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Psychological Therapy Referral Form
Telephone 4478                          

	Referral Date: 
	Department:


	QVH Consultant  
	Patient Consent

      Yes   /  No

	Patient Details: Use Label
V No:___________________   D.O.B______________


Name________________________________          

Address _____________________________________

_____________________________________________

 ____________________________________________

Contact number: ______________________________
	Level of Concern 

Routine visit when staff are available

See as soon as possible

See immediately (if staff are available)                                    

	
	GP Name: _________________________________

Address: __________________________________

__________________________________________

Contact number: ___________________________



	Reason for Inpatient/Outpatient Treatment


	Reason for psychological therapy referral: 


	Referrers Name/Job title 

	Contact Number


	To be completed by Department of Psychological Therapy
	Episode Number
	
	LOC

	Referral Information
	Assessment Date
	Therapist

	RC


	D1


	D2
	MH
	PR

	Tx D/A


	SI


	SA


	
	

	
	
	
	
	Y/N
	Y/N
	Y/N
	Y/N
	
	

	If relevant mental health worker contact details



	 Treatment Plan tick all relevant boxes
	Frequency of visits

	AM
	Ad

 I
	Ax


	BI


	CB

  
	CM
	D
	DM
	DP
	NE
	O


	PC


	PD


	PE


	RS


	 SS


	TR


	WM


	Mon - Fri
	x2
	 x3 
	wkly


	On

request

	Discharge Plan 
	Discharge Date
	Therapist

	CD


	DL


	FIS


	JC


	NFA


	OR


	SOPS


	SWI


	WLA


	
	

	Database information
	If relevant

	D

	I

	PNA


	 RS


	TDC


	Risk

Score
	SLA

ref
	Date of

SLA visit
	DC


	IMH

	TDC


	Discharge

Plan

	
	
	
	
	
	
	
	
	
	
	
	


Continuation Sheet

V Number



Name


Date & Time      Code
Notes & Signature
M  / F








