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Referral to Trafford Infant Parent Service




	Trafford Infant Parent Service (TIPS) works as part of the local offer of support for infants, children and their families experiencing difficulties with their mental health and emotional wellbeing. The local offer consists of statutory, commissioned, charitable and voluntary sector organisations.

In considering the need detailed within the referral and to ensure the most appropriate service offers support, the referral may be signposted to other agencies for consideration. Submitting this referral does not mean that it will automatically be accepted by our service.


	Completed by:
	

	Date:
	

	Profession:
	

	Tel No:
	

	Email address: 
	



	Referred Child/Unborn
	Child’s DOB or EDD
	Child’s NHS Number
	Address (including postcode)
	Ethnicity (please complete)

	

	
	
	
	



	Name of Parent/Caregiver 1
	Parent DOB
	Parental Responsibility
	Address (if different to child)

	
	
	Yes  ☐       No ☐      
	


	Telephone number
	

	Email address
	

	Name/Address of GP if different from child’s
	

	Ethnicity
	



	Name of Parent/Caregiver 2
	Parent DOB
	Parental Responsibility
	Address (if different to child)

	
	
	Yes  ☐       No ☐      
	


	Telephone number
	

	Email address
	

	Name/Address of GP if different from child’s
	

	Ethnicity
	




	[bookmark: _Hlk151408247]Siblings (including children from other relationships)


	Name
	DOB
	Relationship to referred child
	Main address the same as infant


	

	
	
	Same  ☐       Different ☐      

	

	
	
	Same  ☐       Different ☐      

	

	
	
	Same  ☐       Different ☐      

	
	

	
	Same  ☐       Different ☐      



	Details of other agencies involved with the family/child (past/present)


	Agency
	Name(s)
	Address and contact number
	Current involvement

	GP (must be completed)

	
	
	

	Health Visitor

	
	
	

	Social Worker

	
	
	

	Nursery (if applicable)

	
	
	

	Other Professionals

	
	
	



	Reason for referral:

	






























	Significant family background/Key life events:

	












	Parental mental health (past/current):

	













	How have you supported the family?

	













	Parent’s concerns / understanding of referral

	











	ASQ-SE

	Has ASQ-SE2 (1 year and 2 year) been completed?

	Yes  ☐  No ☐    N/A  ☐

	If yes, please give details of any concerns:









	Information on Statutory Status

	Looked After Child (adopted or in care)
	Present   ☐  Past ☐  N/A ☐

	Special Guardianship Order (SGO)
	Present   ☐  Past ☐  N/A ☐

	Child Protection
	Present   ☐  Past ☐  N/A ☐

	Child in Need
	Present   ☐  Past ☐  N/A ☐

	If yes (past or present), please provide further details here:








	Additional Information

	Does the child/family have any additional needs/difficulties?

	Yes   ☐        No   ☐

	Does the child/family need an interpreter or have any other barriers to communication?
	Yes   ☐        No   ☐

	If you answered yes to either of the above, please provide further details:



	Consent

	
Does the family consent to this referral? 

If the answer is no to the above question, we are unfortunately unable to accept this referral. Please contact us to discuss this further.
	
Yes   ☐        No   ☐

	There will be a record kept of our work with the family under the child’s name, however in some situations it might be important to open a record in the parent’s name so that we can keep information that relates specifically to them private from the child’s records.

Does the primary parent/carer consent for a record to be opened in their name when deemed necessary? 
	





Yes   ☐        No   ☐

	In order to make decisions about referrals, and to refer individuals or families to the most appropriate services, organisations need to share information with each other. This may include personal data supplied on this form, and other information relevant to the referral. It is especially important that we are able to liaise with Health Visiting services. Any information given to our service is held sensitively and confidentiality is maintained.

Does the individual/family consent to the sharing of information when necessary between partner organisations providing mental health support (including Health Visiting)?
	







Yes   ☐        No   ☐



	Name of person giving consent:
	

	Relationship to child:
	

	Referrer/ Person gaining consent:
	

	Date:
	



	PLEASE RETURN TO:


	Trafford CAMHS
1st Floor Waterside House
Sale Waterside
Sale
Manchester
M33 7ZF

Telephone No: 0161 549 6456
	If you have access to secure e-mail, referrals may also be sent to:

mft.traffordinfantparentservice@nhs.net
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