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Children and Young People’s Mental Health One Front Door ‐ REFERRAL FORM

Please return all forms to:
CYP Mental Health One Front Door Team Teams- Navigation Hub, Swanswell Point, Stoney Stanton Road, Coventry CV1 4FS
Tel: 0300 200 2021 Email: rise.referrals@covwarkpt.nhs.uk

Please note this referral will be triaged by a mental health clinician to decide the most appropriate commissioned service the CYP should be seen by, from the following services: 
· CWPT Specialist Services (including Neurodevelopment & Learning Disabilities) 
· Mental Health Support Teams 
· Other CWPT services if deemed appropriate (e.g. Adult Mental Health if CYP is aged 17 or above or Community Paediatrics)

If the referral does not meet the criteria for any of the above commissioned services, we will reply to you with recommendations of other agencies you could refer to. 

Please provide as much detail as possible in this form, to enable the referral to be comprehensively triaged without delay.

Please complete in black ink only
	 All sections must be completed by the referrer to avoid any delay. Incomplete forms may be rejected and returned.

	Date of Referral:
	

	Reason for Referral (Tick as appropriate):
	
	 Ongoing or Recurrent Psychosis

	
	
	 Bipolar Disorder

	
	
	 Depression

	
	
	 Anxiety

	
	
	 Obsessive Compulsive Disorder

	
	
	 Phobias

	
	
	 Post-Traumatic Stress Disorder

	
	
	 Eating Disorders

	
	
	 Perinatal Mental Health Issues

	
	
	 Self-Harm Behaviours

	
	
	 Conduct Disorders

	
	
	 In Crisis

	
	
	 Relationship Difficulties

	
	
	 Gender Discomfort Issues

	
	
	 Attachment Difficulties

	
	
	 Self-Care Issues

	
	
	 Neurodevelopmental Conditions Excluding Autism

	
	
	 Suspected Autism

	
	
	 Diagnosed Autism

	
	
	 Behaviours that Challenge due to a Learning Disability

	Type of Referral (Tick as appropriate): 

	 
	 Routine

	
	
	 Eating Disorders

	
	
	 MHST

	
	Urgent (Immediate risk please contact 111)

	
	

	
	CHILD/YOUNG PERSON’S DETAILS 

	NHS No:
	
	Date of Birth: 

	Forename: 
	
	Surname: 

	Also Known As: 
	
	Gender: 

	School/College:
	
	Sexuality:

	Religion:
	
	

	Address at which CYP is currently living: 
	Post Code: 

	CYP Phone/Mobile:
	
	CYP Email Address:

	Ethnic Origin: 
	
	1st Language (if not English): 

	Is an interpreter required? Yes/No 
	
	Accessibility requirements:

	
	REFERRER’S DETAILS

	Name: 
	
	Job Title/Profession: 

	GP Practice or Organisation: 
	
	Email Address: 

	Address: 
	Post Code: 

	Phone No: 
	
	Date of Request: 


 
	Complete if referrer detailed above is not CYP’s GP 
	GP DETAILS 

	Name: 
	
	GP Practice: 

	GP Practice Address: 
	Post Code: 

	Phone No: 
	
	Email Address: 

	
	

	
	REFERRAL CONSENT

	             Delete as appropriate 
	
	If answered no, please give reason 

	 Does the parent/carer know about the referral? 
	Yes / No
	 

	Does the CYP consent to the referral?
	Yes / No
	

	Does the CYP consent to the parent/carer being contacted?
	Yes / No
	

	

	FORWARDING CONSENT

	            Delete as appropriate                                                         If answered no, please give reason

	Does the parent/carer consent for the referral to be forwarded to the Paediatrics or Adult Mental Health Teams Within CWPT if appropriate? 
	Yes / No
	

	Does the CYP give consent for the referral to be forwarded to the Paediatrics or Adult Mental Health Teams if appropriate?
	Yes / No
	




 
	PARENT/CARER DETAILS (INCL PARENTAL RESPONSIBILITY) 

	Parent/Carer (1) 
	Parent/Carer (2) 

	Full Name: 
	Full Name: 

	Address: 
 
 
Post Code: 
	Address: 
 
 
Post Code: 

	Relationship to CYP: 
	Relationship to CYP: 

	Holds parental responsibility? Yes / No
	Holds parental responsibility? Yes / No

	Phone (Home/Landline): 
	Phone (Home/Landline): 

	Phone (Mobile): 
	Phone (Mobile): 

	Email Address: 
	Email Address: 

	1st Language (if not English): 
	1st Language (if not English): 

	Has/does access mental health services? Yes / No
	Has/does access mental health services? Yes / No

	Support needs (e.g. access, interpreter, filling in forms): 
	Support needs (e.g. access, interpreter, filling in forms): 


	If parent/carer(s) listed above do not hold parental responsibility, provide details of person who does: 

	Full Name: 
	Relationship to CYP: 

	Address: 
Post Code: 

	Phone: 
	Email: 



	DETAILS OF CYP’S SPECIALIST NEED
Delete as appropriate

	Does the CYP have a formal diagnosis of Autism?
	Yes / No
	

	Does the CYP have a diagnosed learning disability?
	Yes / No
	If yes, please provide details:


	Does the CYP have any other disabilities?
	Yes / No
	If yes, please provide details:



	Does the CYP have a substance misuse problem?
	Yes / No
	If yes, please provide details:


	Any other known diagnosis (mental or physical)?
	Yes / No
	If yes, please provide details:



	
	
	


	CHILD/YOUNG PERSON’S STATUS 
Delete as appropriate
	

		Living with parents
	Yes / No

	Living with relatives
	Yes / No

	Early Help Plan
	Yes / No

	Child looked after/ child in care
	Yes / No

	Subject to Child Protection Plan
	Yes / No

	Adopted
	Yes / No

	Constant supervision required
	Yes / No

	Young carer
	Yes / No

	EHCP and or SEND plan
	Yes/No




	Other (please provide details): 


	If CLA or CPP were ticked, the CYP’s allocated Social Worker’s details must be completed before the referral is processed 



	
	SOCIAL WORKER DETAILS 
	

	Name of Allocated Social Worker: 
	 
	

	Social Workers Team: 
	 
	

	Address: 
	 
 
	Post Code: 

	Telephone Number: 
	 
	

	Email Address: 
	 
	


 
	CYP’s LEGAL STATUS
Delete as appropriate

	Interim Care Order
	Yes / No

	Full Care Order
	Yes / No

	Section 20 Voluntary accommodated
	Yes / No

	Freed for Adoption / Placement Order
	Yes / No

	Special Guardianship
	Yes / No

	Residence Order
	Yes / No

	Other (please provide details): 



	Is the CYP part of legal proceedings
	Yes / No

	If yes, please give details of the Guardian and date of hearing:





	REASON FOR REFERRAL 
Please detail mental health and behavioural concerns for the CYP, including severity/frequency/length of time over which they have been presenting/impact on the CYP’s daily life: including the voice of the CYP if applicable. 

	





	Please detail any previous interventions/services accessed If able, please let us know of any previous interventions or services the CYP and or parent/carer have accessed and the impact of these on the CYP Mental health. 

	

	Please provide us with any other relevant information concerning the CYP and their needs, this may include communication issues, learning needs and or social functioning. 
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