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REFERRAL TO CLINICAL HEALTH PSYCHOLOGY SERVICE
Neuro-rehabilitation and Stroke 
	Hospital Number (if known)



	NHS Number: 



	Surname:



	First Names:



	Address:



	Telephone:
	Date of Birth:

	GP Name & Address:



	Service Area:

Neuro-rehabilitation - brain injury; degenerative diseases, eg MS and MND

Stroke

Exclusion criteria: 
Primary mental health problems (refer to CMHT)




Under 16 or under 18 if still in full time education (refer to Child and

Family Guidance)




Dementia (refer to Older Adult CMHT who will also assess under 65s)

outpatient


inpatient    Ward name:________________(estimated date of discharge:___________)



	Will transport need to be provided for them to attend? (n.b. we do  not have a hospital transport budget)

	
	

	Will they need to be visited at home? (eg has severe mobility difficulties)


	
	


	Presenting medical condition



	Presenting psychological difficulty

Please describe as fully as possible, providing as much information as you can 



	Has the individual given consent for the referral?


	
	

	Referrer’s name: 
	Occupation:



	Department & Address:



	Date of referral:


	Contact number:




Please return form to: Clinical Health Psychology Service, Royal Hampshire County Hospital, Romsey Road, Winchester, Hampshire SO22 5DG, Mail Point 42
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