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Sefton Sexual Health
Town Lane
Southport
PR8 6PN
SEFTON PSYCHOSEXUAL SERVICE

PROFESSIONALS REFERRAL FORM
Please email your referral to : 
soh-tr.seftonpst@merseywestlancs.nhs.uk
If you have a query relating to your referral, please telephone 01704 704056.
	Date of Referral:
	

	Name of Referrer (Please print)
	

	Address of Referrer (full):
	

	
	Post code:
	
	Tel. No:
	

	Registered GP details (if not referrer):
	


	Patient’s Full Name:
Preferred name :
	

	Full Address:
	

	Post Code:
	

	Tel. No.  
	

	Date of Birth:
	

	Gender Assigned at Birth:
	

	Preferred Pronoun:
	

	NHS. No.                                                             
	

	Risk – Any Contact Restrictions:
	(Please state :)

	Ethnicity: 

(Please) indicate)
	White British:
	White other:
	Black-Caribbean:
	Black-African:

	
	Black-Other:

	Indian:
	Pakistani:
	Chinese:

	
	Bangladeshi:
	Other (please state):
	

	If the patient has a partner:

	Is the partner aware of the referral? 
	Yes
	No

	
	
	

	Is the partner willing to attend with the patient?
	
	


	Reason for Referral:

	



	Recent investigations relevant to referral – please give details and results:

	



	Previous treatment for this problem – please give details and outcome:

	



	Medical/Surgical history:

	



	Does the patient have any disability/illness which may impact on their sexual function?

	


	Medication:

	



	Any further comments:

	


	Information which needs to be flagged e.g., RISK/CONTACT RESTRICTIONS etc. :

	


Upon receipt of this referral, we shall email an acknowledgement.
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