REFERRAL FORM

	                                                                   G.P Details:
Date:

Name:

Practice:

Tel No:
E-mail address:



	PATIENT INFORMATION:
Name:

Address:

Tel No:
E-mail address:

Can we contact the patient on this number?
YES/NO

Does this patient wish to have treatment through private medical insurance?
YES/NO

If YES - please tick a)  if No please tick b)

Referral to:
(
a)
Consultant Psychiatrist  (for Medical Insurance reasons only)

(
b)
Psychological Therapist
If you have ticked a) please tell us the name of the Insurance Company:

Is your patient currently being treated in Psychiatric Services?
YES/NO

If YES can you tell us what the diagnosis is and something about the history of the psychiatric illness?

Is your patient taking medication for psychological problems?

If YES can you tell us what this medication is and how long your patient has been taking it?



	Please tell us what are the problems/symptoms your patient requires help with. (Please use the reverse of this form or a continuation sheet, to include any information you think may be of help to us when deciding what type of therapy would be suitable).




Please send this form to:
Private and Confidential - Referral

The Rooms (Cheshire) Limited

7a London Road South, Poynton, Cheshire, SK12 1JX
Or email to:

enquiries@theroomscheshire.co.uk   









