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SHEFFIELD ADULT AUTISM & NEURODEVELOPMENTAL SERVICE
Michael Carlisle Centre

75 Osborne Road

Sheffield

S11 9BF

Tel:  0114 271 6964
Fax: 0114 226 2236

Referral form for the Sheffield Adult ADHD Service

Please complete all sections, this information will ensure referrals are managed in an efficient manner and reduce unavoidable delays caused by requests for further information. If you need advice about the referral process or suitability of your referral you are welcome to contact us by telephone to discuss the referral. We would encourage anyone in doubt about whether referral is appropriate to contact the service and speak to a member of the clinical team who will be happy to provide advice.  
We accept referrals from health care professionals but need the agreement of the GP to undertake shared care. Once the form has been completed please send to
Sheffield Adult Autism Neurodevelopmental Service
Lyndhurst Road
Sheffield
S11 9BJ

Referral Exclusions
	No evidence of ADHD symptoms prior to the age of 12.

Guidelines for diagnosing ADHD in adult’s state symptoms need to be present prior to the age of 12 as it is a neurodevelopmental disorder. A referral for assessment by local Community Health Services may be more appropriate in this case.



	Current abuse of alcohol or substances

If the patient is currently using significant amount of substances or alcohol on a regular basis we would be unable to accurately assess for ADHD and would not be able to commence medication. We would recommend a referral to local Addiction Services.



	Possibility of an untreated mood disorder or other mental health diagnosis.

If the symptoms described by the patient could indicate another mental health disorder which they have not been assessed or treated for, the NICE Guidelines recommend this is investigated prior to assessing for ADHD. A referral to local mental health services via the single point of access would be recommended in these cases.




Section 1: Patient details
	Name
	
	Date of Birth
	

	NHS No
	
	Gender
	

	Ethnicity
	
	
	

	Address
	Mobile Telephone Number: 
Email Address:

	Needs
	Does this person have any needs that we would need to consider when offering them an appointment (e.g. interpreter, disabled access, etc)?  
If so, what are these needs?


	
	Will the person consider online consultations? Y/N

You will need access to a computer/tablet/smartphone, with microphone, camera & Wi-Fi. 

You will need to provide email address as above.



	Risk
	Please provide information regarding any historic or current self-harm, suicidal thoughts, or harm to others including any child or adult safeguarding issues.



Section 2: Reason for referral

Do you want us to provide (please tick as appropriate):

	
	A  full diagnostic assessment for Attention Deficit Hyperactivity Disorder (ADHD)
(Service user doesn’t have a past diagnosis of ADHD or there is no access to a past ADHD diagnostic report.)

	
	A reassessment of need for someone previously diagnosed with ADHD 
(Service user has a diagnosis of ADHD at any age and there is a diagnostic report from a NHS professional available – please include this)


	
	A medication review
(Has a diagnosis of ADHD at any age and is currently on medication for ADHD or has stopped their medication in the past 6 months – please include diagnostic report and most up to date medication information) 

	
	A transition case for a child diagnosed with ADHD who is turning 18


	
	other (please state) 


	What is the reason for referral?

In the box below, please describe any possible symptoms of ADHD the patient is presenting with – this can include problems with attention, concentration, organisation skills, irritability, restlessness, hyperactivity and impulsivity. Please comment on the impact this is having on relationships, employment/education and daily life.


	Please describe any other mental health history or current condition or treatment. 

Please include alcohol or drug abuse.


	Please describe any physical health problems including any medication currently prescribed. (Majority of medications for ADHD have an impact on cardiac function. Please include, where possible, any history of cardiac problems and family history of cardiac problems). Please also include history of seizures, history of hypertension etc.  Include recent pulse and blood pressure readings (with dates)



	Have you discussed this referral with the patient?
	Yes 
	No 

	Have they consented to the referral being made? Please note that we will only accept referrals to which the patient has consented.
	Yes 
	No 


Section 3: Referrer information

	What is the patient’s local CCG?


	

	Has funding already been sought for this assessment?


	Yes  
	
	If yes, has funding been approved?


	Yes  
	

	
	No
	
	
	Not yet
	

	Please provide us with confirmation of funding agreement at the point of referral. 


	Your name
	

	Your profession or job title
	

	Your address
	

	Your email address
	

	Your tel. no.
	

	Patient’s GP 

(if different from above)
	Name:

Practice address:

Tel no:

	Date of referral
	


Referral Checklist

· All sections are complete

· Funding agreement in place and enclosed (non-Sheffield CCGs)

· Shared Care agreement enclosed 

· Copy of diagnostic report and clinic letters/up to date medication information (if required)

· Print out of medical records

For office use only

	
	Details
	Staff Member

	Date referral received 
	
	

	Date referral triaged
	
	

	Outstanding information
	
	

	Outcome
	
	



