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    (updated copy 18/10/18)
                                        Sheffield CAMHS Tier 3.5 service
                           THE BECTON CENTRE FOR CHILDREN AND YOUNG PEOPLE

                           


Amber Lodge
                                              REFERRAL FORM 
	Referrer

Name of referrer:……………………………..

Position:……………………………………….

Name of service/team:……………………….

Address:………………………………………

…………………………………………………

Telephone:……………………………………

Fax:……………………………………………

E mail:………………………………………..

Date of referral:……………………………..

…………………………………………………

Team Leader details:……………………….


	Patient/Client

Name:……………………………………………………..

D.O.B. ……………………………………………………. 
NHS No. …………………………………………………         

Address:………………………………………………..

……………………………………………………………

Telephone:……………………………………………….
Ethnicity:…………………………………………………
Legal Status:…………………………………………………..
Parental Responsibility:………………………………………..
Name of parent/carer:……………………………………………
Address if different to above:…………………………..
…………………………………………………………….
Telephone:……………………………………………….

Name of school:………………………………………………….

Contact person:…………………………………………………..

Address:………………………………………………….

……….…………………………………………………..
……………………………………………………………

Telephone:……………………………………………….

Name of Social Worker:…………………………………………………
Contact details/address:………………………………………

……………………………………………………………
……………………………………………………………
Tel:………………………………………………………

Name of GP:……………………………………………..

Address:………………………………………………….

……………………………………………………………..

Tel:…………………………………………………………
Other professionals involved

Psychiatrist involved if not the referrer

Name:……………………………………………………
Position:…………………………………………………
Contact details:……............................................................

……………………………………………………………
…………………………………………………………..

……………………………………………………………




	1. Type of Referral 



	1.1
	How would you describe the referral



	Type
	Tick
	Type
	Tick
	Type
	Tick

	Emergency:


	(
	Urgent:

All
	(
	Planned:


	(


	2.   Reason for referral



	2.1
	Presenting problems: including history and description of the current difficulties



	2.2
	Emotional/behavioural/mental health assessments.  State any results of assessment questionnaires used



	
	

	2.3


	Current interventions: include any medication




	3.  Family and personal background



	3.1
	Family background: include genogram / family tree and any history of family mental illness



	
	

	3.2
	Developmental history, please include any formal assessments if available


	
	

	3.3
	Past mental health: include previous interventions and their outcomes



	
	

	3.4
	Past medical problems: include previous interventions and their outcomes



	
	

	3.5
	Cognitive/psychometric assessments: instruments used and their outcomes including mental health questionnaires, attention, memory, intellectual ability, processing of information, etc. e.g. WISC, Brief, BAS etc.



	
	


	4.  Education - School / College provision / needs 



	4.1
	History, issues, difficulties, how does the child / young person present in this environment



	
	

	4.2
	Has the child ever been excluded from school on a permanent, temporary or unofficial basis?

                                                                                             Yes       No

                                                                                              (      (
If Yes please give details



	
	

	4.3
	Is the child’s placement within school / college secure (no immediate threat of permanent exclusion) 

                                                                                             Yes       No

                                                                                              (      (
If No please give details



	
	

	4.4
	   Statement of Special Educational Needs                                                                                          

    Details: Current level of support

                                                                                             Yes        No

                                                                                              (       (


	
	


	 5.  Learning Disability




	5.1

	Does the child or young person have an identified Learning Disability

                                                                                              Yes        No
                                                                    (      (
If Yes has a formal diagnosis been made



	5.2

	If Yes above please describe

Degree

tick

IQ

Functional age of level of ability

Mild

(
70-50

Age 12-9

Moderate

(
49-30

Age   9-6

Severe

(
below 30

Age   6-3  

Profound

(
below 20

Below 3



	
	

	5.3

	Level of Functioning, including mobility, physical ability and self-care:



	
	


	6.   Risk Assessment



	
	

	6.1
	Risk to Self - Nature and level of current risk



	
	

	6.2
	Risk to Others - Nature and level of current risk



	
	

	6.3
	Safeguarding history / concerns,  have social care been involved with child/family or are they currently


	
	

	6.4
	Is the child’s home or current placement viewed as being secure? (i.e. will it be ongoing?)



	
	

	6.5

	Medical Risks - are there any significant medical risks present


	
	

	6.6

	Are you aware of any risk factors in the home if we were to visit?



	
	


	7.  Respite / Any other alternative care provision used 
     

	7.1.
	

	
	


	8. Reports and Assessments attached / included



	
	Name of report
	Person to contact
	Details of contact

	(
	Psychological Assessment Report
	
	

	(
	Psychiatric Assessment Report
	
	

	(
	Nursing Assessment Report
	
	

	(
	Statement of Special Needs
	
	

	(
	Social Services Reports
	
	

	(
	OT Assessment
	
	

	(
	Physiotherapy
	
	

	(
	Speech and Language
	
	

	(
	Others:  state
	
	

	
	


	9. Information about what you want:



	9.1
	Which type of place do you feel would be helpful?


	
	Place:

     Tick

Amber Lodge:         5-11 years -  Intensive Outreach and Day Place

    (


	
	

	9.2   


	What is your formulation on the situation

	
	


	9.3   


	Aims/goals from this referral - What do you want as the referrer

	1.


	

	2.


	

	3.


	


	9.4 


	What do you understand that the family want from this referral?

	1.


	

	2.


	

	3.


	


	9. 5
	What do you understand that the young person wants from this referral?


	1.


	

	2.


	

	3.


	


	10.  Any further information you would like us to consider


	10.1
	


	11.    Has this referral been discussed and agreed with the family
 

	11.1
	Yes  (         No  (



	12.  Who will retain clinical responsibility for and participate in on-going review and discharge planning for the case while it is at Amber Lodge?
Please include name, position and contact details

	12.1
	


Individual completing referral form

Signature…………………………………                    Position……………………………………

Date………………………………………………..

Signature of Team Leader If not main referrer

Signature…………………………………

Date………………………………………………..

Thank you for taking the time to fill in this referral form.   We will get back to you as soon as possible with our initial thoughts
Amber Lodge Referral Form October 2018
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