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	Received by SPE:

	Decision & Date:



SPECIALIST COMMUNITY CHILDREN’S SERVICES
SINGLE POINT OF ENTRY REFERRAL FORM
When completed please return to:  

Single Point of Entry Clerk, WAHT Specialist Community Children’s Services, Drove Road, Weston Super Mare, North Somerset, BS23 3NT
Please Note:
With the exception of ‘Ethnic Origin’, completion of all fields is mandatory. Incomplete forms may be returned, which will delay the referral process.
	Date of Referral:  
	      URGENT            ROUTINE              

 (Please indicate)

	Child/Young Person’s Surname:


	Forename/s:

	Date of Birth:

	M/F


	NHS No:
	MRN (For Office Use Only):
	

	Home address:

Postcode: 
	Name and Tel No of parent/carer:
Home:   
Work:

Mobile:  

	School/Nursery name and address:

Health Visitor/School Nurse name and address:


	Who has parental responsibility (please list)?
Name and address (if different from the child’s)

1. 
2.

3.
Who is the main carer and relationship to child:


	Has the person with Parental Responsibility agreed to this referral:         Yes     �      No     �      
Has the Child agreed to this referral:                                                       Yes     �      No     �      
If no, please state reason:



	GP Name, Initials and Address of Child’s/Young Person’s:
Has GP been informed?             Yes     �      No     �      


	REFERRAL TO (see referral guidelines):

	Child & Adolescent Mental Health Service/Learning Disabilities* (CAMHS/LD)
	
	Speech & Language Therapy
	

	
	
	Physiotherapy
	

	Community Paediatrician
	
	Occupational Therapy
	

	*If applicable, please indicate level of Learning Disability:     Mild       Moderate     Severe  (please circle)
(See CAMHS/LD Referral Criteria for definitions)

	Referred by:  
Job Title: 
	Address: 
Telephone No:  

	Description of Problem/Reason for Referral

(Please include details regarding onset, duration, severity and effects on family)

(Continue on separate sheet if necessary)

	Relevant History  Including key areas of concern
(e.g. Medical, developmental issues, family structure)

Please attach any relevant reports including CAF assessment.


	What do you see as the main aim of this referral – e.g. assessment, consultation, treatment



	Which other professionals are already involved with this child/young person?

Name

Service

Address



	ADDITIONAL INFORMATION    Completion of these fields is mandatory. 

	Is this child/young person subject to a Child Protection Plan?             Does this child/young person have a CAF?
Yes     �            No     �           Unknown     �                                      Yes     �            No     �           Unknown     �                                           
Is this child/young person a Child Looked After?

Yes     �            No     �           Unknown     �                                            

	Family’s 1st language?
	Special Requirements, e.g., interpreter, etc. (please specify):

	Ethnic Origin (optional):

	White
	
	Black/Caribbean
	
	Black/African
	
	Black/Other
	

	Indian
	
	Pakistani
	
	Bangladeshi
	
	Chinese
	

	Other
	
	(Please specify):
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