Mental Health Supplement
( Must be accompanied by Standard Referral Form)

Client name  _________________________  DOB  __________________________
Can the client attend a family dentist?         Yes
  □

No   □
If patient is on a mental health ward, how long until discharge? ………………………………………………
Name of care co-ordinator / named nurse …………………………………………………………………………

Name of Mental Health worker……………………………………………………………………………………..

Is the client agreeable to referral? Yes   □
 No   □
Note, Although we do try to see patients as soon as possible, we are not an emergency service. Unregistered patients requiring emergency dental treatment should ring 
NHS 111
Risk Factors
Mental Health Diagnosis
___________________________________________

	
	History
	Current

	Relapse signs
	
	

	Distressing delusions or ideas
	
	

	Command hallucinations
	
	

	Ideas of self harm / Suicide
	
	

	Ideas / threats of harming others
	
	

	Self harm / Suicide attempts
	
	

	Harm to others
	
	

	Drug / Alcohol misuse
	
	

	Risk to staff from client or clients situation
	
	

	Conviction for violence
	
	

	Other (please specify)
	
	


Overall Risk Assessment

	
	History
	Current
	Current level

	Risk to self
	
	
	

	Risk to others
	
	
	

	Self neglect
	
	
	


Name of person completing form  ____________________ Position ____________________

Signature__________________________________ Date  ___________________________

Please return by post or internal mail to 
Central Referrals, 1st floor, Firth Park Clinic. North Quadrant, Sheffield. S5 6NU

