Early Intervention in Psychosis 

REFERRAL FORM     

Criteria: Aged 14-35, 
 Redbridge resident, 
Suspected or frank presentation of first untreated episode of psychosis 


	Client Name:
	Date of referral:

	Date of Birth:
	Sex:  M / F

	NHS number if known: 

	Address:



	Telephone:
	Mobile:

	Referrer name: 

	Address:



	Telephone Number:
	Fax:

	GP name: (if different from referrer)

	GP Address:



	GP Telephone Number:
	Fax:

	Has the client experienced a psychotic episode in the past?

	No    [  ]
	Yes  [  ] When? 
	How long did it last?

	Is the client experiencing psychotic symptoms at the moment?

	No    [  ]
	Yes  [  ] For how long? 

	Is the client taking any (prescribed) medication?       

	No   [  ]                      Yes  [  ] Please list



	Is client is at risk of:                                              

[  ]  Self harm

[  ]  Aggression

[  ]  Suicide
[  ]  Self neglect

[  ]  Abuse/ domestic violence

[  ]  Other – physical health, substance misuse, injecting behaviours, homelessness etc

	Ethnicity

	[  ] Asian Indian

[  ] Asian Oriental


	[  ] Black African

[  ] Black British


	[  ] Black Caribbean

[  ] White British

	[  ] White Other

[  ] Arab


	[  ] Mixed 

[  ] Other …………………………….

	Symptoms: Please tick appropriate boxes below

	[  ] depression

[  ] feeling anxious

[  ] irritable

[  ] disturbed patterns of sleeping or eating

[  ] Confused or muddled thinking

[  ] Noticing that things and people seem 

     strange or unreal
	[  ] Being preoccupied with particular ideas or thoughts

[  ] Unusual experiences such as seeing or hearing things

[  ] Preferring to spend time alone, away from family 

     and friends

[  ] Struggling to cope at school, college or work

[  ] Family History of Mental Health Problems

[  ] Other …………………………………………………………

	Can we meet with the client at your service? 

	No  [  ]
	Yes  [  ] Who can we call to book a room at your service?

Name:                                                                      Phone number.

	Is the person aware of this referral?                                                                                      [  ]  YES    [  ]  NO      [  ]  Not asked 

Has person given permission to discuss with other people/ agencies involved?            [  ]  YES    [  ]  NO      [  ]  Not asked


	Checklist for Psychosis
	Scoring
	Suggested Questions

	Score 1 point each
	
	

	Spending more time alone

Arguing with friends and family

The family is concerned

Excess use of alcohol

Use of street drugs (including cannabis)
	……….

……….

……….

……….

……….
	· Do you feel you have turned into a loner or have become less talkative?

· Do you prefer to spend time alone? Have you started to withdraw from your group of friends?

· Have you stopped doing things with others?

· Has anyone said they’ve been worried about you?

· Are you unusually irritable or angry or do you find yourself more involved in arguments with relatives and friends?

· Have you been drinking heavily recently?

· Have you used any drugs recently? If so, could you give details of what type of drug and when you last used the drug?

	Score 2 points each
	
	

	Sleeping difficulties

Poor appetite

Depressive mood

Poor concentration

Restlessness

Tension or nervousness

Less pleasure from things
	……….

……….

……….

……….

……….
	· How have you been sleeping recently?

· How have you been eating?

· Have you felt less like eating than usual? How long for?

· Have you been feeling low?

· Have you been feeling anxious or panicky? How long for?

· Does it happen that different thoughts are getting mixed up in your mind? Do you find it difficult to structure your thoughts?

· Do you feel nervous, restless or tense?

· Do you feel jumpy, edgy or do others think that you appear this way and have remarked on it?

	Score 3 points each
	
	

	Feeling people are watching you*

Feeling or hearing things that others cannot*
	……….

……….
	· Do you have the impression that people are watching you or trying to take advantage of you?

· At any time could you see, hear, smell or taste things that others could not? Do you sometimes hear noises or voices while on your own?



	Score 5 points each
	
	

	Ideas of reference*

Odd beliefs*

Odd manner of thinking or speech

Inappropriate affect

Odd behaviour or appearance

First degree family history of psychosis plus increased stress or deterioration in functioning*

Total


	……….

……….

……….

……….

……….

______


	· Do you ever feel that events or other people’s actions have a special meaning for you?

· Do you have the feeling others laugh or talk about you? Or do you receive messages? (Ideas of reference)

· Do you believe anything that other people have found unusual or strange? (odd beliefs)

· At any time, did you ever experience that people or things in your environment appeared to be changed?

· Has anyone commented to you recently that you have said unusual or confusing things?

· Has anyone in your family ever had a mental illness?

	20 points or more consider referral for assessment. If any of the items* in bold are scored consider referral even if score is less than 20




Please attach any additional relevant information and FAX or send to:   

Redbridge  EIP, Block 8 Goodmayes Hospital Barley Lane IG3 8XJ                   Fax: 0844 493 0252
For further information or to discuss a referral, please call us on: 0844 600 1214
With acknowledgement to: Sheffield, Salford, South Worcestershire EIP Services, IRIS, Leeds Aspire and OASIS


