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	Ethnicity (please indicate most appropriate)

	Asian or British Asian:
	Indian
	Mixed:

	White & Black Caribbean
	Other:
	Chinese

	
	Pakistani
	
	White & Black African
	
	Any other

	
	Bangladeshi
	
	White & Asian
	
	

	
	Any other
	
	Any other
	Refused:
	Yes

	
	
	
	
	
	

	Black or Black British:
	Caribbean
	White:
	British
	
	

	
	African
	
	Irish
	
	

	
	Any other
	
	Other
	
	














 










Please return this form to: 

CAMHS, Park Lodge, Woodfield Park, Tickhill Road, Balby, 

Doncaster, DN4 8QN

Email:  RDASH.DoncasterCAMHS@nhs.net 


Return to: CAMHS, Park Lodge, Woodfield Park, Tickhill Road, Balby, Doncaster, DN4 8QN


Telephone:  01302 796191 Email:  � HYPERLINK "mailto:RDASH.DoncasterCAMHS@nhs.net" �RDASH.DoncasterCAMHS@nhs.net� 








Child and Adolescent Mental Health Service (CAMHS) – REFERRAL FORM





All referrals for the Children & Young People’s Mental Health Service to be completed on this form. Please note; it is essential to complete sections one and eight and ensure you have obtained parent’s and where appropriate, the child’s signature.





Date





Allocated worker (office use only)                              	Log No.





SECTION ONE				Personal details





Child’s Last Name				          Forename(s)      





Male / Female             	DOB			 	   Telephone  





Home Address    


		





Is this child looked			Does this child have			Is this child on


after by Local Authority	  /No		a Disability		No		Child Protection Register      No


	





SECTION TWO				School information





Present/Most Recent School	





Head of Year/Class Teacher (if known)





Permanently Excluded Pupil	Yes/No		





School attendance problems	Yes/No		If yes, please specify





Special Educational needs:    SA / SA+ / Statement	Date of last review:


							








SECTION THREE			Medical data





GP 					Surgery/Health Centre





Current medication











Allergies				





Height/weight/BMI If relevant)





SECTION FOUR			Referrer details





Name						Organisation & Base





Job title					Contact Telephone Number





SECTION FIVE				Background to referral





Who initiated referral?					Job role 





Please provide a brief history of concerns, outlining interventions/strategies used.


(Please continue on a separate sheet if needed)


























SECTION SEVEN			Purpose of Involvement





What is your main expectation of the involvement with CAMHS?





SECTION SIX				Other agencies involved


(Please provide name of key worker/contact)





				Contact Name					Telephone Number


Social Services





Health Visiting





School Nursing





Behaviour Support





Education Psychology





Education Welfare





Youth Offending





Other (Please specify)





CONFIDENTIALITY – Child, Young People and Families





It’s our policy that all information received will be treated in the utmost confidence.


We will always ask the young person and their family before information is shared with others.  


It’s our responsibility to make sure that where information is shared, it is on a need to know basis, and that the confidential nature of the information is made clear to all others.


This would not apply where:


Information given to us makes us think that a person under 18 years of age is at risk of physical, sexual or emotional abuse.


Information given to us would make us think that a criminal act has been or may be committed.





SECTION EIGHT		Consent to Referral and Sharing Information





I/We agree that a member of the Children and Young People’s Mental Health Service can contact the relevant agency to obtain information on the child/young person’s abilities, behaviour, emotional well being and physical health.





Family Doctor�
YES / NO�
Health Visitor�
YES /  NO�
�
School Nurse�
YES / NO�
Clinical Psychologist�
YES / NO�
�
Educational Psychologist�
YES / NO�
School Teachers�
YES / NO�
�
Social Services�
YES / NO�
�
�
�
Other (please specify)�
�
�
�
�



Parent/Guardian signature						Date





Child signature							Date





Referrer signature							Date	





We will send an appointment letter by post but would like to send an appointment reminder in advance of any appointments.





Consent for CAMHS to send text reminder for first appointment:   YES /NO 


If yes, please provide appropriate mobile number to receive text reminder: 








							





SECTION NINE						Other Family/Household members


(Please continue on a separate sheet if needed)





Surname�
Forename�
DOB�
Relationship�
Parental


Responsibility�
Principal Carer�
Address�
Occupation�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
�
�
�
�
Y/N�
Y/N�
�
�
�
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