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[Patient Name]	[DOB]	[NHS No]

Send completed referral forms via ERS. Contact 01342 305420 / qvh.sleepdisordercentre@nhs.net  for any enquiries.

This CDC service provides structured triage and (where applicable) diagnostics for patients with suspected primary insomnia. Where required, the pathway includes a remote (i.e. home) study, followed by consultant review. All other sleep referrals should be submitted to the elective care service via eRS.

	Inclusion / Referral Criteria

	· Patients with difficulties initiating and / or maintaining sleep at night without other factors that can cause sleep disruption (incl. external factors, such as noisy environment etc. – see exclusion criteria below)
· Please inform the patient to expect a letter (via email) shortly after referral – this will outline the next steps, including mandatory completion of a sleep questionnaire and 14-day sleep diary

	Exclusion Criteria

	· GAD7 score ≥ 15 or PHQ7 score ≥ 20 
· Active PTSD with nightmares
· Active psychotic disorder
· Uncontrolled epilepsy
· Advanced dementia
· Uncontrolled chronic pain
· Nocturia with 4 or more bathroom visits per night
· [bookmark: _Hlk221788686]Clinical grounds to suspect another sleep disorder e.g. Obstructive Sleep Apnoea (OSA), circadian sleep disorders, narcolepsy – STOP: refer to QVH sleep service via eRS

	Patient Demographics
	GP Practice Details

	Surname
	
	GP
	

	First names
	
	Referral date
	

	DOB
	
	[Sex]  
	Email
	

	NHS No.
	
	BMI
	[BMI]
	[bookmark: OhZTjhYg4p5NvysIeRa3]Tel
	

	Email
	
	Practice ID
	

	Address
	
	Address
	

	Tel home
	
	Tel mobile
	

	Ethnicity
	 

	Supporting Accessibility Information

	☐ Accessibility adjustments required (e.g. cognitive, sensory, mobility). Please give details:      

	☐ Interpreter required. Preferred language:      

	☐ Carer attending/involved. Contact details:      

	☐ Permission to contact NOK/third party about referral if necessary

	☐ Patient does not have internet and / or email access

	Referral Type

		 Routine		

	Does the patient consent to this referral?	☐ Yes	☐ Best interests’ decision*	☐ No*
* Details:      

	Clinical Details and Reason for Referral

	Presenting Complaint / Reason for Referral:
     


Is the patient a professional driver or pilot? ☐ No	☐ Yes – Details:      

	Please add any free text here e.g. any supporting information (professional driver, night shifts etc.), any specific concerns you have.
     


[Latest GAD 7 Score and Date – blank if none in last 12 months]
[Latest PHQ 9 Score and Date – blank if none in last 12 months]

	Actions Prior to Referral

	Please tick to confirm these have been considered / completed:   
☐ 	This pathway is for suspected primary insomnia only – please refer all other suspected sleep disorders into QVH Sleep service.
☐ 	Please inform the patient to expect a letter (via email) shortly after referral – this provides instructions on completing our mandatory triage paperwork (questionnaire and 14-day sleep diary). If the patient does not have internet / email access, please tick the appropriate box on page 1 so alternative methods of contact can be considered.

	Referred By

	Name
	
	Role
	

	Contact
	
	Date
	



[Allergies]
[Current Medications]
[Active and past significant problems]
[Last 5 consultations]
[Investigations in last 12m]
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