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REFERRAL FORM FOR ANXIETY WITH AN AUTISM DIAGNOSIS GROUP SESSIONS

	
	Has the client consented to the information being shared for the purposes of providing healthcare and do they understand that this information is subject to being handled confidentially in accordance with the General Data Protection Regulations and the NHS Code of Practice?

	
	YES

	Proceed to complete this referral form

	
	NO
	If the client withholds their consent to information sharing then Nottinghamshire Talking Therapies are unable to accept this referral





	Date of Referral:
	

	Referrer Information

	Referrer Name
	
	Referring Organisation Address
	

	Referrer Role
	
	Referring Organisation Postcode
	

	Referrer Telephone No.
	
	Referrer Email Address
	

	Client’s GP Information

	GP Name (if different from above)
	
	GP Address
	

	GP Surgery
	
	GP Telephone No.
	

	Client Information

	Client Name
	
	Client Date of Birth
	

	Client Address 1
Client Address 2
Town/City
	
	Client NHS Number
	

	Client Postcode
	
	Can we write to address?
	Yes/No

	Client Mobile No.
	
	Able to leave message?
	Yes/No

	Client Home No.
	
	Able to leave message?
	Yes/No

	Client Email Address
	
	Can we write to email?
	Yes/No




	Referral Information 

	


















	Risk to Self/ Others /Healthcare Professionals? (if yes please specify)
	
Yes/No



	Special considerations? (Interpreter required? Disability?)
	
Yes/No


	Is the client engaged with/referred to any other Mental Health Services? (if yes please specify)
	
Yes/No



	Does the client have a diagnosis of autism?
	Yes/No

	Is the client aware of what Talking Therapies involve?
	
Yes/No





Please send the form to our confidential email address : martha.highton@notts-talk.co.uk 
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