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Description automatically generated]MANCHESTER CHILDREN AND PARENTS’ SERVICE (CAPS) REFERRAL FORM
Use QR Code to access CAPS Padlet for more information
The Children And Parents' Service (CAPS) (padlet.com)

Supporting infants, children and their families from pregnancy to age 5
	Has the parent consented to this referral?
NOTE:  We cannot accept referrals without the parent/primary caregivers’ consent

	

	IY Pre-School Grp Referrals (2yrs-4yrs11mths) - DO NOT COMPLETE THIS FORM
Please Use Link - CAPS (Children and Parent Service) Incredible Years Referral Form


	Infant/Child’s Name
	
	DOB/Due Date
	

	
	
	NHS No.
	

	Gender
	Male ☐
	Female ☐
	GP & Surgery Address/Postcode
	

	Address

	
	Parents’ Telephone No.
	

	Mother/Birthing Parent 
	
	DOB
	

	
	
	NHS No.
	

	Address 
(if different to above)
	
	Telephone No.
	

	Parent/Carer 2
	
	DOB
	

	Relationship to Infant/Child
	
	NHS No.
	

	Address 
(if different to above)
	
	Telephone No.
	

	Infant/Child Ethnicity
 

	White or White British 
	British ☐ Irish ☐ Gypsy/Roma/Traveller ☐ 
Any Other White Background ☐ 

	
	Black or Black British
	African ☐  Caribbean ☐ Any other Black Background ☐

	
	Asian or Asian British
	Indian ☐ Pakistan ☐ Bangladeshi ☐  
Any other Asian Background ☐ 

	
	Chinese or Chinese British
	Chinese ☐ 

	
	Mixed/Multiple Ethnic Grps or British Mixed/Multiple Ethnic Grps 
	White & Asian ☐ White & Black African ☐ 
White & Black Caribbean ☐ Other Mixed Background ☐ 

	
	Other Ethnic Grp
	Any Other Ethnic Group ☐

	
	Unknown
	Not Known ☐ Not Stated ☐ Did Not Wish to Disclose ☐

	Parent/Carer Ethnicity
	White or White British
	British ☐ Irish ☐ Gypsy/Roma/Traveller ☐ 
Any Other White Background ☐ 

	
	Black or Black British
	African ☐  Caribbean ☐ Any other Black Background ☐

	
	Asian or Asian British
	Indian ☐ Pakistan ☐ Bangladeshi ☐  
Any other Asian Background ☐ 

	
	Chinese or Chinese British
	Chinese ☐ 

	
	Mixed/Multiple Ethnic Groups or British Mixed/Multiple Ethnic Grps
	White & Asian ☐ White & Black African ☐ 
White & Black Caribbean ☐ 
Any Other Mixed Background ☐ 

	
	Other Ethnic Grp
	Any Other Ethnic Group ☐

	
	Unknown
	Not Known ☐ Not Stated ☐ Did Not Wish to Disclose ☐

	Interpreter
	Yes ☐        No ☐
	Language/s spoken
	

	Level of Need
	Universal+ ☐ Early Help Assess ☐ Targeted Support from EH ☐
S17 Child in Need ☐ 
Child Protection ☐ PLO ☐
	Infant/Child Religion
	Christian ☐ Muslim ☐ Hindu ☐ Sikh ☐ Buddhist ☐ Jewish ☐ None ☐ 
Not Religious ☐ Not Stated ☐ 
Other Religion ☐

	Looked After Child
	Yes☐        No ☐
	Nursery/School if in Attendance 
	

	Family able to travel to attend clinic?
	Yes☐        No ☐
	
	

	OTHER FAMILY MEMBERS: (specify spouse/partner/siblings as applicable)


	Name
	DOB
	Relationship

	
	
	

	
	
	

	
	
	

	Name of Referrer 
	
	Date
	

	Role of Referrer
	
	Contact Tel No.
	

	Address & Email 
	

	Other professionals involved in working with the family

	Role
	Name
	Contact No.
	Email

	Health Visitor
(if not referrer)
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	REASON FOR REFERRAL:

	· Parent-infant/child relationship support ☐  
· Parent-infant group intervention  ☐ (PLEASE NOTE: see current CAPS work plan for details of groups running)
· Trauma ☐  
· Riding the Rapids Pre-school (formerly GOB) 3yrs-4yrs 3mths ☐  
· Regulatory difficulties (feeding, sleep etc) ☐ (PLEASE NOTE: We only accept referrals for complex regulatory difficulties where previous intervention has been offered but has been unsuccessful, state in below box**)
· IY Pre-school (2yrs-4yrs11mths)  ☐  DO NOT COMPLETE THIS FORM - please use below link 
CAPS (Children and Parent Service) Incredible Years Referral Form  
If you would like to discuss an IY referral, contact Eve Naraynsingh 07940 753860 or Diane Scallon – 07469660472   

	Pls provide a summary of main concerns (e.g. nature of difficulties, situation specific/generalised, duration)

	


	What are the views of the parent/carer/s in relation to this referral?  What are the parent’s hopes in relation to support?

	


	Pls provide a summary of any risks current & historical (e.g. DAV, safeguarding, parental self-harm/risk of suicide) 

	


	Other relevant information (e.g. social circumstances, parental MH difficulties, obstetric history, presence of developmental delay, history of neurodivergence (parent or child) 

	

	Current protective factors/protective factors in parent/carer history

	

	What work has already been undertaken with the family and what were the outcomes of this work?**

	



Please email completed referrals to:  
NORTH CAPS – mft.northmanchestercaps@nhs.net, Tel: 0161 203 3261/62
CENTRAL CAPS - mft.caps.central@nhs.net Tel: 0161 203 3260           
SOUTH CAPS - mft.southmanchestercamhs@nhs.net  Tel: 0161 529 6062
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