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IMMUNOPSYCHIATRY CLINIC REFERRAL FORM
Thank you for referring your patient to The Immunopsychiatry Clinic, an advisory clinical service at the SPFT. The clinic provides psychoeducation, treatment recommendations, and advise on clinical management for patients, with diagnoses of treatment-resistant mood disorders AND chronic inflammatory conditions, through a comprehensive clinical assessment. Patients may be referred to our clinic by GP practices or secondary healthcare specialist providers, including community mental health centres or physical health service providers such as Immunology, Rheumatology, or Neurology specialist clinical teams.
	Please note our clinical recommendations are purely advisory in nature; we offer a one-off, in-depth clinical assessment and review of clinical recommendations. Clinical management, care co-ordination, and prescribing responsibilities remain with the referring clinical team.


[bookmark: _GoBack]Please provide the following information so we can evaluate your referral.
	Patient name:
	

	Patient NHS No/CIS:
	

	Patient Email and Phone number:
	

	Patient Address:
	



	Immunopsychiatry Clinic Inclusion Criteria

	Diagnosis of depression or bipolar disorder
	 ☐ Depression

 ☐ Bipolar Affective Disorder	


	Evidence of chronically raised inflammation, as confirmed via at least 2 blood tests with CRP > 2 mg/L

                     OR

A medical diagnosis of an inflammatory condition e.g. rheumatoid arthritis, psoriasis, multiple sclerosis, lupus, etc
	Yes ☐   No ☐

Were raised CRP levels accompanied by an acute physical health condition?

Yes ☐   No ☐	


	
	Yes ☐   No ☐	

Please state: 

	Has the patient been unresponsive to at least two adequate pharmacological treatments for depression/bipolar?
	Yes ☐   No ☐

	Has the patient consented to being contacted by the Immunopsychiatry Clinic?
	Yes ☐   No ☐


	Please note: We are unable to provide assessment for patients undergoing acute crisis.




	Other Information

	Additional psychiatric diagnoses
	Please indicate: 

	Aspects of care where immunopsychiatry advise is most required (e.g., psychoeducation, review of medications)
	Please indicate:





	Referrer's Details

	Source of the referral 

	☐  GP practice
☐  Mental Health Services
☐  Secondary Physical Health Services 
☐  Others

Please specify name of service or practice:

	Name and Role of the referrer
	

	Email and Phone Contact of the referrer
	

	IF NOT GP, GP NAME AND EMAIL CONTACT:
	



To avoid delays in processing referrals, please ensure that all requested information is provided. Incomplete referral forms will not be considered. PLEASE CC IN ALL RELEVANT PARTIES TO THE REFERRAL

Our commitment is to expedite the assessment process and deliver feedback within a maximum of 6 weeks from accepting the referral. We kindly request that the patient remain open to the referring service throughout the assessment and feedback period.

Please visit the Immunopsychiatry Clinic website: Immunopsychiatry Clinic :: Sussex Partnership NHS Foundation Trust for more information about services offered by the clinic. Please reply to ImmunoPsychiatryClinic@spft.nhs.uk if you would like any more information.

Please attach any clinical investigations or information that might be relevant to this referral and support service provision.
Thank you for entrusting us with your patient's care.
Kind regards,
The Immunopsychiatry Clinic Team
ImmunoPsychiatryClinic@spft.nhs.uk
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