
	THEIS Referral Form

	Patient Details:

	Surname:
	
	RiO Number:
	

	Forename:
	
	Gender:
	

	Home Address:
	
	First Language:

	

	
	
	Interpreter needed:


	Yes / No

	Telephone:
	
	Marital Status:
	

	GP Name:
	
	Ethnicity:
	

	GP Surgery:
	
	Ward:

	

	NHS Number:
	
	Date of Admission:
	

	Date of Birth:
	
	Consultant:
	

	

Referral Criteria (Please Tick to Confirm)


	[bookmark: Check1]|_|
	First Episode of Psychosis

	[bookmark: Check3]|_|
	Aged 18-65 years

	[bookmark: Check4]|_|
	Resident in London Borough of Tower Hamlets

	[bookmark: Check5]|_|
	Ideally less than 3 Months of Treatment for Psychosis

	
	NB: A Definite Diagnosis Is NOT Required

	Exclusion Criteria 


	|_|
	Primary Borderline Personality Disorder / Emotionally Unstable Personality Disorder

	|_|
	Primary diagnosis of Post-Traumatic Stress Disorder

	|_|
	Primary and longstanding substance dependence 

	|_|
	Moderate-Severe Learning Disability

	|_|
	Organic Psychosis

	Reason For Referral: Brief statement of presenting problems, symptoms and background, including risks
N.B. Please note if the patient is ward based the CPA Full Needs Assessment is required within 1 week of referral.


	

















	Is the patient aware of this referral?
	[bookmark: Check8]Yes 
	[bookmark: Check9]|_|
	No
	|_|
	

	Referrer Details


	Name:
	
	Designation:
	

	Telephone:
	
	Team:
	

	Email Address:
	
	Date:
	


[image: ]

Please send by secure email to: elt-tr.THEIS@nhs.net 
Contact Aimee Mullen or Katibun Monaf: 020 3487 1310
Address: THEIS, 51 Three Colts Lane, London, E2 6BF
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