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Referral Form for CAMHS LD/FISS
Please note CAMHS LD FISS work with Children & Young People (CYP) with a Moderate to Severe level of Learning Disability who are using behaviours which challenge, or have additional communication, emotional or mental health needs

If you are unsure whether the CYP you want to refer would meet these criteria please contact us on 01323 446061 to discuss

Providing as much information as you can on this Referral Form will help us to deal with the referral more efficiently. We request that all referrals are discussed with and copied to parents
	Name and Details of Referrer



	Name:

	Your Position/Relationship to Child/Young Person:

	Address:

	Telephone Number:

	Email:


	

	Date:
	Referrer’s Signature: 




	Child/Young Person’s Details



	Child's/Young Person’s full name: 

	D.O.B:

	Gender: M/F

	NHS number (if known)


	Parents’ names:


	

	Address & Postcode:

	Parents’ Telephone Number:
Landline:

Mobile Numbers: 

	Parents’ Email Address:


	

	Parents’ first language and what languages are spoken at home?

	Is an interpreter be needed for appointments?   Yes/No
If Yes what language:


	Are CYP’s parents aware of this referral and have they given their consent to this referral?

	Yes / No

	GP Name & Address:

                 
	Tel No:

	Education:

Name of School/Pre-school or Nursery:                                                                         

Address:

Tel No:                                                        
	School Year:

Name of Teacher/Contact Person at school:



	About the CYP


	Information about Learning Disability


	Has the CYP had a cognitive or functional assessment?                                                    

If Yes, please give date and details of who did the assessment and attach any reports you have.


	Yes / No

	Does the CYP have an EHCP?
If Yes, please attach a copy of the most recent plan. 

	Yes / No

	What are the CYP’s current levels of attainment at school if known?
If Yes, please attach any reports/information you have.


	

	Communication and Living Skills


	Do you have any other recent reports/assessments from school or other Therapists about the CYP? (e.g. SaLT, OT, Educational Psychologist, Paediatrician, any other Specialist Services)                         
If Yes, please give date and details of who did the assessment and attach any reports if possible.

	Yes / No

	Diagnoses



	Please provide details of any diagnoses that you know about. (e.g. ASD, ADHD, Epilepsy, Physical Health Conditions, Visual impairment, Hearing impairment etc)


	

	Medication


	

	Please provide details of all current medications: 

	


	Reason for Referral



	Please provide a brief overview of your current concerns around this CYP, including details of the behaviour/s of concern and any mental health, communication or emotional well-being issues.


	What are the Parents hoping to gain from the service?


	What are you hoping to gain from the service?


	Have you made referrals to other services about these concerns? 

If yes, please give details of which service and the outcome
	Yes / No




Other services currently involved with the Child/Young Person
	Please list any other Professionals or Services involved in the CYP’s care
	Name, Address and Contact Details

	Therapy Services

	Speech and Language Therapist


	

	Occupational Therapist


	

	Physiotherapist


	

	Any other therapies


	

	Social Care Services

	Social Worker and Team

E.g. Children’s Disability Team or Locality Team


	

	Positive Behaviour Support Team


	

	Children's Disability Early Intervention Team


	

	Social Care Early Help Keyworker
	

	Health

	Paediatrician 


	

	Children's Bladder and Bowel Services
	

	Epilepsy Services


	

	Specialist Services e.g. Evelina Children’s Hospital, GOSH, other Specialist Clinics or Consultants

	

	CAMHS

	Has CYP been referred to, or seen by CAMHS at any time in the past?   
If Yes, please give details of dates and outcome if known

	Yes / No




	Safeguarding



	Is the CYP known to Social Services? 







	Yes / No

	Is the CYP a Child in Need?
If Yes, please give details.

	Yes / No 


	Is the CYP subject to a Child Protection Plan?

If Yes, please give date of plan and details. 


	Yes / No

	Is the CYP a Looked After Child?








Please give details of Local Authority with responsibility:

	Yes / No

	Are you aware of any other Child Protection concerns (past or present) for the named CYP and/or other family member(s)?
If Yes, please provide details.
	Yes / No


THANK YOU VERY MUCH FOR COMPLETING THIS FORM.

PLEASE RETURN THIS FORM:
by post to: CAMHS LD FISS, Highmore

Western Rd

Hailsham

BN27 3DY

by email to: spnt.camhsldfiss@nhs.net
WE WILL BE IN TOUCH AS SOON AS POSSIBLE ABOUT THE OUTCOME OF THE REFERRAL. 
PLEASE CALL US ON 01323 446061 IF YOU HAVE ANY FURTHER QUERIES 
PAGE  
5

