[image: image1.png]The London Borough of
Q Barking & Dagenham





[image: image2.png]The London Borough of
Q Barking & Dagenham




   







North East London          


Mental Health NHS Trust

Barking & Dagenham

Older People’s Mental Health Services

Referral Form

Older People’s CMHT

Broad Street Centre

Morland Road

Dagenham

Essex RM10 9HU

Tel: 0844 600 1016
Fax: 0844 493 0206

	NAME:






DOB:

ADDRESS:









POSTCODE:

TEL:

Ethnicity:




Preferred Language:

Living alone (   Living with…………………………………………………………..

Is patient aware of referral? Yes( No( If not, is next of kin aware? Yes( No(


	NEXT OF KIN:





RELATIONSHIP:

ADDRESS (if different from patient):

TEL (Home/Work/Mobile):


	REFERRED BY:





DATE:

ADDRESS:









POSTCODE:

TEL:







FAX:

Priority:   Urgent (   Routine (


	GP (if different from referrer):

ADDRESS:









POSTCODE:

TEL:







FAX:

Is GP aware of referral?   Yes (   No (
Date last seen by GP:

	PATIENT’S NAME:


	REASON FOR REFERRAL:

(Current problem, Duration of symptoms, Any treatment tried)

If referral is for suspected dementia, what is(are) the main concern(s)?

Memory  (     Activities of Daily Living  (     Behaviour  (     Other  (


	PAST MEDICAL HISTORY & CURRENT PHYSICAL HEALTH STATUS:

(Including Any acute event, eg. Infection, CVA/TIA)




	RESULTS OF RECENT INVESTIGATIONS:

(MSU, FBC, U&E, LFT, TFT, Ca2+, ESR, B12, Folate, Glucose, Cholesterol, Other)




	CURRENT MEDICATION:




	AGENCIES CURRENTLY INVOLVED:

(eg. Social Services)




	Signed…………………………………… 


Date:

Name:                                                                   
Title:


� EMBED PBrush  ���
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