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RIGHT TO CHOOSE GP REFERRAL
for Adult ADHD / Medication Assessment
Please complete this form and email to ny.asdadhd@nhs.net along with a copy of your patients Summary of Care record. 

	The Retreat Clinics is not a crisis service, if the person you are referring has active suicidal thoughts, has made a recent suicide attempt or is self-harming, please refer them to a crisis service.




	Referral for:
	☐
	Adult ADHD Diagnostic Assessment
	☐
	Adult ADHD Medication Assessment


	
	
Referral Criteria:

· The person is 18 years old or older. 

· The person’s substances and/or alcohol use is not at a level that may interfere with observational assessments/ability to engage in assessment process. 

· The person is not currently open to any addiction services (alcohol/substance misuse services).   

· The person is deemed stable enough to undergo the assessment process (e.g. not in crisis, has recovered from recent acute episode of mental illness). 

· The person is not currently open to community mental health team, including Early Intervention Psychosis team and eating disorder service, and has not been open to any of these teams in the past 3 months.  

· The person’s BMI is above 17.  

· The person does not have dementia or a significant brain injury and is not going through the diagnostic process for dementia or needing specialist support for their brain Injury 

· The person does not have a learning disability.  

· The person’s level of concentrations is such that they will be able to maintain this for the duration of a diagnostic assessment appointment of approximately 90 minutes. 

· The person can attend an appointment in person at The Retreat Clinics in York, if required.  







	
	PATIENT INFORMATION

	Full Name
	

	Date of Birth                           
	

	NHS Number
	

	Home Address
& Post Code

	

	Contact number 
	

	Email Address
	 

	Please let us know of any adjustments we need to make such as documents need to be large print, wheelchair access
	



	REFERRER DETAILS

	Name
	

	Relationship to person referred 
	

	GP Name
	

	Surgery Name, Address 
& Post Code
	

	GP Email Address
	

	GP Telephone Number
	

	GP’s Commissioner (ICB)
	



	RISK / SUBSTANCE ABUSE / SAFEGUARDING


	Does the referred person have any past or current incidents relating to self-harm or suicidal thoughts or actions?

	☐
	None
	☐
	Past: If the person has experienced suicidal thoughts in the past 2 weeks but has no immediate plan or intent, please include ‘PRIORITY REFERRAL’ in the heading of your email when sending this referral so that we may prioritise when received.
	☐
	Current: The Retreat Clinics is not a crisis service and are not able to support anyone in crisis, please escalate to an appropriate crisis team.

	Does the referred person have any known risk of harm to others?

	☐ 
	No
	☐
	Yes, please provide details in box below

	

	Does the referred person have any known ongoing substance misuse or addiction issues?

	☐ 
	No
	☐
	Yes, please provide details in box below

	

	Does the referred person have any known safeguarding issues?

	☐ 
	No
	☐
	Yes, please provide details in box below

	

	Could you please list in the box below any services or frameworks who are currently or have been involved with the patient within the last 6 months such as MAPPA, Mental Health, Social Services, or any other service or support.

	



	SHARED CARE AGREEMENT 

	Please confirm you will accept Share Care for this patient if they are diagnosed and are stabilised on their medication following titration. 
Once the SCA is agreed, The Retreat Clinics will provide the patient with annual medication reviews to allow the GP to continue to prescribe.
The Retreat Clinics can only enter a Shared Care Agreement for adults aged 18 or older.

	☐
	Yes, I accept
	The Retreat cannot accept a referral for ADHD assessment or ADHD medication review unless shared care is agreed in advance.



	MORE INFORMATION 

	To help us understand, please share any further information you feel may be helpful to us when triaging this referral and please don’t forget to include a copy of your patients Summary of Care record when emailing this referral.

	





	CONSENT 

	By submitting this referral, you agree that you have obtained the consent of the person who the information is about.

	Name:
	
	Date:
	

	For the purposes of this form The Retreat Clinics is the data controller for the collection, processing, sharing and storage of this data. All information collected in this form will be treated confidentially and will be used for the sole purpose of providing a clinical service to the person above. Their information may be passed onto third parties who help support us in the provision and administration of our services or where we have their consent to do this. Please note, this confidentiality is not absolute and may be broken where we have a legal obligation to comply with the law for e.g., the information is required to identify potential fraud or to detect a crime or to apprehend an offender or where there is a rising safety or safeguarding issue. Further information about this can be found in our Privacy Notice on our website at: https://www.theretreatclinics.org.uk/. Alternatively, you can contact our Data Protection Officer for further information at: The Retreat Clinics, 28 Green Dykes Lane, York, Y010 5HH or email us at: DPO@TheRetreatYork.org.uk



	NHS Contract Name: NHS Standard Contract 2022/23 Particulars (Full Length)

	The Retreat York
	Company Reg: 4325622

	NHS Contract Ref: 158_22/27_VoY_MH_The Retreat_PFL
	CQC Provider ID: 1-101635590
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