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	SINGLE POINT OF ACCESS REFERRAL FORM

RESPONSE TIME REQUIRED 

For SAME DAY response and URGENT referrals to SPA/CRISS you should call 0800 183 1485. 

Please do give this number to patients who require it.
If not same day, please specify ONE appropriate service and email completed form to referral.lypft@nhs.net:    
CMHT referral within 14 days
OPS CMHT (65+) referral within 14 days
Memory Services
Care Homes Team
FOR SERVICE DESCRIPTION see Glossary of Services hyperlink below for details:
https://www.leedsandyorkpft.nhs.uk/our-services/
Mental Health Act assessment (Urgent) - To contact AMHPs 

Direct (In working hours): 0113 5350002 

EDT Direct (Out of hours): 07712 106 378
Referrals to Leeds Mental Health Wellbeing Service should be sent directly to that service via:
0113 843 4388 or email leeds.mws@nhs.net
Please see link below for further information:
https://www.leedscommunityhealthcare.nhs.uk/our-services-a-z/leeds-mental-wellbeing-service/home/  

All GP referrals should include patient consent to view electronic Summary Care Record  (Yes/No)
PERSON REFERRED:                                       
DATE OF REFERRAL ……………………………
Name:

D.O.B

Address: 

Contact details:
Current address if different from above:

NHS Number:

Language preferred:

Communication requirements;
Gender:

Ethnicity:

NEXT OF KIN DETAILS:

Name:

Relationship:

Address:

Contact details:

Children (under18yr)

Y/N

Names /D.O.B

Address if different from above

School/Nursery 

GP DETAILS:

Name:

Surgery Address:

Contact details:

Tel:

Fax:

E-mail:

REFERRER DETAILS (if different from GP)
Name:

Address:

Contact number/e-mail:

REFERRAL DESCRIPTION (This box will expand with text)

Please indicate why secondary mental health services are required and what interventions are necessary? Please include nature of problems and current circumstances e.g. behaviour, mood, psychotic symptoms, reported or perceived risks (to self, from self, to others, children) and medication, include any significant others and their concerns.
Are they a parent? Do they have Parental Responsibility? 
Is there a young carer in the family?
CONTACTING THE PATIENT (This box will expand with text)
May we telephone the patient on their mobile or send a text?    ………….          

If no, please specify alternative contact preferred      ………………………
REFERRERS (This box will expand with text)
What would you like us to do if we cannot get hold of this person?
Is this person aware of this referral? Yes/No (delete as appropriate)
Does this person agree to this referral? Yes/No (delete as appropriate)
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