Montrose Health Group – Right to Choose Referral Template

Referral for ADHD Assessment / ASC Assessment / Combined ADHD + ASC Assessment
(For completion by GP / NHS referrer)
1. Patient Details
	Full Name:
	

	Date of Birth:
	

	NHS Number:
	

	Address:
	

	Postcode:
	

	Telephone / Mobile:
	

	Email Address:
	

	Preferred Contact Method:
	

	Does the patient require any reasonable adjustments?
	

	Interpreter Required (Yes / No):
	

	If yes, language:
	



2. GP / Referrer Details
	GP Name:
	

	Practice Name:
	

	Practice Address:
	

	Practice Telephone:
	

	Practice Email (secure):
	

	Which integrated care board (ICB) is your GP surgery part of? ( code ) 
	

	Referrer Signature / Name:
	

	Date of Referral:
	





3. Type of Assessment Requested
(Please tick all that apply)
☐ ADHD Assessment
☐ Autism Spectrum Condition (ASC) Assessment
☐ Combined ADHD + ASC Assessment

4. Right to Choose Confirmation
☐ I confirm the patient is registered with an NHS GP in England.
☐ I confirm the patient has chosen Montrose Health Group under the Right to Choose pathway.
☐ I confirm the patient meets criteria for referral under NHS Constitution and RTC guidance.

5. Reason for Referral / Presenting Concerns
(Please summarise the concerns leading to referral. Include functional impact at home, school, work, or social settings.)
	Primary concerns:
	

	Duration of symptoms:
	

	Impact on daily functioning:
	

	Risks:
	

	Any safeguarding concerns:
	





6. ADHD‑Specific Information (complete if ADHD or combined referral requested
6.1 Core Symptoms (as reported by patient/parent/teacher)
	Inattention symptoms present (Yes / No / Unsure):
	

	Hyperactivity/impulsivity symptoms present (Yes / No / Unsure):
	

	Age of onset (if known):
	

	Symptoms present across multiple settings (Yes / No / Unsure):
	


6.2 School / Workplace Information
	School/college/workplace concerns reported (Yes / No / Unsure):
	

	Supporting documents available (Yes / No):
	

	EHCP / SEN support (Yes / No / Unsure):
	


6.3 Previous ADHD Assessment
	Previous assessment completed (Yes / No / Unsure):
	

	If yes, date and outcome:
	


6.4 Current or Past ADHD Medication
	Has the patient ever taken ADHD medication? (Yes / No / Unsure)
	

	If yes, specify medication, dose, response, side effects:
	





7. ASC‑Specific Information (complete if ASC or combined referral requested)
7.1 Social Communication / Interaction
	Difficulties with reciprocal conversation (Yes / No / Unsure):
	

	Difficulties forming/maintaining relationships (Yes / No / Unsure):
	

	Differences in non‑verbal communication (Yes / No / Unsure):
	


7.2 Repetitive Behaviours / Sensory Profile
	Repetitive behaviours or routines (Yes / No / Unsure):
	

	Restricted interests (Yes / No / Unsure):
	

	Sensory sensitivities (Yes / No / Unsure):
	


7.3 Developmental History
	Early developmental concerns (Yes / No / Unsure):
	

	Speech/language delay (Yes / No / Unsure):
	

	Motor development concerns (Yes / No / Unsure):
	


7.4 Previous ASC Assessment
	Previous ASC assessment completed (Yes / No / Unsure):
	

	If yes, date and outcome:
	





8. Medical History 
8.1 Past Medical History
	Significant medical conditions:
	

	Neurological conditions (e.g., epilepsy, head injury):
	

	Endocrine conditions (e.g., thyroid disease):
	

	Cardiac conditions: 
	

	Sleep disorders:
	


8.2 Family History
	ADHD in family (Yes / No / Unsure):
	

	Autism in family (Yes / No / Unsure):
	

	Cardiac history in family (sudden death, arrhythmia, cardiomyopathy) (Yes / No / Unsure):
	

	Mental health conditions in family (Yes / No / Unsure):
	



8.3 Personal Cardiac History (mandatory for ADHD referrals)
	Chest pain on exertion (Yes / No):
	

	Syncope / fainting (Yes / No):
	

	Palpitations (Yes / No):
	

	Known cardiac diagnosis (Yes / No):
	

	Previous ECG (Yes / No) (outcome/results - attach if available) 
	

	Any known pathology or current medication which may contraindicate ADHD medication (Yes / No / Unsure):
	





9. Mental Health History
	Current mental health diagnoses:
	

	Past psychiatric diagnoses:
	

	Previous involvement with CAMHS / AMHS:
	

	Current psychological therapy (Yes / No):
	

	Self‑harm history (Yes / No):
	

	Suicidal ideation (current or past) (Yes / No):
	

	Risk to others (Yes / No):
	



10. Current Medication
(Include all prescribed, over‑the‑counter, and herbal medications)
	Medication list attached (Yes / No):
	

	Any medications affecting attention, mood, or sleep:
	



11. Substance Use
	Alcohol use:
	

	Cannabis use:
	

	Other substances:
	

	Smoking / vaping:
	



12. Social & Educational Information
	School/college/workplace name:
	

	Attendance concerns (Yes / No / Unsure):
	

	Exclusions / disciplinary issues (Yes / No / Unsure):
	

	Social care involvement (Yes / No / Unsure):
	

	Looked‑after child (Yes / No / Unsure):
	



13. Safeguarding
	Any active safeguarding concerns (Yes / No):
	

	If yes, please summarise:
	



14. Supporting Documentation 
(Please attach where available)
☐ GP Summary Care Record (mandatory)
☐ Medication summary
☐ School/college reports
☐ EHCP / SEN documentation
☐ Previous assessments (ADHD/ASC/SLT/OT/EP)
☐ Risk assessments
☐ CAMHS/AMHS letters
☐ ECG 

15. GP Confirmation
I confirm that:
· The information provided is accurate to the best of my knowledge.
· The patient has consented to this referral and understands the Right to Choose pathway.
· I agree to share relevant medical information with Montrose Health Group to support safe assessment and treatment.

	GP Signature:
	

	
	

	Date:
	



Send completed referral form via eRS – “Mental Health – Adults of All Ages > Psychological Disorders / Difficulties”
