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SOUTHWARK  PSYCHOLOGICAL THERAPIES SERVICE

	TITLE

 Mr  Mrs  Ms  Miss   …….
	FIRST NAME / GIVEN NAME
	SURNAME / FAMILY NAME


SELF REFERRAL FORM
	DATE OF BIRTH

………………………………….
NHS No. ……………………….
	SEX

F          M


	DO YOU NEED AN INTERPRETER?       NO  □          YES  □
IF YES, please state language          ……………………………

	ADDRESS:    -------------------------------------------------------- ------------------------------------------------------------------------------------------------------------
Telephone number(s)                   Can we call you on this number?       Is it OK to leave a message on this number? 

                                                                                YES                NO                                        YES                NO
--------------------------------------------------------        □                  □                                               □                □   

--------------------------------------------------------        □                  □                                               □                □   

Email address -------------------------------------------------------------------------         Can we contact you at this email address?   YES                NO
                                                                                                                                                             □                □   


REASONS FOR SELF REFERRAL TO OUR SERVICE
Please briefly describe the difficulties which have led you to contacting us for help

	Are you experiencing fear and anxiety?   □               Panic attacks?  □                      Low self esteem? □

Obsessions and compulsive behaviour?   □               A phobia or intense fear of something specific? □   

Low mood or depression?    □                                   Excessive worrying?  □  
Please give details of your difficulties below:




HISTORY OF DIFFICULTIES
	How long have you had the difficulties mentioned above?              ……………….

Have you had any sort of help for these difficulties before?     YES □       NO □
Have you ever seen a psychologist, psychotherapist or psychiatrist?   YES □        NO □
IF YES, please give details

Please add any further information on the back of this form


Please bear in mind that we are unable to offer crisis intervention and other services can be contacted if you need help urgently (see Southwark Mental Health Crisis Services Information leaflet or discuss with your GP)

	GP Name ……………………………………..
GP address ………………………………………………………………………………………………………….
Is it OK for us to inform your GP of this self referral? YES □        NO □


Signature: ……………………………….

Date: ………………………………

Please return this form to Southwark Psychological Therapies Service, PO Box 53651, London SE5 5FD, TEL. 0203 228 2194,  FAX 0203 228 2473,  email  sptsadmin@slam.nhs.uk 
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