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	Referral to Woodview CDC Services (0-19 years)


	1. Demographic Details:  

	NHS Number *** MUST BE COMPLETED ***

Can be obtained from GP
	
	Date of birth

	
	Birth gender
	

	Forename
	
	Surname
	
	Previous 
name
	

	Address


	
	Postcode
	

	Parent/Carer’s name
	
	Relationship
	
	Parental responsibility
	

	Parent/ Carer’s name
	
	Relationship
	
	Parental responsibility
	

	Home Telephone Number
	
	Mobile Number
	
	E-mail  address
	

	First Language
	
	Religion 
	
	Ethnicity
	

	Any special communication needs? 
	YES / NO
	Is there an EHCP
	YES / NO / IN PROGRESS
	Interpreter required
	YES / NO

	Current level of need  

	CAF    (                             CIN    (                        NONE (
CIC     (                             CP     (


	Are there any issues for Lone Working 
	YES / NO


	Name of Social Worker or Family Support Worker
	
	Contact number:
	

	Health Visitor / School Nurse
	
	Contact number:
	

	G.P
Practice 
	
	Contact number:
	

	Name of school / Nursery


	
	Contact number.
	

	2. Other relevant Services Involved: 


	Name:

	
	Contact number:
	

	Name:
	
	Contact number:
	

	Name:
	
	Contact number:
	

	Referrers Name:
	
	Designation
	

	Contact tel number:
	
	Email:
	

	Address to be completed in full
	
	Postcode:
	

	Signature:


	
	Date of referral
	


	3.  Referrals for Suspected Autism      □ Please  tick
 

	 This referral will be triaged by the Halton  Multi-Disciplinary Team (MDT)
Before making this referral to Specialist Children’s Services, have you requested support in the first instance from, Universal Services i.e. Health Visiting or School Nursing or SEN services?
      ( YES             ( NO

If not, please explain why?
…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………
To process a referral for Suspected Autism Spectrum Disorder we will require the information marked with an * as essential.   If you also have any of the additional information listed below this may also be submitted.
( Appendix One (Must be Completed by School) *
( Ages and Stages Questionnaires (if applicable) please note any Early Years Child should have completed Ages and Stages Questionnaires before being referred to Specialist Services, this will enable the Team to triage more effectively) *
( EP Reports / Consultations (if applicable)

( SEN Specialist Teacher Observations (if applicable)

Please submit this referral via email only to the Multi-Disciplinary Team bchft.haltonmdtreferral@nhs.net
An automated response is generated at the time of submission, please keep this as a  record of your referral. 


	3b.  Referrals for suspected ADHD                   □ Please  tick


	Please Note: Children will not be considered for ADHD under the age of 5 years.  Please source alternative agencies for support before this age.
Before making a referral to Community Paediatrics have you directed parents to any type of Behaviour Management Courses provided at Universal Service level?

( YES         ( NO

Please comment:

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………
(        If this referral is for suspected ADHD (Attention Deficit Hyperactivity Disorder) ONLY it will need to be sent directly to Community Paediatric Services (based at Lister Road) Please note different email address below.
bchft.haltonpaedsadmin@nhs.net
(        If this referral if for suspected ADHD (Attention Deficit Hyperactivity Disorder) and Autism , it will  be triaged by the Halton Multi-Disciplinary Team (MDT) and should be sent to bchft.haltonmdtreferral@nhs.net
To process a referral for Suspected ADHD we will require the information marked with an * as essential.   If you also have any of the additional information listed below this may also be submitted.

( Appendix Four – SNAP Questionnaires (Completed by School and Parents)*
( School Information to support the concerns raised in the SNAP Questionnaire, this will include evidence of the child’s concentration, attention and behaviour. *

( EP Reports / Consultations (if applicable)
                                  

	4.   Referrals to Community Paediatrics                □ Please  tick


	To process a referral for any other developmental conditions i.e., possible Global developmental delay, Downs syndrome, Cerebral Palsy. The following information is required to support your referral, assessments marked with an * are essential.  If you also have any of the additional information listed below this may also be submitted.

( Ages and Stages Questionnaires (if applicable) please note any Early Years Child should have completed Ages and Stages Questionnaires before being referred to Specialist Services, this will enable the Team to triage more effectively *
( EP Reports / Consultations (if applicable)

( SEN Specialist Teacher Observations (if applicable)

Please Send to Community Paediatrics bchft.haltonpaedsadmin@nhs.net


	5. Referrals to Paediatric Physiotherapy               □ Please  tick


	This referral will be triaged by Physiotherapy
The team provides assessment and intervention for children with congenital developmental and acquired movement difficulties.  If you are unsure about whether our service is appropriate or not please contact us for advice on 0151 495 5444.  Referrer and parental concerns must be completed on the referral form describing the difficulties a child is having and how it is impacting their daily life.
The following information is required to support your referral, assessments marked with an * are essential to progress the referral to triage.  

( Appendix Two*
Please email to Physiotherapy and Occupational Therapy bchft.haltonchildrenstherapy@nhs.net


	6.  Referrals to Occupational Therapy                     □ Please  tick 


	This referral will be triaged by Occupational Therapy 
The team provides assessment and intervention for children with developmental delay and functional difficulties affecting participation in daily life activities.  They can also provide assessment and advice for children with sensory difficulties affecting function, not sensory behaviour. 
If you are unsure about whether our service is appropriate or not please contact us for advice on 0151 495 5444.
The following information is required to support your referral, assessments marked with an * are essential to progress the referral to triage.  

( Appendix Three (Age appropriate Teacher and Parent Questionnaires) *
Please email to Physiotherapy and Occupational Therapy bchft.haltonchildrenstherapy@nhs.net     
Please note if the correct Appendix is not completed at the point of referral we will be unable to triage the referral and the information will be sent back to you.    



	7.   Referrals to Joint Paediatric Physiotherapy and Occupational Therapy (PT / OT)                    □ Please  tick 


	This referral will be triaged jointly by Physiotherapy and Occupational Therapy

The team provides assessment for fine and gross motor issues and intervention for children who present with motor co-ordination skills below that expected for their age and learning ability.  These co-ordination difficulties will interfere with academic and activities of daily living.  These co-ordination difficulties should not be due to a known medical condition or learning difficulty.   
The following information is required to support your referral, assessments marked with an * are essential to progress the referral to triage
( Appendix Three (Teacher and Parent Questionnaires)*
Please email to Physiotherapy and Occupational Therapy bchft.haltonchildrenstherapy@nhs.net         

Please note if the correct Appendix is not completed at the point of referral we will be unable to triage the referral and the information will be sent back to you.   

	7.  Referrals to Neuro-Developmental Nursing Team (NDNT) for Behaviour and / or Sleep problems – Please note this is a post diagnosis service only  

□ Please  tick


	This referral will be triaged by The Neuro-Developmental Nursing Team
This team provides post diagnostic support for families of children with an existing Neuro-Developmental condition.

Examples include; 

· Global developmental delay, 
· Cerebral Palsy, 
· Autism Spectrum Disorder (ASD) 
· Attention Deficit Hyperactivity Disorder (ADHD) 
· Genetic syndromes 
To process a referral to NDNT we require information about previous interventions that have already been completed. 
Please email to the Neuro-developmental Nursing Team bchft.haltonNDNT@nhs.net


	8.  Vision 



	Children under 5 will automatically be triaged by the Orthoptist as part of the referral process.
For children over 5 you will need to consider the following questions and refer directly to their service.

Do you have any concerns about the child’s vision?             Yes       □          No   □
Is there a family history of vision or eye problems?               Yes       □          No   □
When was your child’s last eye test and where?                   
Date: ………………  Place: ……………………..
Has the child had their School screening?                             Yes       □          No   □

(If yes, what was the outcome, Pass or Fail)                          Pass      □         Fail  □
Is your child under an Ophthalmic clinic?  Which one?          Yes        □         No   □      
Place: …………………..


	9.  Hearing



	If you have any concerns about your child’s hearing please refer directly to Children’s Audiology: http://bridgewater.nhs.uk/haltonsthelens/childrensaudiology


	10.  Speech and Language Therapy 



	Referrals to Speech and Language Therapy will be considered as part of the triage for Suspected Autism Spectrum Disorder.  
However, if you require a referral due to Language Specific concerns you will need to refer directly to Communicate Speech and Language Therapy Services. They can be contacted on 01253 462123. 
slt.halton@communicate-slt.org.uk Web address: www.communicate-slt.org.uk


	 Concerns and Reasons for Referral:



	Existing medical conditions & diagnosis:  

	

	Known Allergies:

	

	Reason for referral / concerns:  (continue on separate sheet if necessary) 


	

	Parental concerns:


	

	Child’s view / voice about this referral:
Please consider the child/young person and their view

	


	5. Consent 

(Informed consent in this section must be obtained before submitting a request for a referral).


	Bridgewater Community Health Care Foundation Trust provides services for children with complex medical and developmental needs and their families.  For some children this may involve an assessment to investigate underlying causes of difficulties.  Please note to support the care co-ordination of your child’s assessment any service information will be copied as standard to your child’s GP, Health Visitor or School Health Advisor, School or Nursery, and social care if appropriate.  
For children who are referred for suspected Autism the Team will inform the SEN (Special Educational Needs Service) of the outcome of the assessment.
I / We give consent for a referral to be made for the above named child for multi-disciplinary assessment. 
Please indicate any additional services that you would / would not wish your child’s information to be copied to:



	· I had the reasons for the referral explained and I am happy for my child to be considered for assessment.

· I understand that information gathering and sharing is beneficial for my child and that information recorded about my child and family may be shared and received from with other agencies and used for the purpose of providing services for my child.

· I understand that this referral will be discussed at a meeting of professionals in order for them to work together to provide the support that is best suited to my child’s needs.

· I am aware that I may limit the information shared and that I may withdraw my consent, unless there are safeguarding issues 

· I understand that I am expected to attend appointments and to carry out recommendations at home as advised by clinicians.

· I am aware that if another adult brings my child to sessions they will receive all the information about my child unless I inform the services otherwise.

· I confirm that I understand if this referral is accepted I will be contacted to arrange an appointment.

· I understand that if my child’s needs are not best met via this Panel this form will be returned to the referrer for them to provide future support. 

· I confirm that I have not been referred elsewhere for this same problem


	

	Parent / Guardian consent:
Signature:                                            Date:  
Print name:                                          Relationship to child: 




Please return by secure email to the services direct email address as detailed above: 

This referral will not be processed unless received into one of these e mails 
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