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	Received by SPE:

	Decision & Date:



SINGLE POINT OF ENTRY (SPE) REFERRAL FORM TO:
SPECIALIST COMMUNITY CHILDREN’S SERVICES
	Specialist Community Children's Services clinical staff will consider whether the child will need to be seen by one service or a combination of services. The decision will be based on the information you provide. The outcome will be included in your acknowledgement letter.


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:
Completion of all fields is mandatory. Incomplete forms may be returned, which will delay the referral process.  Before completing or submitting the referral please check eligibility and referral criteria for each service.
	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 of main carer:
Relationship to Child:

Home Telephone Number:   
Work Telephone Number:

Mobile Number:  

	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.

	Child/Young Person’s GP Name and Address:

Has GP been informed?             Yes     �      No     �      
	Has a person with Parental Responsibility agreed to this referral:   

Yes     �      No     �      

	Child’s first language ………………………………………..  
Parent’s first language ………………………………………

Is an interpreter or signer required?   Yes/No (please indicate) 
If yes the service required…………………………………...
Can parents/carers access written information?   Yes/No (please indicate)
	Is this child/young person a Child Looked After?

Yes     �             No     �            Unknown     �

	
	Is this child/young person subject to a Child Protection Plan?           
Yes     �             No     �            Unknown     �                                  

	
	Does this child/young person have a CAF?

Yes     �             No     �            Unknown     �                                                                                       

	REFERRALS FROM SCHOOLS:  Please ensure you discuss your referral with the School Nurse or Vulnerable Learners Service.  They may be able to help the child, seeking advice from professionals within the locality team, without the need for a referral. Discussed with School Nurse and/or Vulnerable Learners Service?                   (  Yes     (  No

	REFERRED BY:  (Please note -  The fields below MUST be completed to enable us to process the referral)

I confirm that a person with parental responsibility has given their consent for this referral and for appropriate services to be allocated
Signed: …………………………………………………    Date: ……………………………………………

(unless emailed)

Print Name: ……………………………………………     Role: ……………………………………………

Address: ……………………………………………………………………………………………………….

Telephone number (s): …………………………………  Email address: ………………………..............  
    (Please Turn Over)

	Reason for referral:  (NB -  If preferred, please attach a report with clear indication of the reasons for referral)

Please explain the impact of this problem on the child/young person’s daily life:

Please outline any strategies that have been used to help the child/young person and whether these have been successful:

(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.



	PLEASE NOTE: REQUIRED ADDITIONAL INFORMATION FORMS

· All forms are available on the WAHT website at: http://www.waht.nhs.uk/en-GB/Our-Services/Childrens-Services1/Welcome-to-Community-Childrens-Service/
· If you are referring preschool children to Community Paediatrics please complete Schedule of Growing Skills


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

Name

Service

Address




	REFERRAL TO:   Please indicate the profession(s) you would like the child/young person to be assessed by.

Specialist Community Children’s Services clinical staff will make a decision based on the information you provide about who will see the child/young person on their first appointment and the details of this will be included in your acknowledgement letter.

	1. Child & Adolescent Mental Health Service/Learning Disabilities* (CAMHS/LD)

(See Referral Criteria for definitions of Learning Disability)
	
	3. Speech & Language Therapy
	

	
	
	4. Physiotherapy
	

	2.  Community Paediatrician
	
	5. Occupational Therapy
	

	*If applicable, please indicate level of Learning Disability:     Mild       Moderate     Severe   (please circle)


If you have not received receipt of this referral within one month of sending this referral please contact us.
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