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Cambridgeshire Peterborough and South Lincolnshire Mind Referral Form

Please complete the form below and email to perinatalservices@cpslmind.org.uk 

	Please complete all sections on this form if any do not apply please indicate with Not applicable

	Individuals Contact Details

	Title:
	Full Name:

	DOB:
	Gender:
	How did you hear of CPSL Mind?


	Address:



	Landline number:
Mobile number
Email:

	
	Preferred method of contact: 

	No of dependent children: 
	D.O.B of children under 2 years:
 

	Reason For Referral

	Please summarise below your reasons for making this referral; giving details, and what type of support you think would be helpful. Please also tell us what your ultimate outcome / goal is. To ensure that the support we offer will be useful to you, please give details of any diagnosis that you have received.











	Risk details

	Have you ever thought about suicide or acted on these thoughts?                                                 Yes / No   
                                                                                                            
	If you have answered ‘yes’ to any of these questions, please give details below.

	Is there anything about your life which is unsafe to yourself or others?                                    Yes / No         
                                                                                                                                                                                                              
	

	Have you ever been violent or aggressive towards others?                                                    Yes / No

	

	GP details
	Social Worker details
	Health Visitor details

	GP Name:
Surgery:
Location:                                                         Contact Number:
	Social Worker Name:

Contact Number:
	Health Visitor Name:

Contact Number:


	Please give details of any other service organisation the individual is working with
Name: 
Contact details: 





	Referrer Details

	Name: 
Relationship:                                      

	Organisation:             
Number/email:


	EDI Information
This section is not compulsory but we would be grateful if you could complete it. Any information you give will not affect your qualification for any services offered.

	Ethnicity

	 White British
	☐	 White / Black Asian
	☐	 Asian Other
	☐
	 White Irish
	☐	 Mixed Other
	☐	 African
	☐
	 White Other
	☐	 Indian
	☐	 Chinese
	☐
	 White / Black Caribbean
	☐	 Pakistani
	☐	 Other
	☐
	 White / Black African
	☐	 Bangladeshi
	☐	Prefer not to state
	☐



	Gender 
	Ever Identified as trans 

	Female
	☐	Yes 
	☐
	Male 
	☐	No 
	☐
	Non-binary 
	☐	Prefer not to say 
	☐
	Another / prefer to self describe ……
	☐	
	

	Prefer not to say 
	☐	
	



	Sexual Orientation 
	Do you consider yourself to have a long-term physical health condition that impacts on your ability to carry out day to day activities?

	Bi 
	☐	Yes
	☐
	Gay / Lesbian 
	☐	No 
	☐
	Heterosexual / Straight 
	☐	Prefer not to say 
	☐
	Another / prefer to self describe ……
	☐	
	

	Prefer not to say
	☐	
	



	Do you consider yourself to have lived or living experience of mental health challenges?
	Do you have a condition like Autism, ADHD, or Dyslexia that affects how you think or learn?

	Yes 
	☐	Yes
	☐
	No 
	☐	No 
	☐
	Prefer not to say 
	☐	Prefer not to say 
	☐


	Religions or beliefs 

	Buddhist
	☐	Muslim 
	☐
	Christian 
	☐	Sikh
	☐
	Hindu
	☐	No religion 
	☐
	Jewish
	☐	Any other  
	☐
	Prefer not to say 
	☐	Catholic 
	☐
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