Smile Group Professional Referral Form
Please complete all sections thoroughly otherwise it could result in a delay in the referral process
and the need to contact you.

Client details:
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Preferred method of initial contact:  [_] text ] phone call [ email
Gender 1dentity ... D.0O.B
Ethnic origin (*please tick)
White: [ English []Welsh []Scottish []Northern Irish/ British
Irish [] Gypsy or Irish traveller
Mixed / multiple ethnic groups: [] White and Black Caribbean [_] White and Black African |
|:| Asian / Asian British |:| Indian |:| Pakistani |:| Bangladeshi |:| Chinese
Black / African / Caribbean / Black British:  [_| African [_| Caribbean
Other ethnic group - Any other ethnic group, please describe |
......................................................................................................................................................................................................................................... ”
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Are there any other professionals involved:
GP... oo FSWI/SW e
Health Visitor / Midwife ... Specialist PMHT ..., ‘

/
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Other adults in the household or an emergency contact if
no other adult is in the home

First Name

Surname
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Is the client currently pregnant? Yes / No* If ‘Yes’ when is the due date: []Yes [No

Are there any concerns around home visits and lone working with the family? []Yes []No
Does the client have a diagnosis of PMI? []Yes [1No

Does the client take any prescribed medication? [ ]Yes []No

Are there any concerns around drug / alcohol use, within the household? [1Yes [1No

Are you concerned about Domestic Abuse within the household? []Yes [ INo

Describe how the client is feeling and for how long have they felt like this.

To your knowledge, has there been any history of harmful behaviour to themselves or others?

[1Yes [LINo

Does the client have any disabilities? []Yes [INo

Is there an Early Help Assessment/ CIN / CP plan in place? [] Yes [1No

If you have answered ‘YES’ to any of these questions please elaborate on this
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Reason for referral:

Please summarise current perinatal mental health difficulties and identify what support is
needed. It’s helpful to give as much information as possible and ensure that this is in alignment
with our core focus on supporting parents experiencing mild-moderate perinatal mental health
challenges.

T

We need the client’s signature to provide consent for Smile Group to share information with their health professionals as

is in line with our Confidentiality Policy. As a group we endeavour to ensure best practice via joined up work with health
professionals to enable individuals attending to receive appropriate care and support. The Client should be aware of this and
whilst we accept a typed in signature, please ensure they are aware of the referral.

S AU ettt

If the client wishes to see how we process their data please read our privacy notice which can be found at
www.smilegroup.org.uk/privacy-notice/

If they would like to receive general updates and information from Smile to their email address, please tick here.

ves[ ] Nno [ ]

As a professional you may also want to sign up to these. If you do, please add your email here

If you wish to withdraw your consent at any time please contact hello@smilegroup.org.uk

Please return completed forms to a member of the team marked “FAO Smile Group -
CONFIDENTIAL” or via email on hello@smilegroup.org.uk We are able to use Egress for secure
emails at this address “FAO Smile Group — CONFIDENTIAL”

hello@smilegroup.org.uk www.smilegroup.org.uk Charity Number 11687511
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