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Perinatal Mental Health Team 
Professional Referral Form

This form is to be used for antenatal, postnatal and preconception referrals from professionals.

Please email completed referrals to PerinatalReferrals@cpft.nhs.uk 
	Details of referrer	
(Please print legibly. We cannot accept referrals without referrer details)
	Patient details / sticker
	

	Name:

	Name:

	Profession:

	DOB:

	Address:




	Address:


	Phone number:

	Most up to date mobile number: (Essential as all referrals receive telephone triage): 


Consent to receive text reminder on the mobile number: 

☐     Yes                                          ☐         No   

Consent to leave voicemail messages on 
mobile or landline:
☐      Yes                                         ☐         No

	Email Address: 

	Email Address: 


	Date of referral:

	GP Details:



	Date patient last seen? 

	NHS Number:

	☐ Urgent           ☐ Routine
                
☐ Antenatal      ☐ Postnatal    ☐ Preconception
	Nationality:


	
	Ethnicity:



	Patient consent to referral to Perinatal Service:

☐      Yes                                         ☐         No
	Religion: 

	
	Gender Identity: 



	
As part of our assessment process, we discuss referrals with the NHS Talking Therapies service. 

If we agree they could offer you a service, we can pass your referral to the NHS Talking Therapies service. We would then write to you to advise. Do you consent to us passing on your referral if appropriate?

☐ Yes                                   ☐ No

It is helpful for us to have access to your health records from other services (such as your GP and Health Visitor) in order to best understand your needs. Do you consent to us accessing these records?

☐ Yes                                    ☐ No

It is also helpful for us to be able to share our notes on your care with other services (such as your GP and Health Visitor). Do you consent to us sharing your records?

☐ Yes                                     ☐ No



	
What are the concerns about the patient’s mental health? (Please tick all relevant boxes)

	Severe depression	☐
	
Bipolar Disorder                                             ☐

	Severe anxiety disorder	☐
	Schizophrenia/schizoaffective disorder       ☐

	Obsessive Compulsive Disorder	☐
	Postpartum psychosis                                   ☐

	PTSD including birth trauma               ☐        	
	Personality disorder                                       ☐

	Severe Eating disorder                        ☐
	 Other                                                                 ☐

	 Other (please provide details):












	Are these problems:	Current ☐	Previous ☐	Both ☐



	[bookmark: _Hlk534715574]In order to assess suitability for our service, we require information on: 
· Current mental health symptoms
· Level of impact on their life and ability to function and/or parent
· What the relationship with their baby or developing baby is like, 
· If this is a new or continuing difficulty. 
Please provide as much information as you can otherwise, we may need to contact you or send back the referral form for more information which creates additional delay for the patient. Thank you.















	For Antenatal Referrals
	For Postnatal Referrals:

	Hospital baby to be delivered in:
	Date of birth of baby:

	Expected date of delivery:
	Where was baby born:

	Current gestation:
	Mode of delivery:

	Number of previous:
Pregnancies:          Miscarriage:          TOP:               
	Number of other children:

	Father/Partner (if the patient would like them included):



	Children: (include full names & DOB’s)

	First name:
	Surname:
	Sex:
	DOB:
	Where living:
	Who with:

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	








































	[bookmark: _Hlk534641293]
Risk Assessment (Please tick all relevant boxes)

	Type of Harm
	   Current
	[bookmark: _Hlk534640358]Past

	Harm to Self
	☐	☐
	Harm to Others (including unborn and children)
	☐	☐
	Self-Neglect
	☐	☐
	Exploitation or vulnerability
	☐	☐
	Forensic History
	☐	☐
	Alcohol or substance abuse

	☐	☐
	Please provide details: 

















	Are they currently open to a mental health team?
Yes ☐     No ☐


	If so details:





	Have there been any other previous mental health problems, including in the perinatal period? 
Yes ☐     No ☐



	If so details:






	Have Children’s Social Services been involved?

Currently  ☐   Previously ☐  Both  ☐


	If so details:






	Are there current concerns about physical health?
Yes ☐     No ☐



	If so details: 






	Are there any current concerns about social situation? 
Yes ☐     No ☐



	If so details:






	Is the woman on any psychiatric medication? (please send the referral as urgent if a patient is pregnant and on Sodium Valproate)
Yes ☐     No ☐

	If so details:



	








	Accessing the service: how we can make our service accessible to everyone 

It may be harder for some people to access the service due to protected characteristics such as ethnicity, gender etc. and/or multiple disadvantage such as homelessness, alcohol or substance use, domestic violence or contact with the criminal justice system). Please indicate below how we can support this person to engage with the PMHT.  


	Would the patient require an interpreter to better access the appointment?  

☐      Yes                                         ☐         No


	If yes, Language Spoken:


Does this patient have a preferred interpreter?

	Does the patient:
Have a disability  ☐

Have additional literacy needs?   ☐ 
	If you have ticked any of the boxes on the left, please provide more detail here:




	Would the patient prefer to have the assessment with a current trusted person present?
	☐      Yes                                         ☐         No
If yes, contact for trusted person:

Relationship to trusted person:


	An information pack is sent out prior to assessment. Please consider whether this may be overwhelming or off putting for your client. 

Please indicate if this should be sent or not. 
	☐      Do not send the information pack                                     
☐      Send information pack but support needed

If support is needed, please detail what may be helpful e.g., they will require an easy read version.





	Would this patient prefer to have their assessment in a non-clinical setting? If so, please indicate where: 

	Home ☐
Room in the community or Children’s Centre ☐
Local religious setting e.g., Mosque or church ☐

Other: 


	Is there anything else we need to do to help this person access the service?
	










	
Please email completed referrals to PerinatalReferrals@cpft.nhs.uk 
To discuss referrals please call the team on 0800 952 0060: We operate a duty system from 09:00 – 17 00 every weekday. 
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