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[bookmark: _Hlk174709579][bookmark: _Hlk174709566]Referral to Acute/PICU Service

Service Required:		
Men 		☐			Women	☐
Acute		☐			PICU		☐		

	Patient details

	Patient Name
	
	Date of Birth
	

	Gender/M/F/NB/transitioning
	
	NHS Number
	

	Ethnicity
	
	Nearest Relative/ NOK (relationship status)
	

	First Language
	
	Interpreter required?
	Yes   ☐       No    ☐

	Current address
	
	Home phone number
	

	
	
	Mobile phone number
	

	 Registered GP’s Full Name
	
	Registered GP’s Address & Telephone number
	

	Patient’s current location
	
	Are they previously known to mental health services and diagnosis
	

	Name and contact for the Care Coordinator
	



	[bookmark: _Hlk174717736]Legal Needs 
(If detained, please send copy of section papers)

	Current legal status 
	
	If informal, have they had a MHA assessment?
	Yes    ☐        No   ☐

	Date of section
	Click here to enter a date.
	Are there any safeguarding children or adult alerts?
	Yes   ☐         No   ☐

	Has the patient served in the armed forces?
	Yes   ☐         No    ☐
	Is the patient currently involved in the criminal justice system?
	Yes   ☐         No   ☐



	Clinical Information to Support Referral

	Give a summary of the patient’s condition, include the purpose of admission and any antecedents to referral. 







	Supporting Information for Referral 

	Past psychiatric and recent clinical notes 
Current Risk assessment 
MHA Documentation
If available -blood results, ECG
Medication chart or prescription if not current inpatient

	What are the discharge plans? 






	Physical Health Needs 


	Any immediate physical health concerns:


	Describe any physical health needs: Include long term conditions, mobility, special equipment required (eg: CPAP), routine blood tests. Any continuous medication required eg: Clozaril, PREP, methadone, insulin, inhalers, chemotherapy





	When were they last seen by a Dr  
	
	Are they fit to travel
	

	Is patient actively withdrawing from Drugs or Alcohol? Is detoxification required?
	
	Smoking/vape/NRT/ status
	





	
Important Note

	The assessment of suitability is based on the accuracy of the referral information provided to us.  It is important to provide all recent information with no omissions. To provide safe and appropriate care we undertake dynamic risk assessments.  If the condition or presentation of the person changes between referral and admission, it is important to inform us. If we need further information after admission, you agree to send it to us.

	Sign below to confirm you understand and agree 
	Name 
	Designation
	Date and Time

	


	
	
	




	Referrer and Commissioner Details

	Name of Clinician completing form
	
	Designation
	

	Contact details 
(phone number & email address)
	
	Referrer organisation address & postcode 
	

	Name of Lead Clinician
	
	Designation
	

	Name of person authorised to agree funding 
	
	Date and time funding agreed 
	




	Referral Monitoring

	Date of referral
	
	Time of referral
	

	Name of service and ward referring to
	
	Proposed admission date 
	

	Time all info received  
	        
	Time sent to site
	

	Time response received 
	
	Time referrer informed
	

	Bed offered  
	[bookmark: _Hlk174716517]Yes   ☐        No   ☐
	If no, record rejection reason 
	

	Name & Designation of assessor (EHC)
	




Please send the completed form to: referrals@elysiumhealthcare.co.uk or elys.referrals@nhs.net


Patient Referral Service – Freephone: 0800 218 2398 – 24hrs a day
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