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 If you have a question regarding making a referral please
Contact CSPA on: 0300 300 1555
To make a referral, complete this form and send via SystmOne to: Children’s Single Point of Access
Email to:  nem-tr.childrenspa@nhs.net
Post to: Children’s Single Point of Access Team
Pitsea Health Centre
High Road
Basildon
Essex SS13 3AB – Internal Drop: 22




CHILDREN’S SINGLE POINT OF ACCESS REFERRAL FORM
Please note fields marked* must be completed.  Any forms returned with one or more of these fields incomplete will be automatically rejected and returned to the referrer.

	Section 1
	Person Making Referral

	*Name: 

	*Address: 


	*Job Title


	*Telephone

	Fax:
	*Email:

	Section 2
	Consent

	
*Has the parent/carer given consent for this referral              Yes / No             

Does the parent/carer of the child consent to this information being made available to other NHS Services that care for the child                                                  Yes / No 


	Section 3
	Child / Young Person’s Details

	*Child’s First Name: Forename 

	*Child’s Surname: Surname

	*Date of Birth
Date of birth
	
*Gender   Gender
	*NHS Number
NHS number

	*Address:
Patient address house Patient address road
Patient address locality, Patient address post town, Patient address county Patient post code

	*School / Nursery / College:
Patient School

	*Parent/Carer Name:
	*Parent’s/Carer’s Email Address:

	*Parent’s Mobile: Patient mobile telephone number
	*Home Telephone: Patient home telephone number

	*Preferred Language: Main spoken language

	
*Interpreter required:        Yes / No
	
*Language?

	*GP Name: Registered doctor

	*GP Address / Surgery: Registered GP address

	*What are your main concerns about this child:  (include diagnosis if known)





	*How does this affect the child in everyday life?





	
*Does this child have any known medical conditions e.g.?   Hearing Loss, Attention Deficit 

Hyperactivity Disorder (ADHD) etc.       Yes / No
*If Yes, please give details: 





	

*Does the child receive extra help for learning?       Yes / No
*What form does this help take?

*Education Health Care (EHC) Plan:      Yes / No         One Plan:     Yes / No

*Statemented:                                           Yes / No



	
Is this a Looked After child?                                                                           Yes / No  
Is this a Child in Need/Safeguarding concerns?                                           Yes / No                   
Is this child on a Protection Plan?                                                                  Yes / No                                                     
Are there any special family circumstances we should be aware of?        Yes / No
If Yes, please give details


   

	Section 4
	Name of other Professionals / Agencies involved, if known
(Delete as appropriate)

	

         Social Worker
         Behaviour Support Team
         Child Development Team
         Voluntary Services
         
         Hospital / Community Doctor
         Child & Adolescent Mental Health Service (CAMHS)
         Special Educational Needs Co-ordinator (SENCO)
         Health Visitor
        
         School Nurse
         Educational Psychologist
         Children with Disabilities Team
         Education Welfare Officer

         Tertiary Services
         Police
         Youth Offending Service
         Court
         
         Other
         





	 Section 5 
	If referral with behavioural concerns, which teams have worked with the family?
(Delete as appropriate)

	
          Health Visiting                                                           Behaviour Support Team
          School Nursing                                                          Voluntary Services
          
          Primary Child and Adolescent Mental Health Services (CAMHS)
          Tier 3 Child and Family Consultant Service (CFCS)

    For how long?:                       3 months                      6 months
   

       
           

	Section 6
	Services Required
	

	

*Please give as much information as possible about the reason for needing the service in the relevant box.  Please provide copies of relevant communications or advise on their dates if already scanned onto SystmOne.


	
*Service
	
*Reason

	
          Speech & Language Therapy

	





	
          Occupational Therapy

	





	
           Physiotherapy
	





	
           Community Paediatrician
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