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Psychosexual Therapy Service                                                                                                            Sexual Health Clinic GUM                                                                                                                 St Helens Hospital                                                                                                                  Marshalls Cross Road                                                                                                                              St Helens                                                                                                                                       WA9 3DA

ST HELENS PSYCHOSEXUAL SERVICE

PROFESSIONALS REFERRAL FORM
Please email your referral to: ed.ps@sthk.nhs.uk 
If you have a query relating to your referral, please telephone 01744 646483
	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.

Referral checklist
Before referring to our service, please ensure the following.
· Your patient is aware of and consents to a Psychosexual Therapy Service referral.
· Your patient has a St Helens Postcode
· Your patient is over 18 years of age.
· Your patient has experienced this problem for at least 6 months, it occurs 75-100% of the time and causes significant distress.

· Your patient is aware that if they are currently engaged in psychological therapy and or counselling, starting another therapy is not usually recommended.
· Your patient is ready and able to commit to a course of therapy lasting several months.
· Your patient has undergone the recommended tests/investigation/ examinations prior to referral and details are included with your referral.
· Please confirm, in your medical opinion, that any differential diagnosis has been considered and excluded.
· Your patient is psychologically stable and any underlying mental health issues have been diagnosed and appropriately treated and managed prior to referral.
· Your patient is aware that our service does not provide trauma related therapy and if they have experienced recent or historical trauma including rape, sexual assault, domestic violence, or abuse, please consider if a referral to a specialist service would be more appropriate in the first instance.
· Your patient’s issue is not related to sexual offending behaviours.
As a psychological based service, it is essential that all physical causes of sexual problems have been excluded prior to starting psychological therapy (even when a psychosexual issue is suspected). It is important to consider undertaking the following investigations and or tests prior to referral and include the results at the time of referral.

Men
· Genital Examination

· Weight, waist measurement, BMI, Blood pressure and heart rate
· Blood pressure and heart rate

· Blood investigations: Lipid Profile, Fasting glucose, HbA1c, eGFR, thyroid function tests, fasting total testosterone (to be taken between 7 and 11am and Serum Prolactin

· Consider DRE and measuring PSA if clinically indicated.
· Assessment of CVD risk and appropriate management of identified risk factors
· Sexual Health Screening if appropriate
 Women
· Genital examination

· Thyroid function

· Fasting plasma glucose

· HbA1c

· Serum prolactin

· FSH

· LH

· Testosterone

· Gynaecological causes

· Sexual Health Screening if appropriate
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