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INTEGRATED CHILDREN’S NURSING AND THERAPY TEAM
REQUEST FOR ASSESSMENT

INADEQUATELY COMPLETED FORMS AND UNJUSTIFIABLE REQUESTS WILL BE RETURNED TO THE REFERRER.
Additional referrer information can be found by following the QR code to the ICNT website.
ANY CHILD/YOUNG PERSON NEEDING CONTACT WITHIN 48 HOURS PLEASE CONTACT THE RELEVANT TEAM VIA TELEPHONE NUMBERS BELOW IN ADDITION TO REFERRAL FORM.
	* CHILD / YOUNG PERSON’S DETAILS:

	Name:
	     
	Date of Birth:
	
	Age:
	     

	Is the child/young person known by any other surname? Yes [image: image2.wmf] No [image: image3.wmf] If yes, please specify:       

	NHS Number:
	
	Gender:
	     
	Ethnicity:
	     

	Usual Address:
	     
	Tel. No:
	     

	
	
	Mobile. No:
	     

	
	
	[image: image4.wmf]Tick if the appointment needs to be made by telephone 

(eg for literacy reasons)

	GP Name & Address:
	     
	HV / School 

Nurse Name & Address:
	     

	Tel:
	
	Tel:
	     

	School Name & Address:
	     
	Does the child / young person have learning difficulties?

Yes [image: image5.wmf] No [image: image6.wmf]
Is the child / young person a ‘looked after’ child?

Yes [image: image7.wmf] No [image: image8.wmf]

	Tel:
	     
	

	Has the child / young person been referred previously to the Children’s Health Services? Yes [image: image9.wmf] No [image: image10.wmf]
If yes, which service, when and with what outcome?      
(Please enclose a discharge report, if available)

	Has an Early Help form been initiated (please attach)?


Yes [image: image11.wmf] No [image: image12.wmf]    Unknown [image: image13.wmf]

	Does the child / young person have an Education, Health and Care Plan? 
Yes [image: image14.wmf] No [image: image15.wmf]    Unknown [image: image16.wmf]

	Are there any safeguarding issues? 




Yes [image: image17.wmf] No [image: image18.wmf]    Unknown [image: image19.wmf]

	Does the child / young person have an open referral with CAMHS?

Yes [image: image20.wmf] No [image: image21.wmf]

	CONSENT:

[image: image22.wmf]the patient has given verbal consent for the information within this referral to be sent to the receiving care team 
[image: image23.wmf]the patient has given verbal consent for the receiving care team to access the summary / full GP record, and/ or contact educational settings prior to or  (where available) for the duration of the period of care, where there is a legitimate reason to do so.
[image: image24.wmf]the referral has been made through a ‘best interest decision’ (provide details below)

	INFORMATION NEEDS  (provide further details below, where applicable):

	Required:

[image: image25.wmf] Longer appointment  

[image: image26.wmf] Language translation service

[image: image27.wmf] Hearing loop facility area

[image: image28.wmf] British sign language interpreter
	[image: image29.wmf]  Easy read documents / information leaflets 

[image: image30.wmf]  Braille documents / leaflets

[image: image31.wmf]  Large print documents

[image: image32.wmf]  Note-taker
	Attending: 

[image: image33.wmf]  Carer / relative

[image: image34.wmf]  Note-taker


	

	* PARENT / CARER DETAILS:

	Full Name(s) of Parent(s) / Guardian(s):
	
	Parental Responsibility?

	1) First Name: 
	     
	Surname: 
	     
	[image: image35.wmf]

	2) First Name: 
	     
	Surname: 
	     
	[image: image36.wmf]

	
	
	
	
	

	Who is the child living with?
	     

	

	Has there been parental agreement for referral? 
    


Yes [image: image37.wmf] No [image: image38.wmf]
(Please note that we are unable to see children without agreement)


	Office Use:

	Date Received:




	* REFERRER DETAILS:

	Referrer’s Name:
	     
	Profession:
	     

	Address:


	     
	Signature of Professional: 

     


	Tel. No:
	     
	Referral Date:
	     

	


	REASONS FOR REQUEST (please continue in additional information section below, if necessary):

	* Diagnosis 

(if applicable):
	     


	* Please describe the reason you are requesting an assessment, including the child’s / young person’s  difficulties and abilities, and the impact this has on his/her life: 

(If an assessment is being requested from more than one service, please indicate the reasons and desired outcomes for each request)


	Prompts-

Please provide information regarding the childs overall learning age

What activities have you observed to be challenging for this child?

What affect has struggling or not being able to do these activities had on the child?

Are these activities meaningful and important to the child?
What are the childs goals?

What are the family’s goals?



	What has been tried so far to help develop the child’s / young person’s abilities? 

For referrals to Children’s Therapy Services, please refer to the Integrated Children’s Nursing and Therapy (ICNT) Website  
Integrated Children's Nursing and Therapy team :: University Hospitals of Morecambe Bay NHS Foundation Trust (uhmb.nhs.uk)
Please indicate which guidance has been tried so far. Has this made a difference?

	Prompts- 

What are parents doing to support their child to achieve their desired goals? 

What universal advice has already been tried? Have parents and school accessed the NHS Glasgow and Clyde KIDS Zone website? KIDS - Kids Independently Developing Skills | NHS GGC 

Have family or school accessed the NHS Glasgow and Clyde KIDS questionnaires and used the personalised advice sheets? Interactive Child Development Questionnaires | NHS GGC 

What activities/intervention groups/additional support has been given up to this point?
How effective have universal interventions been for this child? 

Does this child respond particularly well to a certain approach? 

If you have observed little change after implementing universal strategies and advice, is this due to the child still finding this activity hard or is this not a meaningful activity for the child?




	ADDITIONAL NEEDS (e.g. hearing impairment, mobility issues, risks, ‘contact referrer before contacting family’,family learning disability etc.):

	[image: image65.emf] 

This section can be removed 

if we are keeping the one 

above 

Are there any other issues / queries / comments about the child or young person / family life you consider relevant?

	     


	PROFESSIONALS INVOLVED (please tick):
	NAME & CONTACT DETAILS (if known):

	Children’s Centres
	[image: image39.wmf]
	     

	Children’s Community Nursing
	[image: image40.wmf]
	     

	Children Looked After Team
	[image: image41.wmf]
	     

	Clinical Psychologist / CAMHS
	[image: image42.wmf]
	     

	Dietitian
	[image: image43.wmf]
	     

	Educational Psychologist
	[image: image44.wmf]
	     

	Early Years / Peripatetic Teacher
	[image: image45.wmf]
	     

	Learning Disability Nurse
	[image: image46.wmf]
	     

	Nursery / Childminder / Playgroup
	[image: image47.wmf]
	     

	Occupational Therapy
	[image: image48.wmf]
	     

	Paediatrician
	[image: image49.wmf]
	     

	Other Consultants
	[image: image50.wmf]
	     

	Physiotherapist
	[image: image51.wmf]
	     

	Safeguarding
	[image: image52.wmf]
	     

	Specialist Teacher
	[image: image53.wmf]
	     

	School / SENCO
	[image: image54.wmf]
	     

	Social Worker
	[image: image55.wmf]
	     

	Speech & Language Therapist
	[image: image56.wmf]
	     

	Other
	[image: image57.wmf]
	     


	Please tick service(s) required and send via email to: icntteamreferrals@mbht.nhs.uk


	[image: image58.wmf]
	Paediatric Occupational Therapy 

	01524 591671/591638
01524 591671/591638

	[image: image59.wmf]
	Paediatric Physiotherapy

	

	[image: image60.wmf]
	Paediatric Speech & Language Therapy

	01524 591671/591638
01524 591671/591638

	[image: image61.wmf]
	Paediatric 

Eating,Drinking and Swallowing Service 


	

	[image: image62.wmf]
	Children’s Community Nurses

	01524 591625

01524 591671/591638


	[image: image63.wmf]
	Paediatric Continence Team

	

	[image: image64.wmf]
	Paediatric Audiology 


	01524 591638/01524 591671



PLEASE ATTACH ANY RELEVANT DOCUMENTATION (e.g. early help assessment form, etc)
Title Given Name Surname   

DOB: Date of Birth   NHS No: NHS Number
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*essential information
	NHS No:  STYLEREF  NHS  \* MERGEFORMAT 
	Children’s Request for Assessment v4.1

	DOB:  STYLEREF  DOB  \* MERGEFORMAT 
	Sender – GP Practice (Printed 05/12/22)

	Page 1 of 4
	Receiver – Integrated Children’s Nursing and Therapy Team

	Integrated Children’s Nursing and Therapy Team - Referral Form – Lancaster/Morecambe/Carnforth
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