




Child, Family & Adolescent Consultation Service, 1 Redford Way, Uxbridge, Middlesex UB8 1SZ

Tel: 01895 256521  Fax : 01895 270112

Our premises at 1 Redford Way are situated on the 1st floor of the building with access only via the stairs.  If disability access is required, we can arrange for appointments to be offered at suitable premises within easy reach.

N.B.
All items marked * are MANDATORY and we are not able to accept referrals without this information


-     Please ensure that all young persons aged 14 years and over are aware of their referral -
	Details of the child / young person being referred

	Name
	*
	Date of Birth
	*

	Address
	*
	Sex
	*

	
	NHS Number
	

	
	Religion
	

	Postcode
	*
	Mobile (Parent)
	

	Tel. Home
	*
	Mobile (Young Person)
	

	Tel. Work 
	
	E-mail / Fax
	


	GP Name
	*
	Col./Sch./Nursery
	*

	Address
	*
	Address
	

	
	

	
	

	Tel. No.
	
	Tel. No.
	

	Fax No.
	
	Fax No.
	

	E-mail
	
	E-mail
	

	
	
	
	

	Family Composition (parents / carers / siblings / significant others)

	Name
	Relationship
	Occupation/School
	Living at home?
	Age or DoB

	Parents / Carers
	*
	*
	
	*
	

	
	*
	*
	
	*
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Who has legal parental responsibility?

	Main Language Spoken by Child
	

	Main language spoken by parents/carer
	

	Interpreter required and for whom:
	

	Language and dialect required:
	

	Are the family asylum seekers?
	Yes (  No (
	Do they have refugee status?
	Yes (  No (

	Which country is the family from?
	

	Professional Network

	Is the Adult Mental Health Service involved with the family?                                         Yes (  No (

	Name of Key Worker
	

	Team
	
	Tel. No.
	

	Is a social work team involved with the child?                                                                Yes (  No (

	Name of allocated social worker

	Is there a Child Protection Plan for this child?
	Yes (  No (
	Category
	

	Is the child in the care of the Local Authority?





      Yes (  No (

	


	Details of other agencies / professionals involved

	Name
	
	Name
	

	Address
	
	Address
	

	
	

	
	

	Contact No
	
	Contact No
	

	Fax / e-mail
	
	Fax / e-mail
	


	Ethnic Group *

	Asian or Asian British
	Black or Black British
	Other ethnic Group
	Mixed

	Bangladeshi (K)
	(
	Caribbean (M)
	(
	Arab (S)
	(
	White & Asian (F)
	(

	Indian (H)
	(
	African (N)
	(
	Chinese (R )  
	(
	White & Black African (E)
	(

	Pakistani (J)
	(
	Arab (P)
	(
	Other Ethnic Group (S)
	(
	White & Black Caribbean (D)
	(

	Other (L)
	(
	Other (P)
	(
	
	(
	Other (G)
	(

	White
	
	

	British (A)
	(
	Refused to answer (ZR)
	(
	

	Irish (B)
	(
	
	
	

	Other (C)
	(
	
	
	


	Referrer’s Details *

	Date of Referral
	
	*Consent obtained from family?

*Consent obtained from young person?
	Yes (  No (
Yes (  No (

	Name
	

	Agency
	

	Address
	

	

	

	Tel. No.
	
	Fax No.
	E-mail

	Please note that all referrals from Children’s Services must be accompanied by relevant documentation (including Initial Assessment, Child Protection Plans, Chronology). All Educational Referrals must be accompanied by relevant recent reports  (Individual Education Plan, EP reports, CAF if completed, Specialist Teacher Assessment Reports).


	Manager’s Authorisation 

	Name:

Agency:

Signature:


	Reason for Referral:  All referrals must be based upon your face to face assessment of the child or young person.  Please either use this sheet or attach a referral letter detailing your concerns.  Where possible include examples of behaviours or symptoms, severity, length of time, areas of the child’s life affected, any recent life changes or significant events including past and current family circumstances, medical and/or developmental history.   It would help if you could specify the mental health concerns which could guide our assessment. 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	



Referral Form








