

Aspire Referral Form

This referral form is for external professionals. Colleagues at Leeds and York Partnership NHS Foundation Trust (LYPFT) can make a referral through CareDirector. Please email completed referral forms to the Aspire Duty Desk.

If you are referring yourself, or a friend or family member, and would prefer to do this by phone, please contact the Aspire Duty Team on 0113 200 9170, Monday to Friday between 9am – 5pm.

Aspire aims to reach an outcome within 14 days of receiving a referral. Aspire is not a crisis service. If the person being referred needs urgent support, please use NHS 111. Call 111 and select option 2 for mental health, or visit NHS 111 online. 

If you are unsure whether Aspire is the right service, we encourage you to contact our Duty Team for advice.

To be accepted, the person being referred must:
· Be aged 14 to 65. 
· Consent to the referral.
· Not have received previous treatment for psychosis, unless this was within the last 12 months.
· Be registered with a Leeds GP or living in Leeds.

Please note: If the person being referred does not consent to a referral, but you believe a referral would be in their best interests, please contact our Duty Team to discuss and agree a plan.
Service user details

Type of referral	Choose an option.
Date of referral	Click or tap here to enter text.
Service user’s surname	Click or tap here to enter text.
Service user’s first name	Click or tap here to enter text.
Gender	Choose an option.
Please self-describe the service user’s gender	Click or tap here to enter text.
Is your gender identity the same as your assigned gender at birth?	Choose an option.
Service user’s address, including town, county and postcode	Click or tap here to enter text.
Service user’s email address	Click or tap here to enter text.
Service user’s telephone number	Click or tap here to enter text.
Is there anybody we can contact if we are unable to get hold of the service user? If so, please state who and provide contact number.	Click or tap here to enter text.
Service user’s date of birth	Click or tap here to enter text.
Service user’s NHS number	Click or tap here to enter text.
Service user’s GP surgery	Click or tap here to enter text.
Has the service user ever served in the UK armed forces?	Choose an option.
Does the service user have any children under the age of 18?	Choose an option.
Is the service user an expectant parent?	Choose an option.


Referrer details

Only fill this section in if you are making a referral on behalf of someone else, either as a healthcare professional or family member or carer. Please note: if the person being referred does not consent to a referral, but you feel a referral would be in their best interests please contact our Duty team to discuss and agree a plan.

Referrer’s name	Click or tap here to enter text.
Profession or family or carer relationship to the service user	Click or tap here to enter text.
Referrer’s address	Click or tap here to enter text.
Referrer’s email	Click or tap here to enter text.
Does the service user fully consent to the referral? 	Choose an option.
Is the service user aware of the information within this referral form?	Choose an option.	 

Referral details

All information below is required for the service to assess the appropriateness of the referral. If the experiences listed below are relevant for the service user, please include the following additional information:
· Describe the nature of the experience.
· Describe the impact of the experience on the service user (does it cause distress or impact on daily functioning?)
· State when the experience started and how often this is happening.

Please outline any previous or current mental health diagnoses and treatment. Include information regarding diagnoses, medications, therapies, hospital admissions. Has anyone in the service user’s family been treated for psychosis or bipolar disorder before? If so, please state which family member this was, for example mum, brother, auntie.	Click or tap here to enter text.
Is the service user hearing, seeing or feeling anything unusual? 	Click or tap here to enter text.
Does the service user feel that others are out to get them or harm them? Do they feel targeted by others, or worry that they are being monitored or followed? 	Click or tap here to enter text.
Does the service user have any ideas or beliefs that other people find unusual? For example, beliefs that the service user has special powers or that they are especially important.	Click or tap here to enter text.
Does the service user have any other unusual experiences? For example, receiving messages from unusual places, having religious experiences which are not typical for the service user, making unusual connections between things. 	Click or tap here to enter text.
Have there been any changes in the service user’s ability to think, concentrate or communicate? If so, please provide more detail around this.	Click or tap here to enter text.
Have there been any changes to the service user’s daily functioning? For example, changes to sleep, relationships, activity levels, attendance at work/school/college.	Click or tap here to enter text.
Please describe any other changes or concerns regarding the service user’s mental health not already mentioned above.	Click or tap here to enter text.
Please describe any known risks. Please include any safeguarding concerns. For example, harm to self or others, self-neglect, aggression.	Click or tap here to enter text.
Does the service user use any drugs or alcohol? If so, please provide information regarding frequency of use, and outline whether use or withdrawal from drugs/alcohol impacts on the experiences described above.	Click or tap here to enter text.


Service user requirements

If the service user has a health passport or hospital passport, please attach a copy with the referral form.

Does the service user have any diagnosed or suspected neurodevelopmental conditions:	Autism ☐	ADHD ☐	Dyslexia ☐	Dyspraxia ☐	Hearing impaired/deaf ☐	Learning Disability ☐  	Learning disability (also known as intellectual disability) is characterised by significantly reduced intellectual functioning and significantly reduced ability to manage everyday life independently. This is different from a specific learning difficulty (for example dyslexia, dyspraxia or dyscalculia), which does not affect overall intellectual functioning. If learning disability is present, please indicate severity, if known. Choose an option.	Visually impaired/blind ☐	Other, please specify in the box below ☐
Please specify other conditions.	Click or tap here to enter text.
Is the service user pregnant?	Choose an option.
Does the service user have any additional needs or require any reasonable adjustments in these areas.	Mobility, for example does the service user use a wheelchair? ☐	Sensory, for example do you need dim lights? ☐	Communication, for example do you need information in easy read, braille, or British Sign Language? ☐	Interpreter, if yes, which language? Please let us know in the box below. ☐	Other, for example, do you need someone to come to the appointments with you? Please let us know what other requirements you need in the box below. ☐
Please describe any other additional needs or reasonable adjustments. 	Click or tap here to enter text.
Does the service user have a carer?	Choose an option.
If yes, please provide the carer’s name. 	Click or tap here to enter text.
If yes, please provide the carer’s relationship to the service user. 	Click or tap here to enter text.
Appointment location. Would the service user prefer to have an initial appointment at the Aspire office (Armley Court, LS12 2LB) or at home? If another location would be preferable, for example a GP Surgery, please specify.  	Click or tap here to enter text.
Contact preferences. We will normally contact the service user by phone. Occasionally we may contact by letter or text message. Please tell use which methods of communication the service user prefers.	Telephone: Choose an option.	Email: Choose an option.	Letter: Choose an option.	Text message: Choose an option.	Leaving a voice mail: Choose an option.
Research. We sometimes invite service users to take part in research. Please let us know their preference about whether they would like to hear about research opportunities after they are discharged from the service.	Choose an option.


Equality and inclusion information
We would be grateful if you could please provide us with the following information. By doing this you are helping us to monitor the uptake of or services and aid the planning process to ensure that a culturally competent service is provided to our patients. Personal data about you is not shared with anybody not directly involved in your care.

Service user’s ethnicity	Choose an option.
Please specify the ethnicity if not included above	Click or tap here to enter text.
Service user’s religion	Choose an option.
Please specify the religion if not included above	Click or tap here to enter text.
Service user’s marital status	Choose an option.
Service user’s living status	Choose an option.
Service user’s employment status	Choose an option.
Service user’s sexuality	Choose an option.
Please specify the sexual orientation if not included above	Click or tap here to enter text.

Next of kin information

Service user’s next of kin’s name	Click or tap here to enter text.
Service user’s next of kin’s address	Click or tap here to enter text.
Service user’s next of kin’s landline	Click or tap here to enter text.
Service user’s next of kin’s mobile	Click or tap here to enter text.
Service user’s next of kin’s relationship type	Choose an option.
Please specify relationship type if other	Click or tap here to enter text.
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