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                 THE LIGHTHOUSE CHILD DEVELOPMENT CENTRE
              Paediatrics service 0-19 Developmental Referral Form
Please note in order for the service to be able to start the Assessment Process, the referral form needs to be completed in its entirety and return to:
The Lighthouse: epunft.seechs.singlepointofaccess@nhs.net
	Section 1
	Child / Young Person’s Details

	Child’s Name:



     
 

(Surname)


(First Name)              
	M  FORMCHECKBOX 
    F  FORMCHECKBOX 

	Date of Birth      

	Address:      

	School / Nursery / College:
     

	Postcode: 
     
	Parents Mobile:      
	Language: 

	Home Telephone:      

	Child’s Mobile:      

	Interpreter required:      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Email Address:      
	Religion:       

	NHS Number:
     
	Ethnicity:       

	GP Name:
     
	Nationality:      

	GP Address / Surgery:
     
	Subject to Child Protection Plan / Child In Need:  Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	
	LAC Status:      

	Section 2
	Please tick the boxes below to indicate the services you would like this referral to be passed:

	 FORMCHECKBOX 
 Community Paediatrician
	 FORMCHECKBOX 
 Occupational Therapy         
	 FORMCHECKBOX 
 Physiotherapy  

	Section 3
	Person Making Referral:

	Name
	     
	Address
	     
     

	Job Title
	     
	
	

	Telephone
	     
	
	

	Email
	     
	
	

	Section 4
	Parent or Carer’s Details

	Who has parental responsibility?      
	Interpreter required:      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Parent / Carer’s Name:      
	Relationship: 
     

	Address:      
Postcode:      
	Telephone: 
     

	
	Mobile:

     

	Email Address:      

	Section 5
	Please tick the boxes below to indicate other Professionals / Agencies involved, if known:

	 FORMCHECKBOX 

	Social Worker
	 FORMCHECKBOX 

	Nursery
	 FORMCHECKBOX 

	Educational Psychologist

	 FORMCHECKBOX 

	Court
	 FORMCHECKBOX 

	Police
	 FORMCHECKBOX 

	Educational Welfare Officer

	 FORMCHECKBOX 

	Health Visitor
	 FORMCHECKBOX 

	SENCo
	 FORMCHECKBOX 

	Hospital/Community Doctor

	 FORMCHECKBOX 

	CAMHS 
	 FORMCHECKBOX 

	Youth Offending Service
	 FORMCHECKBOX 

	Children With Disabilities Team

	 FORMCHECKBOX 

	Early Intervention
	 FORMCHECKBOX 

	Child Development & Play Advisor
	 FORMCHECKBOX 

	Other (specify)

	 FORMCHECKBOX 

	Other (specify):      

	Section 6
	Known Diagnosed Medical Conditions:


	     


	Section 7
	Reason for referral and explanation of concerns including specific functional, sensory, motor difficulties, health, developmental milestones, mental health or social needs or any identified risks (Please attach relevant reports e.g. school), if known and any other interventions already tried:

	
	

	

	Section 8
	Medical Information or current health issues if known. Attach relevant medical / other reports: 

	
	

	

	Complete where relevant (e.g. eating disorders or food refusal/aversion): Health Professionals to complete (Schools not Required to complete)


	Height:
	     
	Weight:
	     
	BP:
	     
	Pulse:
	     

	Section 9
	Developmental History and Milestones:

	Age of smiling:
	     
	Age of sitting:
	     
	Date of Hearing Test:
	     

	Age of walking:
	     
	Age of first words:
	     
	Date of Eye Test:
	     

	Communication:
	     
	Behaviour:
	     
	Social Skills:
	     

	Eating Difficulties
	     
	Sensory Behaviours
	     
	Other
	     

	Comments (including other milestones):      


	Section 10
	Parent’s/Carer’s concerns and expectations / History of difficulties (date of onset, are the symptoms stable or worsening, what was tried/what has worked so far) / Impact of the difficulties on the young person and family:

	
	

	     


	Section 11
	Family History (including family composition, support network, others with illness or disability in the family, family history of mental health / substance misuse) and if other siblings are known to child health services:

	
	

	     


	Section 12
	Social History (including any child protection concerns) / Background Information (family difficulties, bereavement, parental illness or separation, change of home or school):

	
	

	     


	Section 13
	Other relevant information (including mental health concerns):

	     


	Section 14
	Information Sharing And Consent:

	Information about your child may be shared with other teams and agencies (eg Education services, Children’s Centres and social care) in order to identify  the most appropriate support for your child.
Has the referral been discussed with the parent or carer?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the referral been discussed with the child or young person? 


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there parental consent for enquiry/onward referral to other agencies?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Comments (if any):      
DETAILS OF REFERRER:
Verbal (Parent/Carer)         

Name: 
     

          
Signed (Referrer): 
     

Name: 
     

Email:                                                  Tel No:      
Relationship: 

     

Date: 
     


	Office Use Only

	

	Name and designation of receiver:      
	Date:      


	Passed to:      



Please note:  Please type or write clearly in black ink ensuring all sections are completed as fully as possible.
The form must be signed and at least one contact number supplied
We will contact you if this referral form is not fully completed and/or we require more detail in order for us to be able to process and accept the referral.

SystmOne users should complete the referral form via SystmOne eConsult Referral and send a task to Administration, Community Paediatric Service at the Lighthouse.
                If you have any queries please contact TEL: 0344 257 3952
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