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Ealing Primary Care Mental Health & Wellbeing Service

Referral Form

Date of referral (d/m/y):
Patient name:  ________________________________​​​___________ D.O.B. _______________
NHS number:  _____________________________________________ M/F     _____________
Address:          _________________________________________________________________
                         ______________________________________________________________​​​___
Patient tel:                                         Mobile:                                          Email:

First language:_________________________            Ethnicity:___________________​​​______
Is an interpreter required?   Yes              No             If yes, please specify which language: 
                                                                                       __________________________________    


Disability:                                Yes             No            
Referrer name: __________________________________________________________________
Contact tel: ____________________________   Email:__________________________________
Referrer address and practice stamp:________________________________________________
________________________________________________________________________________

Main presenting problem(s): please tick as appropriate 

	Panic disorder 
	    Health anxiety 
	 Alcohol/drug abuse

	Panic disorder with agoraphobia 
	    Carer issues 
	 Self-image/self-esteem

	Generalised anxiety disorder (GAD) 
	    Coping with illness/chronic

      conditions
	 Sexual issues

	Depression 
	    Sexual/physical abuse
	 Eating disorder

	Obsessive-compulsive disorder 
	    Stress or work-related issues 
	 Housing/social problems

	Social phobia disorder 
	    Relationship/family 
	 Refugee/dislocation issues

	Specific phobia 
	    Anger 
	 Complex bereavement

	Post-traumatic stress disorder 
	
	


Risk assessment: (please circle)                                        
Suicide:                         Low/Medium/High                         

Violence to others:       Low/Medium/High  

Drug/alcohol issues:    Low/Medium/High                  

Please include:    PHQ-9 depression score:  _____         GAD-7 anxiety score:   _____ 
Further details of presenting problem e.g. onset, duration, frequency. Please also include details of relevant family/relationship issues and any current medication
Previous psychological/psychiatric history. Please specify services currently or recently involved with
 this patient, including contact details where possible. 

Detail any specific concerns or expectations you have about this referral,  including 
your practitioner preference (please circle): 

Graduate MHW 
Gateway Worker 
Psychotherapist/Counsellor 

CBT Therapist
   Vocational Advisor 

(self-help for panic/ GAD
(signposting, advice,                 (brief psychological interventions)

(depression/anxiety 
(return to work/volunteering) 


and depression) 
referral mod-severe MH issues)

                                                        not suitable for self-help)

……………………………………………………………………………………………..

……………………………………………………………………………………………..

To discuss any particular concerns, please contact Yvette Crompton, Team Leader on:
Tel: 020 8383 6029/6006   Email: y.crompton@nhs.net
Please return/fax referral to: Yvette Crompton, Team Leader, The Broadway Health Centre, 
71-73 The Broadway, Southall, Middx, UB1 1LA.    Fax: 020 8383 6036


The patient has consented to sharing information and has agreed to this referral (please tick)      

