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Sheffield

REFERRAL TO SPECIALIST CAMHS AND MAST


Please complete this form as fully and accurately as possible.  Fields marked with an asterisk (*) are compulsory - referrals received without all compulsory information will be returned and will result in a delay in accessing services.

	A.  INFORMATION ABOUT THE CHILD/YOUNG PERSON 

	Name*:      
	Date of Birth*:     

	Address*: 

	Gender*:      
	NHS Number (if available):      

	School Attended:      
	Wheelchair User:      

	Communication/Language Barriers*:  (Does the child or family need an interpreter, including sign language, or any literacy issues?)  NO      / YES      (Please state):     


	B.  INFORMATION ABOUT THE PERSON WITH PARENTAL RESPONSIBILITY

	Name*:     
	Relationship*:     

	Address (if different from child)*:     


	Telephone*:     
	Alternative Telephone/Mobile:     

	Does anyone else have parental responsibility? YES/ NO     
	Name(s):     


	Is this child/young person a Looked After Child?  YES      / NO     

	Does the child/young person consent to the referral?*    YES     /NO     
	Does  the parent/guardian consent to the referral (if applicable)    YES     /NO             

	Is the GP aware of the referral (if not referring)?*                   YES     / NO


	C.  INFORMATION ABOUT THE REFERRAL, REFERRER AND GP

	Type of Referral*:   URGENT      / ROUTINE     

	Referrer Name*:     
	Profession/ Role*:     

	Referrer Address*:     

	Referrer Telephone*:     
	Have you seen the child/young person?           YES     / NO     

	GP Name:     
	GP Surgery:     

	School Name:
	FOR SCHOOLS ONLY – Has the referral been discussed with your designated mental health lead 

YES / NO 

Name of Designate Mental Health Lead:

	Please give the names of any other agencies involved if known:     


	Referrer Signature*:     
	Date*:     


	D.  ACCESS TO OTHER SERVICES – CONSENT FOR INFORMATION SHARING (preferred, not essential)

	We would like the parent/carer’s consent to contact any of the other agencies listed above, plus MAST, and refer on as appropriate.  Please note MAST is a Multi-Agency service, not NHS.  We may also want to contact other agencies, such as their school or GP, to help us provide a better service.


	Does the parent/carer agree to information being shared between agencies?  YES/ NO     
	Parent/Carer Signature: 

(if applicable)     


	(Cont.) Name:      
	Date of Birth:     

	E.  REASON FOR REFERRAL 

	Brief description of main problems, including duration, any significant changes, and any impact on functioning, including attendance at school: Cases with significant self harm or suicidal intent review any significant changes in type or possible lethality of acts. Include any history of previous incidents, including exposure to suicide and the degree of hopelessness present:

	     


	Significant life events/changes, including impact on daily functioning e.g. parental separation, transitions, 

	     


	Past history including mental health, learning difficulties, current medication, physical health, trauma history, child protections concerns etc.  Note any previous diagnoses given, for example, Autism, 

	     


	Details of any interventions and assessments already used to address current problems, and outcomes

	     


	Expected outcome of referral  (including families expectations )

	     


	Any strengths or protective factors within the  young person/ family/ school 

	     


	Any other information: e.g. not attending school, young carer, CSE or child protection
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