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	Specialist Forensic CAMHS Request for Involvement
Child and Adolescent Mental Health Service
Website: www.somersetft.nhs.uk


	Once completed, please send this referral form to:
Somerset CAMHS Single Point of Access
Email: CAMHSSPA@somersetft.nhs.uk
Tel: 0300 124 5012
Foundation House, Wellsprings Road, Taunton TA2 7PQ

Please complete all sections, giving as much detailed information as possible. The more information we have the easier it is to process the referral. If you would like to discuss the child or young person before submitting the referral please call 0300 124 5014, or email CAMHSforensicSW@somersetFT.nhs.uk  


	Please refer to the detailed eligibility criteria document to ensure the referral is appropriate for FCAMHS

FCAMHS is a small and specialist team that works with young people who present with;
1. Complex mental health problems that would meet the threshold for general CAMHS, and/or neurodevelopmental difficulties such as Autism and ADHD, and/or trauma and attachment difficulties. 
And
2. A high level of risk of harm to others through behaviours such as fire setting, harmful sexual behaviour and serious violence in multiple settings.


	To be completed by Referrer

	Referrer’s Name
	


	Job Title / Profession
	


	Address
	



	Contact Details
	Telephone
	

	email
	

	Date of Request
	


	

	The Forensic CAMHS Southwest (South) team is a small, specialist team. We provide advice, signposting and consultation, and offer direct assessment or casework for complex cases.

Please indicate below what your initial request is for;

	Consultation
	Yes / No / unsure

	Assessment and formulation
	Yes / No / unsure

	Risk assessment
	Yes / No / unsure

	Direct clinical work
	Yes / No / unsure

	Supporting transition into or out of secure care
	Yes / No / unsure

	Referrer’s anticipated outcome:

	





	Child/Young Person contact details:

	Forename
	

	Surname
	

	AKA /preferred name
	

	Date of Birth
	
	Age
	

	Address where the young person is currently living
	
	Postcode
	

	NHS Number
	
	Ethnicity

	

	Religion
	
	Gender & preferred pronouns
	

	Contact number
	
	Mobile Number

	

	Current GP & Surgery address
	
	GP contact number
	

	First Language
	
	Interpreter required (state language / dialect)
	Yes / No 

	Does the child have any communication barriers?
	Yes / No
	please give details:

	Current Living Arrangements (please highlight):
Birth family    Foster care    Adoptive family    Residential care    Supported accommodation   Independent living  

Secure care setting (please specify)       ____________________________________________________

Mental Health setting (please specify)  ____________________________________________________

	Social Care Status (please highlight):
LAC:   S20      S31      Leaving care      Child in need      Subject to CP plan      None       Secure care order

Other (please specify)       ____________________________________________________

	Parent/Carer’s name, address and contact details:

	Name(s)

	

	Address (if different from above) including postcode
	




	Contact number

	

	Other significant carer/ family member
	



	Details of siblings and household: 
Please state if siblings live with referred child/young person
please note others who are known to frequently stay at the property (non-related partners, family friends etc)

	







	Current Education Provider

	Education Status (please highlight):
Mainstream        Mainstream SEN unit      PRU       Special school        Hospital School        Home tuition 
Employed      Vocational training      NEET     

Other (please specify) _____________________________________

	Does the young person have an Education Health Care Plan (EHCP)?   
	Yes / No

	Name of School/College
	


	Address and Contact Details
	




	Criminal Justice status (please highlight)

	None      On bail      Recent police contact      On remand      Pre-court order      Sentenced to Custodial order
Sentenced on community order       

Involved with YOT (please specify team) _________________________________________________________           

Other ________________________________________________________ 

	Involved Professionals

	Currently involved statutory or voluntary organisations

	Name,  Agency, Contact email








	Previously involved statutory or voluntary organisations

	Name,  Agency, Contact email








	Presenting Problem / Reason for Referral

	Brief description of the Mental Health / Emotional Wellbeing concerns
Include any diagnosis, duration and any significant changes, and impact on functioning

	













	Brief description of the risk behaviours that cause concern

	Physical abuse

	
	Sexual abuse

	
	Self harm

	
	Substance misuse	

	

	Emotional abuse

	
	Neglect

	
	Harm to others
	
	Offending behaviour	
	

	Please give further details

	











	Any significant life events/changes? E.g. parental separation, transitions
Please include dates and specific incidents of concern such as contact with the police and high risk behaviours

	










	Physical health & disabilities
Please include learning difficulties, medical history, significant injuries, and any previous diagnoses given

	










	Care and Treatment

	Details of any interventions that have been tried already to address the current problems, and outcomes
Please include previous admissions to secure care or inpatient provision.
Please include current or previous CAMHS contact, and note the dates and teams involved

	











	Medications

	CURRENT Medications

	Medication
	Dose, Route
	Indication (reason prescribed)

	








	
	

	PAST medications

	Medication
	Dose, Route
	Indication (reason prescribed)

	








	
	

	Professional Review of Care

	Please give details of any significant professional reviews that have occurred within the last year.
This may include - CPA, CAF, CETR, MAPPA, MARAC, MDT meetings or clinical supervision. 

	









	Confidentiality and Consent

	I/We understand the information gathered regarding my/our family is recorded and will be stored and used for the purpose of providing services to my family; 
I/We agree to the sharing of information, as agreed, between different practitioners working with my family in connection to this referral and that such practitioners might include, amongst others, therapists, doctors, psychologists, nurses, teachers and social workers; 
I/We agree this is an accurate summary of my/our family’s needs:

	Young Person’s Name
	
	Signed
	
	Date
	

	Parent/Carer’s Name
	
	Signed
	
	Date
	

	Practitioner’s Name
	
	Signed
	
	Date
	

	Are there any individuals or agencies you do NOT wish information to be shared with?  Please give reasons why

	







	Has this form been copied to the young people in the family?     
	Yes / No

	Has this form been copied to the parent(s) / carers?  
	Yes / No

	Safeguarding & Duty of Care

	We are aware that due to the high-risk nature of our work, there may be occasions where your duty of care to share information may outweigh the need to withhold information. Please state if you are referring under your duty of care, without having gained consent.


	Practitioner’s Name (without Consent)
	


	Rationale for not seeking consent
	


	Please now send this form to Somerset CAMHS Single Point of Access

Email: CAMHSSPA@somersetft.nhs.uk 
Tel: 0300 124 5012
Foundation House, Wellsprings Road, Taunton TA2 7PQ



image1.png
Somerset NHS Foundation Trust was created m
from the merger of Somerset Partnership

NHS Foundation Trust and Taunton and Somerset
Somerset NHS Foundation Trust NHS Foundation Trust




