	To make a referral send this form to:  All sections of this form must be completed for initial referral to the Specialist Children’s Service
Please use black ink and capital letters


Specialist Children’s Health Service
The Wood Street Health Centre
6 Linford Road, Walthamstow, E17 3LA
Telephone: 0208 430 7940 
Email: nelftscswf@nhs.net
Comm. Nursing: wfccn@nelft.nhs.uk 



SPECIALIST CHILDREN’S SERVICE REFERRAL FORM – Page 2

[image: ]SPECIALIST CHILDREN’S HEALTH SERVICE REFERRAL FORM
(Including CAMHS)

This referral may be returned if all sections of all 3 pages are not fully completed. 
If referring to CAMHS Please also complete additional Appendices A and B.
Please write clearly in black ink.     

	Section 1
	Person Making Referral:

	Name:
	     
	
Address:
	
     

	Job Title:
	     
	
	

	Telephone: 
	     
	
	

	Fax:
	     
	Email:
	     

	Section 2
	Child / Young Person’s Details

	Child’s Name:	     			     
 		(Surname)			(First Name)              
	[bookmark: Check18][bookmark: Check19]M |_|    F |_|
	[bookmark: Text5]Date of Birth      

	[bookmark: Text2]Address: 	     

	School / Nursery / College:
[bookmark: Text6]     

	[bookmark: Text3]Postcode: 	     
	Parents Mobile:      
	Language:      

	Home Telephone:      	
	Child’s Mobile:      	
	[bookmark: Check20][bookmark: Check21]Interpreter required:     |_| Yes    |_| No

	Email Address:      
	[bookmark: Text8]Religion:       

	[bookmark: Text11]NHS Number:	     
	[bookmark: Text12]Social Services ISIS No:      
	[bookmark: Text9]Ethnicity:       

	GP Name:	     
	Nationality:      

	GP Address / Surgery:	     
	Subject to Child Protection Plan / Child In Need:  Y |_|   N |_|

	
	LAC Status:      

	Section 3
	Parent or Carer’s Details

	[bookmark: Text15]Who has parental responsibility?      
	Interpreter required:     |_| Yes    |_| No

	[bookmark: Text18]Parent / Carer’s Name:      
	[bookmark: Text17]Relationship: 	     

	
[bookmark: Text19]Address:      
                                       	                Postcode:      
	[bookmark: Text20]Telephone: 	     

	
	Mobile:		     

	Email Address:      

	Section 4
	Name of other Professionals / Agencies involved, if known:

	|_|
	Social Worker
	|_|
	Nursery
	|_|
	Educational Psychologist

	|_|
	Court
	|_|
	Police
	|_|
	Educational Welfare Officer

	|_|
	Health Visitor
	|_|
	SENCo
	|_|
	Hospital/Community Doctor

	|_|
	CAMHS 
	|_|
	Youth Offending Service
	|_|
	Children With Disabilities Team

	|_|
	Early Intervention
	|_|
	Child Development Team
	|_|
	Other (specify)

	|_|
	Other (specify):      

	Section 5
	Reason for referral and explanation of concerns including specific functional, sensory, motor difficulties, health, mental health or social needs or any identified risks (Please attach relevant reports e.g. school), if known and any other interventions already tried:

	
	

	     


	Section 6
	Please tick the boxes below to indicate the services you would like this referral to be passed:

	|_| Children’s Community Nursing Team               
	|_| Occupational Therapy
	|_| 722 Drug & Alcohol Misuse Service

	|_| Child Development Team                                                                        
	|_| Physiotherapy                
	[bookmark: Check22]|_| Primary Mental Health Team

	|_| Community Paediatrician                        
	|_| Social & Communication Clinic  
	|_| CAMHS Triage Team

	|_| Speech & Language Therapy                                                                      
	|_| SEN Early Years
	

	|_| CAMHS ASD/ADHD Assessment (please follow instructions in Appendix B)
	Previous CAMHS ASD/ADHD Assessment completed? 	|_| Yes 	|_| No 	(if ‘Yes’, attach report)
	If ‘Yes’, was a diagnosis given? 				|_| Yes 	|_| No
	If ‘Yes’, state diagnosis: 					     

	Section 7
	Medical Information (i.e. birth history, current health issues, medication, admission/discharge details, allergies, feeding related coughing, choking, vomiting, chest infection), if known. Attach relevant medical / other reports:

	
	

	     








	Complete where relevant (e.g. eating disorders or food refusal/aversion):

	Height:
	     
	Weight:
	     
	BP:
	     
	Pulse:
	     

	Section 8
	Developmental History and Milestones:

	Age of smiling:
	     
	Age of sitting:
	     
	Date of Hearing Test:
	     

	Age of walking:
	     
	Age of first words:
	     
	Date of Eye Test:
	     

	Comments (including other milestones):      







	Section 9
	Parent’s/Carer’s concerns and expectations / History of difficulties (date of onset, are the symptoms stable or worsening, what was tried/what has worked so far) / Impact of the difficulties on the young person and family:

	
	

	     








	Section 10
	Family History (including family composition, support network, others with illness or disability in the family, family history of mental health / substance misuse) and if other siblings are known to child health services:

	
	

	     










	Section 11
	Social History (including any child protection concerns) / Background Information (family difficulties, bereavement, parental illness or separation, change of home or school):

	
	

	     









	Section 12
	Other relevant information (including mental health concerns):

	     








	Section 13
	Information Sharing And Consent:

	
Information about your child may be shared with other teams and agencies (eg Education services, Children’s Centres and social care) in order to identify  the most appropriate support for your child.

Has the referral been discussed with the parent or carer?			|_| Yes    |_| No

Has the referral been discussed with the child or young person? 			|_| Yes    |_| No

Is there parental consent for enquiry/onward referral to other agencies?		|_| Yes    |_| No

Is there parental consent to contact school? 					|_| Yes    |_| No

Is there child consent to be contacted whilst at school? 				|_| Yes    |_| No


Comments (if any):      





Signed (Parent/Carer)        		Name: 	     		          (if applicable for Community Health – see guide)

Signed (referrer): 	     		Name: 	     	
	                  
Relationship: 		     		Date: 	     


	Office Use Only

	

	
Name and designation of receiver:      
	
Date:      


	
	
SCS ID:      


	
Passed to:      






	APPENDIX A
To be completed for all CAMHS referrals only

	Question 1
	What are the young person’s current difficulties at this time (for example current behaviours, school impacts or social impacts)?

	
	

	     










	Question 2
	What is the history of the difficulties (When did they start? Have they worsened?)

	     










	Question 3
	What has been already tried to help the Young Person?

	     










	Question 4
	Are there any social or parental difficulties to make us aware of?

	     









	Question 5
	What does the Young Person hope to achieve by coming to CAMHS? / What are their goals?

	     









	Consent
	Please be aware that the referral will not be accepted unless this consent section is completed

	
	
Do the parents consent to CAMHS contacting the school? 			|_| Yes    |_| No

Does the Young Person consent to being contacted at school? 		|_| Yes    |_| No





	APPENDIX B
For referrals to CAMHS for ASD and/or ADHD

	
From 5th July 2018 Waltham Forest CAMHS will be open to accepting routine referrals for ASD or ADHD. We have made changes to the procedure for these referrals in order to allow us to process these more efficiently and to accept young people who require an assessment more quickly onto our pathway. Please note:

· A diagnosis of ASD or ADHD is not required for an Education, Health and Care needs assessment to be requested from the Local Authority (as this application is based on a child’s needs or functioning rather than on a diagnosis)
· We request that our General Practitioner colleagues do not make routine referrals to CAMHS for ASD or ADHD assessments and instead redirect parents of school age children to approach the young person’s school. Schools generally know the young person best and should compile all the required information and send it in with their referral
· We will require the screening information detailed below to be fully completed as part of the referral and should be enclosed with any referral for possible ASD or ADHD
· Any referral without complete paperwork will be returned to the referrer.

To be completed by school:
Please open and complete the documents below, then send them back with this referral form.

	School Report (for ASD or ADHD)
	


	CAST (For ASD)
	


	SNAP 26 (for ADHD)
	




Note: In cases where there is suspected significant learning delay, inclusion of a recent Educational Psychology Report and/or Speech and Language Report will be beneficial to expedite processing of the referral and decisions about diagnosis.


To be completed by parents:
Please open and ensure parents complete the documents below, then send them back with this referral form.

	CAST (for ASD)
	


	SNAP 26 (for ADHD)
	




An email confirming receipt of a complete referral will be sent to the referrer. If this referral is not accompanied by the completed forms mentioned above, this form will be returned to the referrer, and the referral will not be opened.

Once the referral has been clinically screened, the outcome will be communicated in writing to the referrer and GP. 

Referrals for tics or Tourettes will not require the above forms to be completed.
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School Report.docx
		SCHOOL REPORT

School to complete



		Name and Address of School

		     



		Name of person filling in this form

		     



		Title/relationship to child

		     



		How long have you worked with this child?

		     



		What are your main concerns (if any) about this child?



		     













		Behaviour



		Please describe the usual behaviour of this child in a class they are known to enjoy:



		     













		Please describe the usual behaviour of this child in a class they are known to dislike:



		     













		Please describe the usual behaviour of this child in a structured lesson:



		     













		Please describe the usual behaviour of this child at an unstructured time (break/lunch):



		     













		Does this child have any unusual activity levels (overactive, or lethargic): 



		     













		Does this child have difficulty in staying on task, concentrating for an appropriate period of time to their age/developmental stage?



		     













		Does this child have difficult controlling impulses (finds it hard take turns, shouts out)



		     













		Does this child have difficulty following instructions?



		     













		Does this child get into more trouble than other children?



		     













		Does this child need more help than other children?



		     













		Does this child find changes/transitions (from class to class or task to task) difficult?



		     













		Does this child display more anxiety or angry outbursts than other children?



		     













		Social Relationships



		Does this child have good peer relationships? One or two good friends or a wide circle?



		     













		Is there any suggestion that this child is bullied or bullies other children?



		     













		Does this child have good relationships with Adults?



		     













		Academics



		How is this child placed in terms of academic achievement relative to their peers? 



		     













		Relative to their abilities?



		     













		Does this child have known learning difficulties?



		     













		Does this child have a statement of special educational needs?



		     













		Does this child need extra support in the class room?



		     













		Has this child been assessed by an Educational Psychologist (if they have please provide a copy of the report along with this completed form)



		     













		Physical Presentation



		Are there any concerns about this child’s physical care/self-care?



		     













		Are there any concerns about gross or fine motor control relative to age?



		     













		Is there any suggestion of dyspraxia or clumsiness?



		     













		Does this child have any unusual motor tics, mannerisms or unusual movements? (Finger flicking, etc.)



		     













		Does this child make good eye contact?



		     













		Does this child seem to be disturbed by noise or disruption more than other children?



		     













		Speech and Language



		Does this child have any language delay or difficulties?



		     













		Does this child have (had in the past) Speech and Language Therapy?



		     













		Is English this child’s first language?



		     









		Strategies



		What strategies have been tried in supporting this child?



		     













		What has worked well in terms of supporting this child in an educational setting?



		     









[bookmark: _GoBack]





		Is there anything else that you think is important that was not asked for in this form?
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Teacher's CAST.docx


		The Childhood Autism Spectrum Test (CAST)

School to complete



		Name of person filling in this form:

		     



		Title/relationship to child:

		     



		How long have you worked with this child?

		     



		Any other relevant information (optional):



		     



































[bookmark: _GoBack]



















		*** Office Use Only ***



		Scored by:

		

		Date:

		



		Notes/Info/Results:



		






















		Please read the following questions carefully, and choose the appropriate answer. All responses are confidential.

		DELETE AS APPROPRIATE



		1. Does s/he join in playing games with other children easily?

		YES

		NO



		2. Does s/he come up to you spontaneously for a chat?

		YES

		NO



		3. Was s/he speaking by 2 years old?

		YES

		NO



		4. Does s/he enjoy sports?

		YES

		NO



		5. Is it important to him/her to fit in with the peer group?

		YES

		NO



		6. Does s/he appear to notice unusual details that others miss?

		YES

		NO



		7. Does s/he tend to take things literally?

		YES

		NO



		8. When s/he was 3 years old, did s/he spend a lot of time pretending (e.g., play-acting being a superhero, or holding teddy’s tea parties)?

		YES

		NO



		9. Does s/he like to do things over and over again, in the same way all the time?

		YES

		NO



		10. Does s/he find it easy to interact with other children?

		YES

		NO



		11. Can s/he keep a two-way conversation going?

		YES

		NO



		12. Can s/he read appropriately for his/her age?

		YES

		NO



		13. Does s/he mostly have the same interests as his/her peers?

		YES

		NO



		14. Does s/he have an interest which takes up so much time that s/he does little else?

		YES

		NO



		15. Does s/he have friends, rather than just acquaintances?

		YES

		NO



		16. Does s/he often bring you things s/he is interested in to show you?

		YES

		NO



		17. Does s/he enjoy joking around?	

		YES

		NO



		18. Does s/he have difficulty understanding the rules for polite behaviour?

		YES

		NO



		19. Does s/he appear to have an unusual memory for details?

		YES

		NO



		20. Is his/her voice unusual (e.g., overly adult, flat, or very monotonous)?

		YES

		NO



		21. Are people important to him/her?

		YES

		NO



		22. Can s/he dress him/herself?

		YES

		NO



		23. Is s/he good at turn-taking in conversation?

		YES

		NO



		24. Does s/he play imaginatively with other children, and engage in role-play?	

		YES

		NO



		25. Does s/he often do or say things that are tactless or socially inappropriate?

		YES

		NO



		26. Can s/he count to 50 without leaving out any numbers?	

		YES

		NO



		27. Does s/he make normal eye-contact?

		YES

		NO



		28. Does s/he have any unusual and repetitive movements?

		YES

		NO



		29. Is his/her social behaviour very one-sided and always on his/her own terms?

		YES

		NO



		30. Does s/he sometimes say “you” or “s/he” when s/he means “I”?

		YES

		NO



		31. Does s/he prefer imaginative activities such as play-acting or story-telling, rather than numbers or lists of facts?

		YES

		NO



		32. Does s/he sometimes lose the listener because of not explaining what s/he is talking about?	

		YES

		NO



		33. Can s/he ride a bicycle (even if with stabilisers)?

		YES

		NO



		34. Does s/he try to impose routines on him/herself, or on others, in such a way that it causes problems?

		YES

		NO



		35. Does s/he care how s/he is perceived by the rest of the group?

		YES

		NO



		36. Does s/he often turn conversations to his/her favourite subject rather than following what the other person wants to talk about?

		YES

		NO



		37. Does s/he have odd or unusual phrases?

		YES

		NO
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Patient Name:

Date of Birth:	MRN/File No:

Physician Name:	Date:







SNAP-Iv 26 – Teacher and Parent Rating Scale





Name:	_____________ 	




Gender:  	




Age:  	





Grade:  	




Ethnicity:	African-American	Asian	Caucasian	Hispanic	Other:  	





Completed by:	Type of Class:  	




Class size:  	





		For each item, check the column which best describes this child:

		Not At All

		Just A Little

		Quite A Bit

		Very Much



		1.  Often fails to give close attention to details or makes careless mistakes in schoolwork or tasks

		

		

		

		



		2. Often has difficulty sustaining attention in tasks or play activities

		

		

		

		



		3. Often does not seem to listen when spoken to directly

		

		

		

		



		4. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties

		

		

		

		



		5.  Often has difficulty organizing tasks and activities

		

		

		

		



		6. Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort

		

		

		

		



		7.  Often loses things necessary for activities (e.g., toys, school assignments, pencils, or books)

		

		

		

		



		8.  Often is distracted by extraneous stimuli

		

		

		

		



		9. Often is forgetful in daily activities

		

		

		

		



		10. Often fidgets with hands or feet or squirms in seat

		

		

		

		



		11. Often leaves seat in classroom or in other situations in which remaining seated is expected

		

		

		

		



		12. Often runs about or climbs excessively in situations in which it is inappropriate

		

		

		

		



		13. Often has difficulty playing or engaging in leisure activities quietly

		

		

		

		



		14. Often is “on the go” or often acts as if “driven by a motor”

		

		

		

		



		15. Often talks excessively

		

		

		

		



		16. Often blurts out answers before questions have been completed

		

		

		

		



		17. Often has difficulty awaiting turn

		

		

		

		



		18. Often interrupts or intrudes on others (e.g. butts into conversations/ games)

		

		

		

		



		19. Often loses temper

		

		

		

		



		20. Often argues with adults

		

		

		

		



		21. Often actively defies or refuses adult requests or rules

		

		

		

		



		22. Often deliberately does things that annoy other people

		

		

		

		



		23. Often blames others for his or her mistakes or misbehavior

		

		

		

		



		24. Often touchy or easily annoyed by others

		

		

		

		



		25. Often is angry and resentful

		

		

		

		



		26. Often is spiteful or vindictive

		

		

		

		





SNAP-IV-26  1/1	39

image1.png

CADDRA

CANADIAN ADHD RESOURCE ALLIANCE







image5.emf
Parent's CAST.docx


Parent's CAST.docx


		The Childhood Autism Spectrum Test (CAST)

Parent/Carer to complete



		Parent’s/Guardian’s Name:

		     



		Parent’s/Guardian’s Occupation:

		     



		Birth Order:

		     



		Twin or Single Birth:

		     



		Any other relevant information (optional):
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		*** Office Use Only ***



		Scored by:

		

		Date:

		



		Notes/Info/Results:



		






















		Please read the following questions carefully, and choose the appropriate answer. All responses are confidential.

		DELETE AS APPROPRIATE



		1. Does s/he join in playing games with other children easily?

		YES

		NO



		2. Does s/he come up to you spontaneously for a chat?

		YES

		NO



		3. Was s/he speaking by 2 years old?

		YES

		NO



		4. Does s/he enjoy sports?

		YES

		NO



		5. Is it important to him/her to fit in with the peer group?

		YES

		NO



		6. Does s/he appear to notice unusual details that others miss?

		YES

		NO



		7. Does s/he tend to take things literally?

		YES

		NO



		8. When s/he was 3 years old, did s/he spend a lot of time pretending (e.g., play-acting being a superhero, or holding teddy’s tea parties)?

		YES

		NO



		9. Does s/he like to do things over and over again, in the same way all the time?

		YES

		NO



		10. Does s/he find it easy to interact with other children?

		YES

		NO



		11. Can s/he keep a two-way conversation going?

		YES

		NO



		12. Can s/he read appropriately for his/her age?

		YES

		NO



		13. Does s/he mostly have the same interests as his/her peers?

		YES

		NO



		14. Does s/he have an interest which takes up so much time that s/he does little else?

		YES

		NO



		15. Does s/he have friends, rather than just acquaintances?

		YES

		NO



		16. Does s/he often bring you things s/he is interested in to show you?

		YES

		NO



		17. Does s/he enjoy joking around?	

		YES

		NO



		18. Does s/he have difficulty understanding the rules for polite behaviour?

		YES

		NO



		19. Does s/he appear to have an unusual memory for details?

		YES

		NO



		20. Is his/her voice unusual (e.g., overly adult, flat, or very monotonous)?

		YES

		NO



		21. Are people important to him/her?

		YES

		NO



		22. Can s/he dress him/herself?

		YES

		NO



		23. Is s/he good at turn-taking in conversation?

		YES

		NO



		24. Does s/he play imaginatively with other children, and engage in role-play?	

		YES

		NO



		25. Does s/he often do or say things that are tactless or socially inappropriate?

		YES

		NO



		26. Can s/he count to 50 without leaving out any numbers?	

		YES

		NO



		27. Does s/he make normal eye-contact?

		YES

		NO



		28. Does s/he have any unusual and repetitive movements?

		YES

		NO



		29. Is his/her social behaviour very one-sided and always on his/her own terms?

		YES

		NO



		30. Does s/he sometimes say “you” or “s/he” when s/he means “I”?

		YES

		NO



		31. Does s/he prefer imaginative activities such as play-acting or story-telling, rather than numbers or lists of facts?

		YES

		NO



		32. Does s/he sometimes lose the listener because of not explaining what s/he is talking about?	

		YES

		NO



		33. Can s/he ride a bicycle (even if with stabilisers)?

		YES

		NO



		34. Does s/he try to impose routines on him/herself, or on others, in such a way that it causes problems?

		YES

		NO



		35. Does s/he care how s/he is perceived by the rest of the group?

		YES

		NO



		36. Does s/he often turn conversations to his/her favourite subject rather than following what the other person wants to talk about?

		YES

		NO



		37. Does s/he have odd or unusual phrases?

		YES

		NO
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Patient Name:

Date of Birth:	MRN/File No:

Physician Name:	Date:







SNAP-Iv 26 – Teacher and Parent Rating Scale





Name:	_____________ 	




Gender:  	




Age:  	





Grade:  	




Ethnicity:	African-American	Asian	Caucasian	Hispanic	Other:  	





Completed by:	Type of Class:  	




Class size:  	





		For each item, check the column which best describes this child:

		Not At All

		Just A Little

		Quite A Bit

		Very Much



		1.  Often fails to give close attention to details or makes careless mistakes in schoolwork or tasks

		

		

		

		



		2. Often has difficulty sustaining attention in tasks or play activities

		

		

		

		



		3. Often does not seem to listen when spoken to directly

		

		

		

		



		4. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties

		

		

		

		



		5.  Often has difficulty organizing tasks and activities

		

		

		

		



		6. Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort

		

		

		

		



		7.  Often loses things necessary for activities (e.g., toys, school assignments, pencils, or books)

		

		

		

		



		8.  Often is distracted by extraneous stimuli

		

		

		

		



		9. Often is forgetful in daily activities

		

		

		

		



		10. Often fidgets with hands or feet or squirms in seat

		

		

		

		



		11. Often leaves seat in classroom or in other situations in which remaining seated is expected

		

		

		

		



		12. Often runs about or climbs excessively in situations in which it is inappropriate

		

		

		

		



		13. Often has difficulty playing or engaging in leisure activities quietly

		

		

		

		



		14. Often is “on the go” or often acts as if “driven by a motor”

		

		

		

		



		15. Often talks excessively

		

		

		

		



		16. Often blurts out answers before questions have been completed

		

		

		

		



		17. Often has difficulty awaiting turn

		

		

		

		



		18. Often interrupts or intrudes on others (e.g. butts into conversations/ games)

		

		

		

		



		19. Often loses temper

		

		

		

		



		20. Often argues with adults

		

		

		

		



		21. Often actively defies or refuses adult requests or rules

		

		

		

		



		22. Often deliberately does things that annoy other people

		

		

		

		



		23. Often blames others for his or her mistakes or misbehavior

		

		

		

		



		24. Often touchy or easily annoyed by others

		

		

		

		



		25. Often is angry and resentful

		

		

		

		



		26. Often is spiteful or vindictive
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