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ADULT ADHD REFERRAL FORM
	THIS FORM IS TO BE COMPLETED BY THE PATIENT'S GP ONLY. PATIENT CANNOT REFER THEMSELVES DIRECTLY.
This form can also be emailed to: RTC@atrommindcare.com
Mandatory fields are marked with *

	REFERRAL DATE*
	

	PATIENT DETAILS 

	NHS Number*:
	
	First Name*:
	

	Date of Birth*:
	
	Surname*:
	

	Full postal address:
	



	Preferred telephone number:
	
	Second telephone number:
	

	Gender:
	
	Ethnicity:
	

	Email*:
	
	
	

	REFERRER DETAILS 

	Please note, your email address must be on an NHS domain (e.g. nhs.net).

	Referrer Name*:
	

	Referrer Address:
	


	Organisation:
	

	Referrer’s ICB name*:
	

	Referrer’s Practice Code*:
	

	Role in organisation:
	

	Contact Number(s):
	
	Email*: 
	

	[bookmark: _Hlk192695412]Has the patient consented to this referral*?
|_| Yes     |_| No
	Has patient consented to sharing their record data*?
|_| Yes     |_| No

	Any language barriers?
	|_| Yes     |_| No
	If yes, please give details as to what and how we could adjust for these: 


	GP DETAILS (If not referrer)

	GP Name:
	


	GP Address:
	


	GP’s ICB name
	

	GP’s Practice Code
	

	Contact Number(s):
	
	Email:
	

	REASONS FOR REFERRAL

	Please provide a summary of the symptoms indicative of ADHD, including how this is significantly affecting their activities of daily living and quality of life.
Additionally, mention any associated mental health, neurodevelopmental conditions, or substance abuse issues including overdose and suicidal risks/attempts.


	ADHD Diagnosis previously made*?        |_| Yes – Date:                                      |_| No
Patient currently on ADHD medication*?  |_| Yes                                                  |_| No

	GOAL(S) OF REFERRAL

	Take into consideration both the assessment and the potential for sustained treatment



	SUMMARY OF RISK 

	|_|     Suicide
	|_|     Self harm/ Risk taking behaviours
	|_|     Self neglect

	|_|     Safeguarding
	|_|     Risk to others / violent behaviour
	|_|     Alcohol /Substance misuse

	|_|     No identified risk
	
	

	Details/Other:



	Current/previous history of domestic abuse/violence?   |_| Yes                                   |_| No

	Any children (living with patient) aged under 18 years? |_| Yes                                   |_| No

	Currently pregnant or up to 2 years post-partum?          |_| Yes                                   |_| No

	Subject to Leaving Care Provisions?                              |_| Yes                                   |_| No

	RELEVANT MEDICAL, PSYCHIATRIC OR FORENSIC HISTORY

	




	MEDICATIONS, ALLERGIES & MONITORING

	Acute Medication (in the last 1 month)

	Start Date
	Drug Name
	Dose

	
	
	

	
	
	

	
	
	

	Repeat Medication 

	Drug Name
	
Dose

	
Last issued


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Allergies & Sensitivities 

	


	Monitoring

	Parameters
	Date Last Measured
	Result/Remark

	Blood pressure
	
	

	Pulse
	
	

	Height
	
	

	Weight
	
	

	Blood Test
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