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Child and Adolescent
Mental Health Services in Hampshire
Child and Adolescent Mental Health Services in Hampshire are provided by Sussex Partnership NHS Foundation Trust 

Child & Adolescent Mental Health Service

Team Address and contact details
REFERRAL FORM – FOR COMPLETION BY PROFESSIONALS ONLY
	THIS FORM MUST BE COMPLETED IN FULL TO ENABLE US TO PROCESS THE 

REFERRAL


	NAME OF CHILD: 
	DOB: 

	ADDRESS (including Postcode):

	HOME TEL: 

	
	WORK TEL: 

	NHS NO.
	MOBILE TEL:

	

	SCHOOL ADDRESS: 


	SCHOOL TEL: 

	

	GP & ADDRESS: 


	GP TEL: 

	

	FAMILY MEMBERS:

	NAME
	RELATIONSHIP
	DOB

	
	
	

	

	ETHNIC GROUP: 
	PLEASE ADVISE OF ANY DISABILITY:




CONSENT:

Which persons with parental responsibility have given consent to this referral?

	Name (print): 

Relationship to child: 



Who has parental responsibility?

	


Has the young person given consent to this referral?
YES / NO

If appropriate, has Gillick/Fraser Law Competence been assessed?
YES / NO

CAMHS works to interagency guidelines (Health, Social Services, Education, Voluntary Organisations).

PLEASE ENSURE THE FOLLOWING CONSENT TABLE IS COMPLETED.

Other professionals involved:

	Name of professional involved
	Details of involvement – past and present
	Name and contact details
	Consent given by family to gather relevant information (tick if given consent)

	GP
	
	
	

	Social Services
	
	
	

	Educational Psychologist
	
	
	

	Education Welfare Officer
	
	
	

	School 
	
	
	

	Health Visitor
	
	
	

	Other
	
	
	


CURRENT CONCERNS:
	Please give as much information as possible about the concern including onset, severity, duration etc. and reason for referral now.



Are there any risks of harm?  If so what?

	To Self: 

	To Others: 


BACKGROUND INFORMATION:
	Please give as much information as possible regarding family, school and peers.



ADDITIONAL INFORMATION:
	


REFERRER DETAILS:

	NAME: 
	PROFESSION/TITLE: 

	ADDRESS:

	SIGNATURE: 
	DATE: 
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