relative
	
	In absence of personal illness, ensure close monitoring by maternity and GP

	Depression or anxiety where first line interventions in primary care have been attempted and were unsuccessful in the absence of intent to harm self 
	
	Refer to First Step

	Drug or alcohol misuse in absence of primary mental health difficulties
	
	Refer to substance misuse services

	Previous under care of psychiatrist or secondary mental health team
	
	Discuss with Perinatal Duty Worker

	Previous inpatient mental health care/ patients discharged from Mother and Baby unit
	
	Refer to Perinatal CMHT

	Require specialist prescribing advice for psychiatric medications (eg Antipsychotic medication)
	
	Refer to Perinatal CMHT

	Pre-existing bipolar disorder, schizophrenia, postpartum psychosis or other psychotic illness
	
	Refer to Perinatal CMHT

	Current Suicidal ideation or self- harming behaviours 
	
	Refer to Perinatal CMHT / liaise with Duty Worker

	Postpartum

	Depression and anxiety disorders including, OCD, generalised anxiety, health anxiety, social phobia, panic disorder and agoraphobia in the absence of intent to harm self.
	
	Refer to IAPT Services/ GP

	Depression or anxiety where first line interventions in primary care have been attempted and were unsuccessful
	
	Refer to IAPT Service 

	Postpartum psychosis or other psychotic illness
	
	Refer to Perinatal CMHT

	Breastfeeding mothers who require specialist prescribing advice
	
	Refer to Perinatal CMHT

	Maternal mental health impacting on mother and baby bonding
	
	Refer to Perinatal CMHT

	Patients discharged from Mother and Baby unit
	
	Refer to Perinatal CMHT

	Current self-harming behaviours or regular thoughts of suicide 
	
	Refer to Perinatal CMHT / Liaise with Duty worker 


	ANTENATAL

	Weeks’ gestation:
	

	Planned pregnancy
	YES / NO (please delete as appropriate)

	Obstetrician:
	

	PREGNANCY LOSS

	Date:
	

	Details:
	

	Previous loss: 
	YES/NO (please delete as appropriate)

	POST NATAL

	Names of Children
	Date of Birth
	Names & addresses of other persons with parental responsibility:

	
	
	

	Number of listening visits from Health Visitor? 
	


	Current and presenting mental health difficulties and needs including duration of difficulties:

	

	Previous psychiatric history:

	

	Concerns relating to care of child/children (including current and previous social services’ involvement)

	

	Has client been prescribed medication: (please include all medications and dates)

	

	Is the patient breastfeeding? YES/NO (please delete as appropriate)

	Significant physical history:

	

	Brief social history (including social networks and supports)

	

	Safety issues

	Is the patient agreeable to being seen at home? YES/NO (please delete as appropriate)
If so, are there any issues (past or present) related to staff safety as regards visiting the patient at their home address:



	REFERRER DETAILS:

	Referrer’s name and Profession:

	Address and postcode:





	Telephone no./email address:

	Date of referral:


Tel: (01228) 602099 
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www.cntw.nhs.uk

