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		To be completed by Referrer
	

	Referrers Name
	

	 Job Title / Profession
	

	Address
	


	Contact Details
	

	Email address 
	

	Date of Request
	


CAMHS Request for Involvement

Child and Adolescent Mental Health Service
Website: www.somersetft.nhs/camhs






Please try and 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 with one of our CAMHS SPA Clinicians before submitting the referral please call 0300 124 5012 - Monday – Friday (9am– 4.30pm)

For further information on detailed eligibility criteria please see the online CAMHS Eligibility Document available on the following link: https://somersetft.nhs.uk/camhs/wp-content/uploads/sites/22/2020/02/camhs-eligibility-criteria-for-somerset-july-2019-1.pdf

If the young person is under the age of 13, consent must be given by the parents/guardians, and if a young person is over the age of 13, consent must be given by the young person.  
We appreciate you checking consent before referring in.

Please send this referral form to: 

Single Point of Access / CAMHS 
The Horizon Centre, Swingbridge, Taunton, Somerset, TA2 8BY
Tel: 0300 124 5012    Email: CAMHSSPA@SomersetFT.nhs.uk 





	Child/Young Person contact details: 

	Forename
	
	Surname
	

	Also/preferred to be known as
	
	Date of Birth
	

	Address where  the young person is currently living
	

	Postcode
	

	NHS Number
	
	Ethnicity
	

	Primary Contact number
	
	Mobile Number
	

	Young Persons 
Email address:
	
	
	
	
	

	First Language
	
	Interpreter required:
	Yes
	No
	If yes, which language / dialect:

	Does the child have any communication barriers?
	Yes
	No
	If yes, please give details:


	Is the child in the Looked After Children system?
If child is Looked After, referral must be received from allocated Social Worker
	Yes
	No
	If yes, please give details:



	Parent/Carers name, address and contact details:

	Name (mum/dad/guardian)
	

	Parents/Guardian Email address
	

	Address (if different from above):
Post Code
	


	Contact number
	

	Other significant carer/ family member
	

	Details of siblings: (If known, including whether or not living with referred child/young person)

	





	Current Education Provider:   We will not contact school unless parent/Young person consent has been given.

	Name of School/College/Education provider
	

	Address
	

	Telephone or Contact Details
	

	Contact details of any other statutory or  voluntary organisation currently or previously involved: 

	Name and Agency
	

	Contact number
	

	Current General Practitioner name and address:   (if not referrer)
Relevant correspondence will be copied to GP

	Dr
	

	Surgery Name
Address
	

	Contact Number
	



	Presenting Problem / Reason for Referral:    
Please refer to the detailed eligibility criteria document to ensure the referral is appropriate for specialist CAMHS add link

	Brief description of the main problems, including duration and any significant changes, and impact on functioning 

	





	Any significant life events/changes? E.g. parental separation, transitions, bereavement 

	

	Physical health, disabilities, learning difficulties, including medical history, significant injuries etc
Note any previous diagnoses given

	



	Details of any interventions/services that have been tried already to address the current problems, and outcomes 
e.g.Young Somerset, school counsellor, PFSA


	


	Risk factors           Tick as applicable


	Physical abuse
	
	Sexual abuse
	
	Self Injury
	
	Substance misuse
	

	Emotional abuse
	
	Neglect
	
	Harm to others
	
	Offending behaviour
	

	Suicidal ideation
	
	Child (sexual)exploitation
	
	Physical/learning disabilities
	
	Living in care.
	

	Please give further details 
	

	Child protection/ Child in Need  plan in place
	Yes/No/Do not know                               Category

	Information sharing 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. 
Are there any individuals or agencies you would NOT wish information to be shared with?  Please give reasons why:

I/We agree this is an accurate summary of my/our family’s needs

	Young Person if 13 and over Name:
	Signed:
	Date:

	Parent/Carer’s Name:
	Signed:
	Date:

	Referrer’s Name:
	Signed:
	Date:

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

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