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	Date of Referral:
	

	Referrer Name:
	

	Referrer Job Title and team:
	

	Referrer Organisation:
	

	Referrer  Contact Details: 
	Phone: 

	Email:
	


	Does the person consent to being contacted by:

Letter:      YES / NO        Phone:  YES / NO 
       Text Message:     YES / NO                Email:     YES / NO

	Person’s Name:
	

	Date of Birth:
	

	Person’s Contact Details: Tel/Address/

e-mail
	

	reason for referral (incl. details of vulnerability)

	 List of Current Medication:
Allergies:

	What does the person expect from this referral?




	Procedure required:

Advice about LARC       (
IUD insertion

 (
IUS insertion

 (
Implanon Insertion
 (             

STI Testing                     (
Removal of IUD/IUS/Implant (


	Interpreter required? Language?
	Yes / No

	If client is attending with a care/support worker, please provide the name and contact number who is attending:



	If client is unable to give consent, please name the person who has parental or legal responsibility:

If client has learning disability, has capacity been assessed?         YES              NO   
Date of last assessment:                                                                   Name of assessors:
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Details of findings (attach separate sheet if necessary)

	Does the patient have: (You must provide details if the answer is YES to any of these questions – use a separate page and attach securely)
Independent Mental Capacity Advocate                                                                              YES                 NO

Power of Attorney                                                                                                                    YES                 NO

Advanced Directive                                                                                                                  YES                 NO

	Key contacts at other health services or social services involved


	Which service is most appropriate:
Attending Usha’s Camberwell sexual health centre/CC  Service (
For Rudi’s assertive outreach service  (
Appointment for:
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SHRINE REFERRAL FORM


(Please return to � HYPERLINK "mailto:kch-tr.SHRINEReferral@nhs.net" �kch-tr.SHRINEReferral@nhs.net� or phone 020 3299 5038)
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