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Innovate ADHD Ltd
ADHD Assessment and Treatment Referral Form
(Right to Choose)











Organisation: Innovate ADHD Ltd
https://innovateadhd.com/nhs-patients 
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Section 1: Patient Information
	Full Name
	

	Date of Birth
	

	NHS Number
	

	Address
	

	Contact Number
	

	Email
	

	Gender at birth and preferred pronouns
	

	Ethnicity
	

	Preferred Language
	

	Communication Needs 
	☐

	If yes, please specify


Section 2: Consent
	Question
	Response

	Has the patient consented to referral?
	☐

	Consent to share records with provider?
	☐

	Consent to contact next of kin?
	☐

	Next of kin name and phone number:
	


Section 3: Referrer/ICB Details (Completed by Referrer)
	Name
	

	Role/Job Title
	

	Organisation
	

	Address
	

	Phone
	

	Email
	

	ICB Name
	

	Mental Health contact within ICB
	

	Contact details of person/team above
	


Section 4: GP Details (if different from referrer)
	GP Name
	Surgery
	Address
	Phone

	
	
	
	


Section 5: Reason for Referral
	Assessment
	Status

	ADHD Service
	☒

	ASC Service (not yet available)
	☐


Section 6: ADHD History
	Question
	Response

	Previous ADHD diagnosis?
	☐

	Currently on ADHD medication?
	☐

	Evidence of difficulties since childhood?
	☐ 

	Supporting documents attached?
	☐


Section 7: Current Symptoms & Impact
	Symptom/Impact Area
	Details

	ADHD Symptoms (attach ASRS rating scale)
	

	Impact on daily living
	

	Educational impact
	

	Social impact
	

	Occupational impact
	


Section 8: Mental Health & Risk Assessment
	Current mental health service involvement?
	If yes, please provide service details

	☐ Yes
☐ No
	


Risk factors (tick all that apply):
	Risk Factor
	Current
	Historical/Previous

	Suicide
	☐
	☐

	Self-harm
	☐
	☐

	Risk to others
	☐
	☐

	Safeguarding
	☐
	☐

	Substance misuse
	☐
	☐

	Domestic violence
	☐
	☐

	Forensic history
	☐
	☐

	Pregnant/Post-partum
	☐
	

	Children under 18 at home
	☐
	


Section 9: Current Medications (or current GP care summary)
	Drug Name
	Dose
	Last Issued

	
	
	

	
	
	


Section 10: Allergies & Adverse Reactions (or current GP care summary)
	Substance
	Type
	Reaction
	Severity
	Date

	
	
	
	
	

	
	
	
	
	


Section 11: Clinical Observations (or current GP care summary)
	Blood Pressure
	Pulse Rate
	BMI
	Weight (kg)
	Height (cm)

	
	
	
	
	


Section 12: Additional Information
Please add any other relevant information here if necessary: 
	 


Section 13: Referrer Declaration
	Summary Care Records Attached
	☐

	Referral Discussed
	☐

	Adult ADHD Self-Report Scale (ASRS-v1.1) Completed
	☐

	Date
	


Please send completed referral to: nhsreferrals@secure.innovateadhd.com

NOTE: Under current regulation, mental health Right to Choose referrals must be made by a GP, or authorised by a GP under your local referral protocol. By making a referral, you confirm that you are either a GP, or you are from another profession but have been authorised by a GP.

image1.png
INHS|

Providing NHS services




image2.png




image3.png
INNOVATE ADHD




image4.png




