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	Affix ID label here or complete the following information

	Patient ID number

	
	Service user Name:

Mandatory

	
	NHS Number: Mandatory
	
	Date of birth
	
	Unit/Ward/Team
	

	   CAMHS Office use only                                                                                Single Point of Access
Child and Adolescent Mental Health Service 
                              Referral Form
Name: 

Gender: M/F                                       DOB: …../…../……

Address:

Postcode:

Ethnicity:

First language:

Special consideration for communication:

NHS number: 

Previous surnames:

Main telephone number:

Other telephone number:

Who holds parental responsibility?

Parent(s)/ Carer(s) Name:

Address  (if different from child):
Post code:

Parent(s)/ Carer(s) main contact number:

Parent(s)/ Carer(s)  alternative number:

School:                                                        Year/Group

Key school contact:

Is there a statement of educational need?       Yes  □    No  □    
Learning disabilities?                                       Yes  □    No  □    
Is there a CAF/TAF currently in place?            Yes  □    No  □   

(if Yes please enclose)

Legal status:  Care of parent

                       Care of local authority

                       Voluntary accommodation

                       Full care order

                       Interim care order

                       Care order places at home

                       Child in need

                       Child protection plan

                       Other carer – give details

Details: …………………………………….. 

General Practitioner details:
Doctor:

Surgery address:     

Postcode:


                        Telephone number:  


	Affix ID label here or complete the following information

Patient ID number

Service user Name:

Mandatory

NHS Number: Mandatory
Date of birth

Unit/Ward/Team

    CAMHS Office use only                                   Name:                                               NHS number: 
Primary reason for referral:
Primary reason for referral:
Additional factors:
Deliberate self-harm                                                                              
Yes  □    No  □    
Mental Health problems

Yes  □    No  □    
Aggression

Yes  □    No  □    

Suicidal intent

Yes  □    No  □    
Disinhibited behaviour

Yes  □    No  □    
Self-neglect

Yes  □    No  □    
Depression

Yes  □    No  □    

Conduct Disorders

Yes  □    No  □  

Drug misuse

Yes  □    No  □   
Anxiety disorder

Yes  □    No  □    
Phobias
Yes  □    No  □    
Alcohol misuse

Yes  □    No  □    
Psychosis

Yes  □    No  □    
Loss and bereavement

Yes  □    No  □    
Criminal behaviour

Yes  □    No  □    
Eating disorders

Yes  □    No  □    
Attention Deficit Hyperactivity Disorder

Yes  □    No  □    
Is young person pregnant?

If yes please state due date:

Name of midwife:

Yes  □    No  □    

Mood disorders

Yes  □    No  □    
Attachment issues (child 0-8years)
Yes  □    No  □    
NB: There must be at least 1 Primary reason for referral indicated 

Description of presenting problem:  
Please include any possible triggers, duration and severity of problems, method and frequency of self-harm and whether medical treatment was required.



	Affix ID label here or complete the following information

Patient ID number

Service user Name:

Mandatory

NHS Number: Mandatory
Date of birth

Unit/Ward/Team

    CAMHS Office use only                                   Name:                                               NHS number: 
Details of any previous advice, treatment or interventions:
Details of any known physical health issues:
Please include medications, allergies and recent physical assessments/investigations.
NB: Please include copy of last physical health assessment if available 
Details of any current treatment:
CAMHS Office use only                                       Name:                                               NHS number:
Affix ID label here or complete the following information
Patient ID number

Service user Name:

Mandatory

NHS Number: Mandatory
Date of birth
Unit/Ward/Team
Other service/professional involvement:
Service
Name and contact details
Date(s) of involvement
Reason for involvement
Consent:
Has the referrer met with child or young person?                Yes  □    No  □    
Has the child/young person given consent to referral?        Yes  □    No  □    
Has the parent/guardian given consent to referral?             Yes  □    No  □  

If the child is under 16 years of age has the parent / carer consented to transfer of referral information to CAMHS or other partnership agency if  assessed as more appropriate for their needs          Yes  □    No  □     

If the young person is over 16 years of age have they consented to transfer of referral information to CAMHS or other partnership agency if  assessed as more appropriate for their needs                   Yes  □    No  □    
Requested response: 
Emergency (24 hours)    Yes  □    Urgent (72 hours)     Yes  □    Routine (10 working days)  Yes  □    

NB: For All Emergency and Urgent referrals please be available for telephone contact
Referrer details: IT IS THE REFERRERS RESPONSIBILTY TO CONFIRM THE FAX/EMAIL HAS BEEN RECEIVED BY SPoA CAMHS ASSESSMENT TEAM – ENSURE THE REFERRAL FORM IS RECEIVED BEFORE 16:30 MONDAY TO THURSDAY AND 16:00 ON FRIDAY. PLEASE NOTE THE TEAM WILL BE CLOSED ON BANK HOLIDAYS.

It is important we know who has initiated this referral.  Have you as the referrer been approached by the family or young person or is this your recommendation?

Who has initiated this referral (please tick)
The Referrer  [  ]                                                                                     Child/Young Person  [  ]

Parent/Carer  [  ]                                                                                     Other                           [  ]
IS 

Referrer name:

Job title/Profession:                                                                                  Contact number:

Address:
                                                                                        Date of request:




SPoA CAMHS Assessment Team, Platt Bridge Health Centre, Platt Bridge, Wigan, 
WN2 5NG Tel: 01942 482411 Fax: 01942 482441 Email: spoacamhs.wigan@nhs.net
IT IS THE REFERRERS RESPONSIBILITY TO CONFRIM THE FAX/EMAIL HAS BEEN RECEIVED BY SPoA CAMHS Assessment Team
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