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Name:     <Patient Name>                               DOB:  <Date of Birth>                             NHS No: <NHS number>
	[bookmark: _Hlk72299933][bookmark: _Hlk86832733]Referral Proforma to secondary care for
review of patients prescribed valproate

	Purpose of form:
Referral for assessment for ongoing need to prescribe valproate and completion of Annual Risk Acknowledgement Form (ARAF) for patients in group 1 and a Risk Acknowledgement Form (RAF) for any patient in group 2 who is planning a family in the next 12 months. 


	Patient Groups
Group 1 - Girls, women, trans men and non-binary people of childbearing potential under 55 years of age
Group 2 – Boys, men, women and non-binary people not of childbearing potential aged under 55 years old

	
Indication for Valproate?       Bipolar |_|     Epilepsy |_|      Bipolar and Epilepsy |_|       Other |_|

	

	Referral route based on clinical indication:
· Mood Stabiliser: Refer to local Mental Health Team.
· Epilepsy <18 years: Refer to local paediatric service.
· Epilepsy >18 years: Refer to local adult neurology service.
· Other – Specify Indication and refer to initiating service. The referral form and prescribing advice will need to be sent and sought directly from the clinician who initiated valproate. 
· For those with dual indication refer to the initiating speciality. 

	

	Section 1: Patient and Referrer Details

	Patient details

	Surname:
	
	First name
	

	[bookmark: _Hlk72299094]NHS Number:
	
	Date of Birth:
	

	Full Address and Postcode:
	

	Preferred Contact Number:
	
	Language: 
	

	Ethnicity:

	
	Interpreter needed:
	Yes  |_|   No |_|

	Mobile Number:
	
	Gender
	

	Can voice mails be left?
	Yes  |_|             No  |_|
	Email address:
	

	Does the patient have any issues around:
Please give details
	Accessibility            |_|
	Hearing/communication              |_|     
              
Learning Disability                         |_|     
If yes, is it   Mild |_|    Moderate |_|  Severe |_|


	
	
Mental capacity     |_|     

	

	Does the patient have a carer?
	Yes                            |_|  
Please give details
	Name:
Address:
Telephone Number:
Relationship to patient:

	
Referrer Details
	

	Name of Referrer:
	
	Profession:
	

	Practice Name:
	

	Organisation/Practice Code:
	

	Practice Contact No:
	
	GP Practice E-mail:
	

	Referral date:
	
	
	

	
	
	
	

	Section 2 Reproductive Risk Assessment

	
Group 1 patients

	Is the patient currently pregnant?
	YES |_|  NO |_|    If Yes-Refer Urgently

	

	[bookmark: _Hlk175133362]Is the patient planning pregnancy imminently?
	YES |_|  NO |_|    If Yes-Refer Urgently

	Is the referral for consideration of changing treatment?
	YES |_|  NO |_|    

	Is the patient’s family complete?
	YES |_|  NO |_|    

	Is the referral for completion of a valproate Annual Risk Acknowledgement Form (ARAF)?
	YES |_|  NO |_|    

	Is the patient currently exempt from the Pregnancy Prevention Programme (PPP -PREVENT)?
	YES |_|  NO |_|    UNSURE |_|  

	
	

	Current Contraception
	

	No contraception
	|_|
	
	
	
	

	Referred for contraception  
(date) 
	|_|
	Exempt from PPP
	|_|
	Copper IUD
	|_|

	Levonorgestrel IUD
	|_|
	Progesterone only implant
	|_|
	Progesterone only injection administered on schedule by healthcare professional
	|_|

	Combined oral contraceptive
	|_|
	Progesterone only contraceptive
	|_|
	Barrier methods
	|_|

	Natural Family planning
	|_|
	Female Sterilisation
	|_|
	Male Sterilisation
	|_|

	Combined hormonal contraceptive vaginal ring
	|_|
	Combined hormonal contraceptive patch
	|_|
	Progestogen-only injection (self-administered by patient)
	|_|

	
Group 2 patients:

	Is the patient planning a family imminently?
	YES |_|  NO |_|    If Yes-Refer Urgently. If No- does not need referral

	Is the referral for consideration of changing treatment?
	YES |_|  NO |_|    

	
Please note that existing patients prescribed valproate in group 2 do not require a risk acknowledgement form. 


	FOR ALL PATIENTS: There is a mandatory need to include details of any previous medications used for the clinical indication and copies of correspondence relating to condition for which valproate is prescribed.

	Previous Medical History

	Major problems
<Problems>
Minor problems
<Problems>

	Current medication (please list or attach list with indications)

	Acute medications
<Medication>
Repeat medication
<Medication>

	Allergies Details: 

	<Allergies & Sensitivities>

	BMI/Smoking Status/Alcohol/WHO performance status

	BMI  <Numerics>,     Smoking status: <Diagnoses>,     Alcohol intake  <Numerics>
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