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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.
	Details of referrer	
(Please print legibly. We cannot accept referrals without referrer details)
	Patient details / sticker
	

	Name:

	Name:

	Profession:

	DOB:

	Address:




	Address:


	Phone number:

	Phone Number: (Essential as all referrals receive telephone triage):


	Email ID: 

	Email ID: 


	
	GP Details:

	Date of referral:
	NHS Number:

	☐ Urgent            ☐ Routine
                
 ☐ Antenatal    ☐ Postnatal    ☐ Preconception
	Interpreter required?  Yes   No . 

If yes, Language Spoken:

	Date patient last seen? 

	Nationality:

Ethnicity:





	
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 incl Birth Trauma                       	☐
	Personality disorder                                      ☐

	Severe Eating disorder                        ☐
	 Other                                                               ☐


	Other (please provide details):





	Are these problems:	Current ☐	Previous ☐	Both ☐



	[bookmark: _Hlk534715574]Please provide details: 







	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:       
Live:         
	Number of other children:

	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:

	



	


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 14 00 – 17 00 every weekday. 
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