[image: image1.png]2 Foundation Trust m
get er For Herefordshire

Making life better Mental & Social Healthcare






CAMHS
Benet Building, Ruckhall Lane
Belmont
Hereford

HR2 9RP
01432 842233
Referral Form – CAMHS 

Status of referral:      URGENT [  ]     ROUTINE [  ]

Sections 1, 2, 3 and 4 are mandatory. Concerns may be provided in the form of a typed letter attached to the referral form. 

Please ensure that the form is completed as fully as possible as omissions may delay the referral. THE FORM MUST BE POSTED OR FAXED. Fax number: 01432 842234. For discussion on whether a referral is appropriate, please contact CAMHS, Tel: 01432 842233 and speak to the Duty Clinician.
	1.     Details of child or young person

	First Name
	
	NHS Number

(if known)
	

	Family Name
	
	GP Name
	

	Alternative Name (AKA)
	
	GP Practice
	

	Date of Birth


	
	Age
	

	Current Address



	Post Code
	Tel No

	Ethnicity
	Religion

(if known)

	Gender:
	Female [  ]                    

Male [  ]
	First 

Language
	
	Interpreter Needed

Yes [   ] No [   ]

	Current School
	SEN        Yes[   ]  No   [   ]   


	Disability:- please describe the nature of disability and provide additional details as required:
	1.  Does the child have a physical disability?

Yes [  ]    No [  ]
2.  Does the child have a           

     diagnosed learning     

     disability?

Yes [  ]    No [  ]
3.  Severity of learning disability:

Mild [  ]   Moderate [  ]   Severe [  ]
4.  Is there a known cause for the  

     learning disability? 
Yes [  ]  No [  ]   

5.  Is the child on the Autistic  

     Spectrum?

Yes [  ]    No [  ]
6.  Does the child have epilepsy?

Yes [  ]  No [  ]

	2.     Details of all persons with parental responsibility

	Parent/Carer Name
	
	Parent/Carer Name
	

	Date of Birth
	
	Date of Birth
	

	Address


	
	Address
	

	Post Code
	
	Post Code
	

	Relationship
	
	Relationship
	

	Tel No.
	
	Tel No.
	

	3.     Care status: Current legal status, Orders & dates  

	Looked After? (i.e. under care of Local Authority)

Yes [  ]          No [  ]
e.g. foster/residential care or adoption
	Children Act Section


	Is the child subject to Child Protection Plan?                        Yes [  ]          No [  ]
	Category

	CAF completed?      Yes [  ]          No [  ]
	If YES please attach

	4. Description of concerns

The description of the problems may be provided in the form of a typed letter attached to the referral form.



	A. Current Situation (Please describe below what is happening, where and when, frequency, duration, giving examples of specific incidents or events where possible, and impact on Physical Health, Education, Self Esteem, Emotional Wellbeing, Relationships, it is important that you document the mental health presentation of the referred child or young person and any significant risk factors there might be.                                                                       

	

	B. History (Please explain below background to problems; is it worsening or stable; what has been tried; what has worked so far) Please provide current or previous interventions (i.e. behavioural / parenting groups, etc.)

	

	Other – are there any influences that may impact on the current difficulties, e.g. parental separation, family health, poor housing, significant losses or events etc.  Please describe below.



	C.  Please list if there have been any other assessments undertaken by different agencies (please attach them to the referral if appropriate and permitted – e.g. Court reports)

	

	D. Please state any current medication

	

	5.   Other Agency involvement   Past or Present      (please circle)

Health – GP, Paediatrician, Health Visitor, School Nurse, Adult Mental Health                                                         

Education – SENCO, Ed Psych, Behaviour Support Services

Children and Families Service – Social Worker, Family Support Worker 

	Other agencies not covered above

	Name of Agency
	Contact  Name
	Tel No

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	6.    Agreement to/Awareness of Referral

Who is aware of this referral and are they in agreement with it?  Can we contact them?

Child    
Aware?
Yes [  ] 
No [  ]  
In agreement?  Yes [  ]     No [  ]

Parent  
Aware?
Yes [  ] 
No [  ]
In agreement?  Yes [  ]     No [  ]

Carers 
Aware?
Yes [  ] 
No [  ] 
In agreement?  Yes [  ]     No [  ]  

GP       
Aware?
Yes [  ] 
No [  ] 
In agreement?  Yes [  ]     No [  ]

School 
Aware?
Yes [  ] 
No [  ] 
In agreement?  Yes [  ]     No [  ]


	As a matter of course we can contact any of the above persons to discuss the referral.  Is there anyone you would not like us to contact and what is the reason for this?

	

	7.     Referrer’s details (if GP is not referrer)

	        Name of referrer
	Job title/Role

	        Address



	        Post Code
	Tel No

	        Signature of Referrer
	Date

	Data Protection / Confidentiality

	The information on this form will be used to assess the need for a service.  It may be shared with other agencies when this is necessary in order to assess the need or to provide an appropriate service.

	I * CONSENT / REFUSE to allow the sharing of information

(* please delete as appropriate)
	Signed
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