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NEUROPSYCHOLOGY OUTPATIENT SERVICE
REFERRAL FORM

The Neuropsychology Outpatient service provides neuropsychometric testing and guidance around managing cognitive difficulties for adults with neurological conditions or suspected neurological condition. We offer single-session assessments and feedback. If you feel that your patient may benefit from input with this service, please complete the form below.

	PATIENT INFORMATION

	Patient name:
	Click or tap here to enter text.
	Date of Birth:
	Click or tap here to enter text.
	NHS number:
	Click or tap here to enter text.
	Address:
	Click or tap here to enter text.

	GP details:
	Click or tap here to enter text.


	Acceptance criteria (please select all that apply):

	The patient has, or is suspected to have, a neurological condition ☐

	The patient is registered with a Berkshire GP ☐

	The patient is suspected to have cognitive difficulties ☐

	The patient is aged 18 or over ☐



	Details of patient’s neurological history / diagnoses (if applicable)

	
Click or tap here to enter text.






	Reason for referral (please state in your own words why you are referring the patient to this service)

	
Click or tap here to enter text.






	Goals of assessment (please tick all that apply):

	☐ Differential diagnosis 
	☐ Assessment of risk 

	☐ Treatment planning 
	☐ Cognitive rehabilitation 

	☐ Baseline for degenerative condition 
	☐ To inform a Mental Capacity Assessment 

	☐ To assess a medical intervention 
	☐ To assess a surgical intervention 

	☐ Other?  Provide details: Click or tap here to enter text.



	Potential complications to assessment (please select all that apply):

	Visual disturbance ☐
	Expressive dysphasia or dysarthria ☐

	Hearing loss ☐
	Receptive dysphasia ☐

	Mobility difficulties ☐
	Not a native English speaker ☐

	Inability to use dominant hand ☐
	Cannot speak English / interpreter needed ☐

	High levels of fatigue ☐
	Distractibility ☐

	Difficulties regulating behaviour ☐
	Symptoms of psychosis ☐



	Are there any safeguarding issues?

	Intentional risk to self ☐
	Unintentional risk to self ☐
	Risk to others ☐

	If so, please provide details: Click or tap here to enter text.




	REFERRER DETAILS

	Name of clinician: Click or tap here to enter text.

	Job title: Click or tap here to enter text.

	Department: Click or tap here to enter text.

	Address: Click or tap here to enter text.

	Telephone: Click or tap here to enter text.
	Email: Click or tap here to enter text.

	Date of referral: Click or tap to enter a date.
	Signature: 




Please send the completed form to:
Department of Neuropsychology
25 Erleigh Road
Reading
RG1 5LR

Email: neuropsychology@berkshire.nhs.uk
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