Tees, Esk and Wear Valleys NHS

NHS Foundation Trust
Child and Adolescent Mental Health Services (CAMHS)

Neurodevelopmental (ASD & ADHD)
Pathway Referral FOrm wpdated 21/212023)

ASD = Autism Spectrum Disorder
ADHD= Attention Deficit Hyperactivity Disorder (Hyperkinetic Disorder)

The purpose of this form is to gather information to enable professionals to discuss how services can best meet the
needs of your child and to specifically explore concerns around ADHD and ASD. The information on this form will be
shared with relevant professionals in order to make a decision on what assessments your child MAY need. We will
write to the parent/carers when a decision has been made as to whether your child will be going on to the specialist
pathway. If the young person you are referring is 14 or over they have the option to complete their own referral form in
addition to this one (see separate form).

If you have concerns about child/young person that require urgent attention such as; significant anxiety or low
mood, self-harm or suicidal ideation, worries about child coming to harm from others or worries about child
harming others. Do not use this form and instead contact SPOC (0300 2000 000) or Crisis Team (0800 051 6171
option 3, option 1).

There could be a delay between the form being received by the service and it being discussed by the
Neurodevelopmental triage panel. To help support families as early as possible, the NHS and your Local Authority have
commissioned a Family Support Service delivered by Daisy Chain to offer support to families when their child has needs
associated with a Neurodevelopmental condition. We would like to pass your name and contact details to Daisy Chain
to enable them to contact you — if you are happy for them to do this please tick here

| Yes | | No | |

PLEASE MAKE SURE ALL INFORMATION IS TYPED
AND THIS FORM COMPLETED IN MICROSOFT WORD (NOT CONVERTED INTO A PDF)

Child’s Name Date of Birth
Age
Post Code Gender
NHS Number School attended
Name of GP Address
GP Surgery Phone number
Name of Primary Carer Address
Relationship to child / Contact number(s)
young person
Parental Responsibility | Yes No Email address
(required)
Can you be contacted by email or phone? Phone contact Email contact
Yes ‘ ‘ No ‘ Yes ’ ’ No ’
Name of other Address
Parent/carer/significant
adult
Relationship to child / Contact number(s)
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young person

Parental Responsibility

Yes No

Email address (required)

Can you be contacted by email or phone?

Phone contact Email contact

Yes ‘ | No ‘ Yes | ‘ No ‘
Sibling’s name Date of birth Health details School
Child’s ethnicity
Please select
White British Black or Black Caribbean
British
Irish African
Any other White Any other black
background background
Asian or Asian Indian Mixed White & Black
British Caribbean
Pakistani White & Black
African
Bangladeshi White & Black
Asian
Any other Asian Other Any other mixed
background background
Any other
background
Chinese Prefer not to say
| Child’s religion please add |
Please detail in box below, where appropriate:
Adopted Looked After | EHCP / Child EHAT (Early | Child in need | Interpreter /
Child Provision Protection Help language
agreement Plan Assessment required
Tool)
Other

We routinely contact those involved with your child and will inform you of this when we feedback. It may be
useful for us to contact other agencies who may be able to offer additional support for your child. If you do

not want us to do this please can you let our service know.

involved

Agencies Involved or previously

Already Known?
Yes/No

Named Professional / Contact Number

School or College

Education Psychology Service

School Nurse

GP

See above

Community Paediatrician

Hospital Consultant

Speech and Language Therapy

Occupational Therapy

CAMHS/LDCAMHS/Other
specialist CAMHS team

Social Care

Children’s Disability Service

Daisy Chain
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Family Support Service (Daisy
Chain)

Main

NEAS

Families First

Alliance Consortium

The Link Consortium

Other — please detalil

Parent / Carer Consent Form for the Neurodevelopment Pathway for Multi-
Agency Information Sharing

Purpose:

The sharing of information between agencies is an important part of the assessment of your child, as it provides
a detailed picture of your child’s strengths and needs. Sharing information allows for a range of specialised
assessments to be undertaken to help determine the needs of your child and how they can be met. To allow a
detailed assessment to be undertaken, several agencies may need to become involved.

Consent:

We need your consent to share information between agencies. The agencies covered by this consent to
information agreement are detailed on the pages above.

Please answer yes in each consent section box.

Child/young DOB
person’s name

I understand that the information provided on this form will be processed in accordance with the requirements of
the Data Protection Act 2018. It will be treated as confidential and will only be used for purpose of the provision of
education, health and social care/early help services. In connection with this purpose, the information may also be
processed for the purpose of preventing any fraud or criminal offence to ensure the health, safety and welfare of
any child. In pursuit of these legitimate purposes, the information may be shared with other authorities, and with
any organisation legitimately investigating allegations of fraud, criminal offences or child protection.

The process has been fully explained to me by the referrer and | understand that there are no set timescales and
that each case is individual and will require different services to be involved, including those on the pages above.

| consent for information sharing between Multi Agency Panel members which includes Speech and Language
Services, SEN (Special Educational Needs), Early Help, Alliance (for children from Stockton and Hartlepool only),
The Link (for children from Redcar and Middlesbrough only) and other NHS health professionals, and for my child
to be referred to services named on pages above that are deemed appropriate based on my child’s needs.

Speech and language services provide life-changing treatment, support and care for children and adults who have
difficulties with communication, eating, drinking and swallowing.

SEN provide support for children with special educational needs in school.

Early Help provide support to children, young people and their families as soon as problems start. When a child,
young person or the family need some extra support, Early Help is often the first response offered by those
services in contact with them.

Alliance is the leading independent provider of mental health and psychological wellbeing services.

The Link aim to deliver a range of high-quality therapeutic interventions in collaboration with children, young
people and families to achieve sustainable, positive mental health and emotional resilience.

Tees, Esk and Wear Valleys NHS Foundation Trust Neurodevelopmental assessment team coordinate the
assessment. They gather the required information from the child/parents/carers, education, speech and language
therapy and other agencies involved in the child’s care or involved in the assessment. They also conduct the
observations in different settings and interactive autism specific assessments. They are involved in the
diagnostic/formulation and needs planning meeting at the end of the assessment process and would make
referrals to other services required for future care.

Child’s name DOB 3




I understand that the Multi Agency Panel will recommend services that will be of benefit to meeting the needs of
my child with or without a diagnosis, and where additional assessments are recommended. | understand that
these assessments are essential to providing a full and holistic picture of the presentation of my child. By signing
this consent form | agree, wherever possible, to arrange for my child to attend all appointments sent out and
understand that non-attendance can lead to my child being discharged from that service, this will result in an
extended waiting time for assessments, and may result in my child being closed to the Neurodevelopmental (ASD
or ADHD) Pathway.

| understand that | have provided an email address, | will be opting into keeping in touch communications giving
updates about the service and waiting times. If you would like to opt out of this service please make this clear
below.

If you wish to opt out of the communications via email please outline this here:

Person with parental responsibility (signatures can be typed):

Name:

Signed Date

Young Person (If 14 or Over, and able)

Signed Date

Please note that when the referral form is submitted by email you are consenting to the referral being made by typing
your name above.

The Autism Spectrum Disorder pathway uses the World Health Organisation, (1992) International classification of
diseases (10th edition) (ICD-10) diagnostic system for diagnosing Autism Spectrum Disorder. As per NICE (National
Institute Clinical Excellence) Guidelines (2011), ICD is a recognised system in England.

The TEWV ADHD Pathway is based largely on the recommendations in the NICE Guidance (CG 72), POMH-UK
requirements and SIGN guidance with supporting evidence for specific components.

Should a diagnosis be confirmed, mutual agreement of referral to other services to provide post diagnosis support to
school / home will be arranged if required. The consent for the Neurodevelopment pathway will apply until your child
is closed to this service.

Please note that by emailing this referral form you are confirming that the typed signatures are from the
person making the referral. If the email referral is from a professional, please copy in the parent/carer.

Many thanks for your cooperation.

Parent / Carer views and concerns

This form is to be completed in collaboration with the parent(s) / carer(s). Please add detail where relevant
rather than yes/no answers. This form includes codes and abbreviations before the questions, these are to
allow the triage panel to process the information gathered into diagnostic criteria and identify potential needs.

Please describe your concerns about ASD, ADHD or other concerns. How does this impact on life at
home?

Who does your child live with?

OTHER | Please tell us about any significant life events(E.g. Bereavements, marital breakdown, parental
mental health concerns, domestic violence, abuse, social care involvement, alcohol, addiction, SEN,
bullying etc.)
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DOB

Child’s name




People involved in the completion of this section:

Parent/carer’s name Date
Professional’s name Date

Person making the Designation and
referral agency

Address

Contact phone number Email address |
Details of current / historic interaction with child

If an email referral is being submitted by a professional please copy in the parent/carer who has typed their
signature above.

Child’s name DOB

oo










G5 Do they present with the same difficulties in all settings or does it change depending on the
setting?

G 6 Does their attention, impulsivity or hyperactivity cause them significant distress or have an effect
on their social, school or other functioning? Please describe the effects.

LD | Comment on language (level of understanding, speech clarity, expressive language skills, selective
mutism, fluency (stammering).

LD | Comment on learning / development (stage/age equivalent the child is working at, attendance,
engagement, performance, current support, Educational Psychologist, SEN, IEP/EHCP)

RISK | Does the child present with any risks? To themselves, to others, from others? examples

What interventions do school have in place and how long have these been in place?

MH/OTHER Is there anything not covered in the form that you feel would be important for the team to
know about the child or young person? Eg Mental Health or Physical Health, environmental
issues

NEEDS | Arethere any needs that you believe are not currently being met by health, education or social
care?

As areferrer | have discussed the following with parents/carers:

e If the Neurodevelopment Pathway is unable to offer direct intervention to the parent/ carer/ child/young
person. They will be signposted to the appropriate services.

¢ If the child/young person’s needs can be met by another service or there is insufficient evidence of ASD/
ADHD indicators the pathway will end at that point and the case will be closed.

o Ifariskis identified by the referrer this must be managed and referred on to the most appropriate agency
to support the child/young person/family.

e The assessment via the Neurodevelopment Pathway team will determine whether the child/young person
meets criteria for a diagnosis of ASD/ADHD or both. Individual agencies will make their own
recommendations.

¢ | have discussed with parents/carers that the process may take some time and the services to which the
Neurodevelopment Pathway refers usually have waiting lists of their own.

e | have provided details of the Family Support Service and advised the parent/carer to access the service
for support and advice

Completed by:

Professional’s name Professional’s
sighature

Referral Date

Referral Application Checklist

Please attach any appropriate reports / assessments in respect of the child/young person.
The more information you can provide, the more efficient the referral/assessment process will be.
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If you have any of the following reports, these need to be provided.

Parent/carer views and concerns form ESSENTIAL

Professionals / Education’s views /concerns form ESSENTIAL

Child/Young person’s own views

GP report (birth and early development history)

Speech and Language Therapist Report

Occupational Therapist Report

Community Paediatrician Assessment

School Nurse or Health Visitor Report

Educational Psychologist Report

CAMHS/LDCAMHS/Other specialist CAMHS

EHCP / Provision Agreement / coordinator support plan

Individual Education/Behaviour Plan (or equivalent)

Early Help Assessment

Personal Education Plan for LAC Child

Portage/Small Steps reports

School report

Behaviour Intervention/Youth Offending Team Report

Children’s Social Care

Please return the completed form and all supporting documents to:

tewv.neurodevelopmentnorthtees@nhs.net for referrals from North Tees (Hartlepool and Stockton)
or

tewv.neurodevelopmentsouthtees@nhs.net for referrals from South Tees (Middlesbrough and
Redcar)
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