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REFERRAL FORM




CAMHS Disability team
Tel:	020 7014 7071
Fax:	020 7014 7239




Please complete in black pen and in capitals.Referred by: ________________________________		Date: _________________________
Designations/Professional’s role: _______________________________________________________
Team & address: ____________________________________________________________________
Team tel no.: ____________________    Referrer email address: _____________________________
Has parental consent been given for this referral? ________
			






CHILD/YOUNG PERSON INFORMATION

Child’s name: __________________________________		NHS No.: _______________________
DOB: ______________________				Gender:   M / F (circle appropriate)	
Address: ____________________________________________________________________________
Tel no.: ______________________________			Mobile: ________________________
First Language: ________________________			Interpreter required?: ____________
GP: ________________________________________________________________________________
School/Nursery: ______________________________________________________________________
Diagnosis:

Describe the level of learning disability (if applicable):	
	
Medical factors:























FAMILY/HOUSEHOLD:

Name/Relationship			DOB/Age			At home/School/Working








AGENCIES/PROFESSIONALS INVOLVED WITH THE CHILD/FAMILY:
Currently:



Past involvement:








Details of concern/difficulties (e.g. context, intensity):



Any concerns about risk?



How can CAMHS Disability help?



What are the parental/carers/young person’s concerns? (What are parents hoping to gain from CAMHS Disability?)



What has been tried to date/what has been helpful?
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