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Haringey Children’s Community Health Service        
Community paediatric medical team
CHILDREN WITH DEVELOPMENTAL DIFFICULTIES OR DISABILITIES

Referral Form 

	CRITERIA – Please tick reason for referral:
	Please Tick

	Autism / Social Communication Disorder (NB. For children under 5 years) 
Children over 5 years and under 12 years – School to refer to CAF
	

	Developmental concerns (child under 5 years of age only).

If a known syndrome please specify …………….……………………………
	

	Discharge from hospital needing follow-up by a  community paediatrician
	

	Pre School and School Age child with an acquired disability or who is new to the borough  
	

	Child welfare medical
	

	Child needing a medical as part of the CAMHS assessment of possible ADHD (referrals from CAMHS consultants only)
	


	Child’s Family Name:
	
	First Name:
	

	Male:
(  Female (


	
	Date of Birth:
	

	Name of parent/carers:
	

	Address:
	

	

	Post Code:
	
	Telephone:
	Mobile:

	Ethnicity:
	
	NHS number:
	

	Language(s) spoken at home:
	
	Is an interpreter required?:
	No (     Yes (      

	If yes, language required:
	

	Health Visitor/School Nurse:
	
	Tel:
	

	Address:
	

	School/ Nursery:
	

	GP:
	
	Address:
	

	                                                                                           Post Code:

	Is the child the subject of a child protection plan? 
	  Yes      No        Not known

(circle)
	If yes, attach all recent minutes and information

	Name of social worker:
	Tel. no.




Please summarise concerns/ reason for referral  

	

	

	

	

	

	


PLEASE ATTACH RECENT REPORTS

Referrals will be returned to the referrer if there are insufficient details. Please ensure you complete the form fully, including consent in order to help us action the referral. Referrals that do not meet our referral criteria will be returned with the reason explained. If you have any queries please call the above number.

	Parental consent for information storage and information sharing

I understand the information that is recorded on this form and that it will be stored and used for the purpose of providing services to:



	(
This infant, child or young person for whom I am the parent/carer



	I have had the reasons for information sharing explained to me and I understand those reasons. I agree to the sharing of information amongst relevant practitioners from the Children and Young People’s Service and child health services.               

Yes    (   No  (

	Signed

Name

Date




	Name of referrer:
	

	Position Held:
	

	Signature of referrer
	

	Date:
	

	Address:
	

	
	Post Code:
	

	Post Code:
	

	Tel/Contact Details:
	


Please return this form to: 

Fax No:  
0208 4425855 (temporary)
Tel:

0208 4426432 (temporary)
DO NOT POST OR FAX
Upload referral to the child’s RIO record and then email juliana.ayoola@nhs.net alerting her to the child’s referral

Referrals Intake Administrator, Community Paediatric Medical Team, Block G1, St Ann’s Hospital, St Ann’s Road, Tottenham, London N15 3TH

Please note that there is a separate referral form for Children in Care.
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