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	Section 1
	Information Sharing and Consent

	Note to referrer: It is important that the person with parental responsibility consenting is aware that information may be shared with other health professionals and external agencies such as education, social care or the local authority, where appropriate. This includes agreeing access to GP EMIS and East London shared electronic records for the child.
Please ensure family/carers have consented that this referral form will be streamed to the most clinically appropriate services triage upon receipt.

	
Has the young person got competency to give consent?                                       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
Has the parent given consent for referral?
                                                  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

Has the carer/guardian person given consent for referral?
                        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

Has the young person given consent for referral?
                                     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A
Has the parent/carer/guardian/child/young person given consent for Information Sharing?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If answered No – please specify reasons why:  


	Section 2
	Service(s) Requested (Please tick multiple boxes if required)

	1.  
	Community Nursing

Urgent   
Routine  
	7.  
	Speech and language therapy
(Communication only)

	
	Date First Visit Required…………….


	8.  
	SLT eating, drinking and swallowing service 
(For children with swallowing difficulty and Dysphagia)                               

	2.  
	Community Paediatrician

Neuro-developmental Clinic assessment (NDC)              
Please see the “SPA referral guidance” document for referral requirements.
	9.  
	Children’s Continuing Care Assessment

	3.  

	ASD Assessment (Autism Spectrum Disorder Assessment Service - ASDAS)
It is essential that you complete:
 SPA form (this form)
         AND  

 ASDAS Referral Form 
ASDAS referral form can be found on LBTH Local offer ASDAS Referral Form & https://www.bartshealth.nhs.uk/referral-forms
Desirable information: Please attach any relevant reports regarding communication and behaviour. E.G SLT, School, Nursery. Referral guidance for the ASDAS form can also be found on the above links. 

	4.  
	Paediatric Continence Nurse (4-19yrs)

For children under 4, please refer to universal services.
	10. 
	Children’s Eczema Nurse Specialist

	5.  
	Paediatric Asthma Nurse


	11. 
	Toileting Workshop (For 3-11yrs)

	6.  
	Occupational Therapy                        

                  
	12. 
	Physiotherapy

(Direct Musculoskeletal referrals to The Royal London Physio service)


	Please tick below for Statutory Referrals from Local Authority ONLY:

	1.   
	Child Protection medical assessment         
	5.   
	SHOPA Report

	2.   
	LAC Initial Health Assessment 
	6.   
	Adoption Medical Assessment                             

	3.   
	LAC Review Health Assessment
	7.   
	LAC/Adoption Adult Health Report

	4.   
	Adoption Consultation meeting
	8.   
	EHCP Report/Contribution
(SEN Department ONLY)


	Section 3
	Child / Young Person’s Details (Or Adult for Statutory Health Assessment)

	Child’s Name:




(First Name)                                                                                        (Surname)
 



 
	Date of Birth: 
(DD/MM/YYY)

	Known medical diagnosis:      

	M  FORMCHECKBOX 
  F FORMCHECKBOX 
 Other FORMCHECKBOX 


	Full address & postcode: 
	School / Nursery / College:



	Language(s) primarily used:      

	Home Telephone:      

	YP Mobile:      

	YP Email Address:      
	Religion:       

	NHS Number:

	Social Services FWI No:      
	Ethnicity:       

	GP Name:     
	Nationality: 

	GP Address / Surgery:  
	GP Telephone:      



	Section 4
	Parent or Carer’s Details

	How long the family has lived in the UK?  

	1st Parent / Carer’s Name:      
	Relationship:      

	Address:      
Postcode:      
	Do they have parental responsibility?      

	
	Telephone:      

	Email Address:      
	Mobile:
     

	

	2nd  Parent / Carer’s Name: 
	Relationship:      

	Address:      
Postcode:      
	Do they have parental responsibility? 

	
	Telephone:      

	Email Address: 
	Mobile:


	Specify if an interpreter is required: Y/N
Language if required:      



	Section 5
	Referrer details

	Date referral made (DD/MM/YYYY):      

	Name:
	     
	Telephone No:      

	Job Title:
	     
	Email:      

	Address:
	     


	Section 6
	Reason for referral and explanation of concerns. Please include specific functional, communication, sensory, motor difficulties, health, mental health, social needs or any identified risks.
(Please attach relevant reports e.g. school)

	Reasons for referral: 
     

	What strategies and advice have already been tried and what was the impact (please specify): 




	Section 7
	Parent’s / Carer’s concerns and expectations. 

	What are parent’s/carer’s or school’s concerns?



	What do they hope will change from this referral?  How will things be different?




	Section 8
	Please explain the impact of this problem on the child/young person’s daily life?

	Please describe the difficulties the child or young person is having in participating in daily life activities.



	Section 9
	Safeguarding (MANDATORY)

	Subject to Child Protection Plan Currently Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

(if Yes, please complete the below)
	Early Help                                               Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	Subject to Child Protection Plan in past     Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

	Is child under a TAC/TAF                       Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	Child In Need                                             Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

	Lead Professional Name:      

	Type of Care Order if any:         

Which local authority is responsible for the child?       

	Name of Social Worker:      
	Social Worker Tel:      

	Social Worker address:      
	Social Worker email:      

	Are there any safeguarding concerns?        



	Service
	Tel. Number
	Email address

	Community Paediatrics
	0207 767 3322 (option 2)
	bartshealth.communitypaeds@nhs.net

	Community Childrens Nursing
	0207 767 3322 (option 1)
	BHNT.CCNT@nhs.net

	Paediatric Continence Nurse
	0207 767 3322 (option 1)

Or 0208 223 8362
	BHNT.PaedsContinenceAdmin@nhs.net

	Paediatric Asthma Nurse
	07591989962
	th.paedasthmanurse@nhs.net

	Occupational Therapy
	0207 767 3322 (option 3)
	bartshealth.thchildrenstherapies@nhs.net


	Physiotherapy
	0207 767 3322 (option 3)
	bartshealth.thchildrenstherapies@nhs.net


	Speech and language therapy
	0207 767 3322 (option 3)
	bartshealth.thchildrenstherapies@nhs.net


	SLT eating, drinking and swallowing service
	0207 767 3322 (option 3)
	bartshealth.thchildrenstherapies@nhs.net


	Children’s Continuing Care Assessment
	0207 767 3322 (option 1)
	BHNT.childrenscontinuingcare@nhs.net

	Toileting Workshop (3-11)
	0207 767 3322 (option 3)
	bartshealth.thchildrenstherapies@nhs.net
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Please e-mail this referral form back completed to: � HYPERLINK "mailto:thgpcg.spa@nhs.net" �thgpcg.spa@nhs.net�


Please only use secure email addresses when making a referral - i.e., from nhs.net, gov.uk, sch.uk or using encryption such as Egress.


Telephone No for TH GP Care group - SPA: 0300 033 5000�Telephone No for Community Paediatrics: 0207 767 3322�Referral guidance for this form can be found: � HYPERLINK "https://www.bartshealth.nhs.uk/referral-forms" �https://www.bartshealth.nhs.uk/referral-forms� 





For referral forms, guidance’s, and local information regarding Community Services, please visit:


London Borough of Tower Hamlets Local Offer: � HYPERLINK "https://www.localoffertowerhamlets.co.uk/" �https://www.localoffertowerhamlets.co.uk/�


Barts Health referral forms: � HYPERLINK "https://www.bartshealth.nhs.uk/referral-forms" �https://www.bartshealth.nhs.uk/referral-forms�





See below for contact details for all teams within Community Specialist Children’s services:�(Do note – our generic email inboxes are usually responded to within 1-2 working days).
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