	I M P R O V I N G   A C C E S S   T O   P S Y C H O L O G I C A L   T H E R A P I E S   ( I A P T ) 
This team provides evidenced-based Cognitive Behavioural & Counselling therapy for 
Depression and Anxiety as part of a stepped-care model – it does not provide urgent or crisis care
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	IAPT Service

York, Selby, Tadcaster & Easingwold
TEL: 01904 556820
	Please email this form to 
tewv.iaptyorkselby@nhs.net
	Date Received:

(IAPT use only)

	
	
	Date of Referral:
	

	Referral Source
	
	Patient Details

	GP
	Other*
	
	Name
	

	
	  (please specify below)
	
	Address
	

	Name:

Job Title:

Base:

Telephone No:

Agreed with GP:          Yes  / No
(*NB: referral not considered without GP consent)
	
	
	
	Postcode
	

	
	
	Date of Birth
	
	Gender
	

	
	
	NHS No.
	
	Ethnicity
	

	
	
	Mandatory Field

Usually initial contact will be made by telephone: Please indicate whether a message can be left on this number so as to speed up appointment booking

	
	  
	Preferred contact number:
	                                                    
	Message: Yes/No

	
	
	Email Address:
	

	Registered GP Details 
	
	Alternative contact number:
	                                                    
	Message: Y/N

	Dr.
	
	Has the patient agreed to this referral?  Yes / No

	GP Surgery:
	
	
	

	
	
	
	Please indicate PHQ9 and GAD7 scores or complete (see reverse of form):

	Tel:
	
	PHQ9 score:             

Question 9 on PHQ9:        
	GAD 7:

	

	****Risk assessment information**** Mandatory Field – referrals cannot be accepted without this
⃝ NO RISK to Self or Others  ⃝ Risk of Self-Harm  ⃝ Risk of Suicide ⃝ Risk to others ⃝ Risk from others ⃝ Risk of Self-Neglect 

(IAPT does not offer a crisis or urgent response service – please send urgent referral to the Single Point of Access)

	Please comment on concerns regarding to self or others, any thoughts of suicide, any history of self-harm or suicidal intent or action. 


	Presenting Problem - please tick/highlight main problem(s) referred for assessment/treatment of: 
⃝ Depression, Low Self-Esteem/confidence, ⃝ Depression related to Bereavement/Grief/loss,  ⃝ Depression related to relationship problems, 
⃝ Depressions related to work problems,  ⃝ Depression related to Life Stage Development issues, ⃝ Depression related to Childhood Issues, 
⃝ Depression linked to chronic health problems and/or adjustment to new illness/health problems, ⃝ Panic Disorder, ⃝ Health Anxiety,
⃝ Generalised Anxiety Disorder (GAD) (excessive worry), ⃝ Specific Phobia, ⃝ Agoraphobia (avoidance of situations in fear of panic attacks), 
 ⃝ Obsessive Compulsive Disorder (OCD), ⃝ Body Dysmorphic Disorder (BDD),  ⃝ Post Traumatic Stress Disorder (PTSD), 
 ⃝ Social Phobia/Anxiety, ⃝ Trichotillomania (hair pulling), ⃝ Other Issues (please state below).

	Please describe the presenting problem and the duration:  

What impact does this have on functioning (e.g. work, interpersonal and social issues):
Past Mental Health History including other services current or previously involved with:

Medication:
Any other info.  (E.g. interpreter required, special needs etc.):




	
PHQ- 9 Over the last 2 weeks, how often have you been bothered by any of the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every
 day

	1
	Little interest or pleasure in doing things
	0
	1
	2
	3

	2
	Feeling down, depressed, or hopeless
	0
	1
	2
	3

	3
	Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4
	Feeling tired or having little energy
	0
	1
	2
	3

	5
	Poor appetite or overeating
	0
	1
	2
	3

	6
	Feeling bad about yourself — or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7
	Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8
	Moving or speaking so slowly that other people could have noticed?  Or the opposite — being so fidgety or restless that you have been moving around a lot more than usual
	0
	1
	2
	3

	9
	Thoughts that you would be better off dead or of hurting yourself in some way 
	0
	1
	2
	3

	
	
	PHQ9 total score
	

	GAD-7 Over the last 2 weeks, how often have you been bothered by any of the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every
 day

	1
	Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2
	Not being able to stop or control worrying
	0
	1
	2
	3

	3
	Worrying too much about different things
	0
	1
	2
	3

	4
	Trouble relaxing
	0
	1
	2
	3

	5
	Being so restless that it is hard to sit still
	0
	1
	2
	3

	6
	Becoming easily annoyed or irritable
	0
	1
	2
	3

	7
	Feeling afraid as if something awful might happen
	0
	1
	2
	3

	
	
	GAD7 total score
	


IAPT Phobia Scales
	Choose a number from the scale below to show how much you would avoid each of the situations or objects listed below. Then write the number in the box opposite the situation.

	
	
	
	
	
	
	
	
	

	0
	1
	2
	3
	4
	5
	6
	7
	8

	
	
	
	
	
	
	
	
	
	
	

	Would not avoid it
	
	Slightly avoid it
	
	Definitely avoid it
	
	Markedly avoid it
	
	Always avoid it

	
	
	
	
	
	
	
	
	

	A17
	Social situations due to a fear of being embarrassed or making a fool of myself
	

	A18
	Certain situations because of a fear of having a panic attack or other distressing symptoms (such as loss of bladder control, vomiting or dizziness)
	

	A19
	Certain situations because of a fear of particular objects or activities (such as animals, heights, seeing blood, being in confined spaces, driving or flying).                
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PLEASE ASK PATIENT TO COMPLETE FOLLOWING QUESTIONS






































