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Central Manchester Child and Adolescent Mental Health Services
Self-Referral Form
	Self-referral process

	· The purpose is to gather sufficient information to understand nature of the child’s mental health difficulties and establish what kind of service will be most helpful at this point
· The demographic information is essential for a new referral to be accepted, as is permission to contact GP and school.
· We can only see children and young people who are registered with a GP in this area. 
· We can only accept referrals from parents/carers who have legal responsibility for the young person. 
· CAMHS is not able to provide support in an emergency. If you require immediate help, you should contact your GP or attend A&E.
· If you are having difficulty completing this form, please contact the SPOA team on 01617016880 and we will take the information over the phone. 
· Referral info will then be passed to SPOA Team who will contact school and any other relevant agencies before making a decision.
· Outcome will be communicated with you, your GP and possibly other professionals. 
On occasion we will need to share information with other agencies if there are concerns regarding the safety or wellbeing of a child. 

	INFORMATION about person making referral:

	Surname:
	
	Forenames:
	

	Relationship to Y.P.
	Self /Mother / Father / Other adult guardian (please specify) 

	Tel (Home/Mobile)
	
	Address:
	

	INFORMATION about Referred Person:

	Surname:
	
	Forenames:
	

	Date of Birth:
	
	Sex:
	 M / F

	
	
	Gender:
	M / F / Trans / Gender neutral / Other

	NHS No:
	
	Ethnicity:
	

	First Language:
	
	Interpreter Needed for child or family?
	        Yes          No       

	Address:
	

	Tel (Home/Mobile)
	
	Tel: (Other,)
	

	Does the child know about referral? 
(Y.P.’s consent is always preferred unless there are significant risk issues)
	              Yes          No

	If the referral is being made by the young person, do you consent to us contacting your parents? This is generally a requirement so please explain why if you do not want them to be contacted. 
	

	FAMILY MEMBERS:

	Name(s) of Parent/Carer(s):
	

	Who lives at home?

	


	GP DETAILS:

	Name:
	

	Address:
	

	Postcode:
	
	Tel:
	

	SCHOOL DETAILS:

	Name:
	

	Address:
	

	Postcode:
	
	Tel:
	

	Permission to contact GP & School?
	Yes          No
	Any issues?
	

	FAMILY DETAILS:

	Name(s) of Parent/Carer(s):
	

	Who lives at home?


	







	REASON FOR SELF-REFERRAL

	Description of the difficulties.

How long have they been an issue?

Has anyone else noticed? Eg. School, family, friends

What have you tried already? 


	




	Risk

Are there any concerns about risk of harm to self or others?

	

	Home & family history

How is the child’s relationships with parents/siblings; 

Has the child experienced any significant events such as loss, bullying, bereavements, separations?

Is there any family history of mental health problems?

How is the young person’s appetite/sleep? (Any changes? Lost or gained weight?)
	

	Previous Interventions? What helped previously?
Self help?
Lifestyle changes?
CAMHS?
School counselling?
Parenting course?
Other?
	

	Is the family open to children’s social care Early Help?
	Contact Person:
Details:



	School and Friendships
How is the child doing academically? 
Any concerns about behaviour?
Any social difficulties or difficulties with friendships?
Is there any extra support in place?
	Name of school:
Contact person:
 

	LD query 
Developmental or learning difficulties? 
EHCP Plan?
Are they receiving any extra support in school?
	

	Expectations

Do you know what they/you might want help with?
	

	Referral Completed by:
	Date:                 Time:                  
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