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helping people to help themselves




REFERRAL FORM: Psychologists/Psychiatrists/



Social Workers/Psychiatric nurses

Computerised Cognitive Behavioural Therapy (cCBT) Service: Stockport
Patients PHQ-9 Score: ………… (if known)

Please post the completed form back to: Self Help Services cCBT Service, Zion Community Resource Centre, 339 Stretford Road, Hulme, Manchester, M15 4ZY. The cCBT coordinator can be contacted on Tel. 0161 232 7854, Email ccbt@selfhelpservices.org.uk
Please consider the eligibility criteria below before completing this referral form





Those people:

willing and able to attend 8 weekly sessions at any of the venues listed below.
whose main problem is anxiety, depression or both





interested in the ‘here and now’ of their problems instead of focussing on the past



 

willing and able to participate in homework between sessions



who want to change 








able to read and understand English 






able to accept the possibility that thoughts may determine feelings & behaviour                                                                                                                                                     

with problems of mild to moderate severity, therefore low risk, harm to others or impulsive behaviour 

with no current problematic drug or alcohol use 

with no acute/high risk of suicide/self-harm

(computer literacy is not needed – the person will be helped to set up and end each session)


GP or Psychiatrist’s Details (Please give contact details for whomever is the responsible medical officer) 

Name: ………………………………………………

Tel No.: …………………………………………

Fax:…………………………………………….


Email address…………………………………………...

Address: ……………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………….

Date referred: ………………………………….


Date received: …………………… (Office use only)
Client Details

Name: …………………………………………………………………………………………………………………

Date of Birth: ……………………
Male or Female: ………………..


Address: ………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………….

Post Code: …………………..
Tel No.: ………………………………(Home)
Mobile: …………………………………

NHS Number………………………………………………………………………………………………………………..

This number is necessary for us to process the referral.

Does the client give permission for us to contact them on this number should we need to discuss this referral? Yes⁭ No ⁭

Does the client give permission for us to leave a message:
(a) with someone answering their phone 
Yes⁭
No ⁭









(b) on their answering machine

Yes ⁭
No ⁭

Has the referral been discussed with and agreed by the client?  Yes ⁭
No ⁭

Referral Agent (If different from the responsible medical officer)

Name: ………………………………………………

Tel No.: …………………………………………
Service & Address: ……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………….

Position: ………………………………………………..              Email Address………………………………………….

Date referred: ………………………………….


Date received: …………………… (Office use only)
Location and Time 

The service is offered at the locations below. Please tick the option that is most convenient for your patient.  Note that sessions require 60 minutes, thus the last available appointment starts an hour before closing.

Marple Library, Memorial Park, Marple, Stockport, SK6 6BA




⁭

Service operates Mondays 12-4pm

Cheadle Library, Ashfield Road, Cheadle, Stockport SK8 1BB




⁭

Service operates Tuesdays 3-7pm

Well Being Centre, Graylaw House, Chestergate, Stockport, SK1 1LZ



⁭

Service operates Thursdays 2-7pm

Open Door, 5 Cuddington Crescent, Bridgehall, Stockport, SK3 8LX
                                       ⁭

Service operates Fridays 12-4pm

Reasons for Referral

Description of current problems, including mental state:

Duration of current problems:
1 – 12 months ⁭

> 12 months (please specify) ⁭

Is the client currently in receipt of any other form of therapy/seeing any other health care professional at present? (e.g. psychologist/psychiatrist)

Yes ⁭ (give details below)

No ⁭

Does the client have a history of mental health problems?

(e.g. previous service involvement, recurrent, refractory problem & duration 


Yes ⁭ (give details below) 





No ⁭

Is the client currently taking any medication, which has been prescribed by a doctor?

Yes ⁭ (please give details of medication prescribed)


No ⁭


Is the client a risk to themselves or others?

Yes ⁭ (if yes, please give details, especially of any risk to worker)
No ⁭

Reminder: Acute risk should be directed to the appropriate crisis service.

In the event of any clinical risk being identified (i.e. risk of harm to the patient or others) in accordance with Self Help Services’ risk procedures, the client’s use of the CCBT package will be discontinued and the client’s GP contacted. Whilst individual CCBT team members are accountable for their work with clients’ referred to the CCBT service, overall medico-legal responsibility for clients’ remain with the GP or psychiatrist, as the Responsible Medical Officer. For this reason it is essential that the client’s GP details are provided in the appropriate section of this form. Failure to complete this form in full will result in a delay in the processing of this referral. 
Signed (Mental health professional): …………………………………………………………………

Name & department (please print): ……………………………………………………………………………………………………
