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GP Referral Form
NHS Right to Choose · ADHD and autism assessments
	All referrals must include a completed Oxford CBT referral form & the patient’s medical history, submitted through NHS e-RS to the relevant Oxford CBT RTC clinic. A separate GP referral letter is not required when this form has been completed.


  1  ASSESSMENT REQUESTED
	Assessment requested
	☐ ADHD        ☐ Autism        ☐ Both

	Age group
	☐ Adult (18+)        ☐ Child / young person (6–17)

	Existing diagnosis?
	☐ No        ☐ Yes — if yes, please give details:


  2  PATIENT DETAILS
	Title
	
	First name
	

	Surname
	
	Date of birth
	

	NHS number
	
	Mobile
	

	Email
	
	Adjustments / language
	

	Address
	



	Informant information is required to complete an assessment.
Please provide the name, relationship to the patient, email address and telephone number for:
1. Children: a parent/carer and a school or teacher contact.
1. Adults: a relative, partner or another suitable person who knows the patient well and can provide information about their development and day-to-day experiences.
Please check that these contacts are happy to contribute. Required patient and informant questionnaires must be completed before an assessment can be booked. If there is difficulty identifying an informant, please contact rtc@oxfordcbt.co.uk before submitting the referral.


  3  INFORMANT   children: parent / carer  ·  adults: relative, partner or other suitable person
	Name
	
	Relationship to patient
	

	Email
	
	Telephone
	


  4  SCHOOL / TEACHER CONTACT   children and young people only
	School name
	
	Contact name
	

	Relationship to patient
	
	Telephone
	

	Email
	


☐  I have checked that the informant contacts above are happy to contribute
  5  REFERRER DETAILS
	Referrer name
	
	Role / GMC no.
	

	Practice name
	
	ODS code
	

	Practice address
	

	Practice phone
	
	Practice email
	

	ICB
	
	Date of referral
	


  6  REASON FOR REFERRAL   brief clinical rationale and key concerns
	


  7  MEDICAL HISTORY   required
	☐  Medical history attached as a PDF labelled ‘Medical History’ (problem list & current medications, or Summary Care Record)
☐  Patient consents to Oxford CBT requesting further medical records if needed

	Key history, current medication, allergies:



  8  RISK AND SAFEGUARDING   tick any that apply
	☐  Suicide
	☐  Self-harm
	☐  Self-neglect
	☐  Substance misuse

	☐  Risk from others
	☐  Risk to others
	☐  Child protection
	☐  CMHT involvement

	Details, if any apply (or attach letters):



  9  EXCLUSION CRITERIA
	Right to Choose cannot be used if the patient:
1. is currently in emergency or crisis mental health care
1. is detained or treated under the Mental Health Act, or is in secure care
1. is already receiving specialist care for the same condition
1. has already had an NHS-funded assessment for the same condition (re-assessment cannot be accepted)
1. is an active member of the armed forces (this does not apply to family members)
☐  I confirm that none of the above apply to this patient


  10  REFERRER SIGN-OFF
	☐  Patient has consented to this referral and to relevant information being shared with Oxford CBT

	Signature
	
	Date
	



	Please upload the documents as clearly labelled PDFs: ‘GP Referral Form’ and ‘Medical History’. This helps our team identify and review the information quickly and supports a smoother referral journey.
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