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Edinburgh Older Peoples’ Service 
Referral form
(Please note, this form is to be used by services who do not use SCI Gateway. If you do use SCI Gateway to make referrals, please refer to the Older Peoples service using the “Psychiatry of Old age- Edinburgh North & South” protocol based referral)

The Older Peoples’ services in the North & South of Edinburgh operate a single point of referral. All referrals should be sent to the appropriate single point:

North Edinburgh Single point of referral: NorthTeamReferrals@nhslothian.scot.nhs.uk
South Edinburgh Single point of referral: SouthTeamReferrals@nhslothian.scot.nhs.uk
PLEASE NOTE:

Emergencies

Where the patient requires to be seen as an emergency on the same day between 9am-5pm please contact the appropriate sector consultant or Team Leader:

North Edinburgh Team: 0131 446 4609

South Edinburgh Team: 0131 537 6616

Urgent referrals

Where a referral is deemed urgent (i.e. is required to be seen within 5  working days), the appropriate sector consultant or Team Leader must be contacted by phone to discuss prior to referral being sent:

North Edinburgh Team:  0131 446 4609

South Edinburgh Team:  0131 537 6616

Completing the referral

It is important that the referral form is completed as fully as possible in order that appropriate triage can be undertaken for the person. Any referrals not fully completed may be returned to the referrer.

Blood screening

Please ensure that any recent blood screening results are included in the referral (including FBC, U&Es, LFTS, TFTS, glucose, calcium & phosphate, vitamin B12 & folate)

Referral Form

Edinburgh Older People’s Mental Health Service 
1. Patient Details:
	CHI Number Date of Birth
	     


	Surname
	     


	Forename
	     


	Title
	     


	Address
	     


	Post Code
	     


	Phone Number
	     


	Mobile Number
	     


	Sex
	Male  FORMCHECKBOX 
     Female FORMCHECKBOX 
 


2. Referrer’s Details

	Name
	     


	Care Home / Service
	     


	Address
	     


	Post Code
	     


	Phone Number
	     


	e mail
	     


3. GP’s Details

	Name
	     


	GP Practice
	     


	Address
	     


	Post Code
	     


	Phone Number
	     


Please indicate if any of the following apply currently:

Mental Health Act  FORMCHECKBOX 
    Vulnerable adult  FORMCHECKBOX 
    Adults with Incapacity Act  FORMCHECKBOX 
     Power of Attorney  FORMCHECKBOX 

If any apply please give brief details below:
	     



4. Presenting problem 

(Please detail the presenting problem including history, nature, severity and duration of current problems) 
	     



5. Reason for Referral

	     



*where the referral concerns cognitive impairment / suspected dementia please ensure the following blood tests and the result of a basic cognitive test ( see number 11 below), are included with the referral:

FBC, U & Es, TFTS, LFTS, glucose, calcium & phosphate, vitamin B12 & folate
**Assessment for cognitive impairment / suspected dementia is normally undertaken at a clinic and we require the patient to be accompanied by their spouse, main relative or carer.
Please indicate whether the patient will be able to attend a clinic with a relevant person:   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 
6. Main carer or nearest contact

Please detail name & contact number of main carer or nearest contact:
	     
Should this person be contacted in the first instance?         Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 



7. Other care providers (Please detail involvement of any other care providers e.g. Social Worker, Homecare)

	     



8. Interventions / treatment

(Please detail any interventions / treatment received to date for current problem) 
	     



Group therapy

Would the patient consider participating in group therapy if appropriate?  
Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
   Don’t Know     FORMCHECKBOX 

9. Past psychiatric and psychological problems

(Please detail past psychiatric & psychological problems and any previous interventions / treatments)
	      




10. Social situation (Details of family and current social circumstances)
	     



11. Past Medical history / Family history (pre-existing conditions, past procedures, family history/conditions)

	     



12. Current Medications:

	     


Please detail who dispenses medication:

	     
Is a compliance aid used?  Yes  FORMCHECKBOX 
     No FORMCHECKBOX 
   Don’t Know     FORMCHECKBOX 



13. Cognitive testing  (if dementia suspected)
Patients suspected of having dementia should have a basic cognitive screening test carried out prior to referral.

Tool used:

GP-COG   
 FORMCHECKBOX 
        
Score:                                   
6-CIT
 FORMCHECKBOX 

Score:         
MMSE
 FORMCHECKBOX 

Score:         
Other
 FORMCHECKBOX 
 
Score:         
(If other, specify test used below)      

	     


Cognitive testing not possible  FORMCHECKBOX 
     (please clarify reason below)
	     


14.  Alcohol / Smoking / substance misuse
(Please provide details of any previous or current misuse of alcohol, smoking history, misuse of non-prescribed or prescribed drugs)
	     


15. Communication needs

Does the patient have any specific needs relating to language, literacy, disability or sensory impairment which may impact communication / engagement with our service? 

No specific needs

 FORMCHECKBOX 

Requires information verbally
 FORMCHECKBOX 

Requires large print

 FORMCHECKBOX 

Requires interpreter

 FORMCHECKBOX 

Other 


 FORMCHECKBOX 

If ‘other’ ticked please detail: 
	     


16. Staff safety



History of violence

Yes  FORMCHECKBOX 

  None Known  FORMCHECKBOX 
 






Aggression towards specific groups (e.g. women)     Yes  FORMCHECKBOX 
   None Known  FORMCHECKBOX 


If Yes to any of above or other staff safety issues please give details:
	     


The Older Peoples’ services in the North & South of Edinburgh operate a single point of referral. All referrals should be sent to the appropriate single point:

North Edinburgh Single point of referral: NorthTeamReferrals@nhslothian.scot.nhs.uk
South Edinburgh Single point of referral: SouthTeamReferrals@nhslothian.scot.nhs.uk
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