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Please complete this form if you are a professional working with a child who is being referred to the Neurodevelopmental Pathway & Support Team (NPST) and you would like to contribute to the child’s referral.
This form is part of the Referral Pack that supports the referral to NPST. NPST is the first step in the neurodevelopmental pathway for children or young people who are registered with a Nottingham City GP, where there are concerns about possible Autism and/or ADHD.
Please note that this is not a standalone referral form and cannot be accepted by itself. It must be submitted as part of the referral pack along with:
· PRIMARY REFERRAL FORM 
· PART 1: PARENT/CARER’S FORM
· PART 2: EDUCATION FORM 
Please make sure you have read the referral guidance before completing this form. 
All sections marked with a * are mandatory; they are required to be completed if this form is being submitted as part of a child/young person’s Referral Pack. 


	SECTION 1: Child/Young Person’s Details

	First Name(s): *
	Click or tap here to enter text.	Surname: *
	Click or tap here to enter text.
	Date of Birth: *
	Click or tap to enter a date.
	First Language (if not English): *
	Click or tap here to enter text.	Is an interpreter required for the child? *
	YES
	NO

	
	
	
	☐
	☐

	Child’s Primary Address including postcode: *
	
Click or tap here to enter text.




	[bookmark: _Hlk191385479]SECTION 2: Details of Professional Completing the Form

	Name: *
	Click or tap here to enter text.	Relationship to child: *
	Click or tap here to enter text.
	Role/Job Title: *
	Click or tap here to enter text.	Organisation: *
	Click or tap here to enter text.
	Length of time child known: *
	Click or tap here to enter text.	Telephone number: *
	Click or tap here to enter text.
	Secure email 
address: *
	Click or tap here to enter text.	Address: *
	
Click or tap here to enter text.


	Signature: *
	Click or tap here to enter text.

	Date form 
completed: *

	Click or tap here to enter text.














	SECTION 3: Professional Opinion and Observations

	Based on your involvement with the referred for child/young person, are you in agreement with need for referral being made to the Neurodevelopmental Pathway? *
	YES
	NO

	
	☐
	☐

	Please provide your reasoning and insights into your answer*

	
Click or tap here to enter text.



	Please provide your professional observations and views of the child/young person. 
Please provide as much detail as possible *

	
Click or tap here to enter text.



	Are there any other factors that may be impacting on the child/young person’s social, emotional, academic functioning that you feel are pertinent to be considered? 

	For example, family history, health needs, prolonged periods out of education etc.

Click or tap here to enter text.






The following sections are non-mandatory and your ability to answer them may be dependent on your professional involvement with the child. However, we kindly encourage you to complete any questions that are pertinent to your involvement with the child and to the best of your knowledge.








	SECTION 4: Neurodevelopmental Information

	When did you first notice any strengths or differences in the child’s development or behaviour, and what were they?

	
Click or tap here to enter text.





	Please tell us more about the child’s skills, strengths, and difficulties in the following areas. Please include as much detail as possible including examples, when and where they occur and from what age. 

	Please tell/explain/describe the child/young person’s: 

	Strengths and interests

	
Click or tap here to enter text.



	Learning and development 

	
Click or tap here to enter text.



	Speech and Language

	
Click or tap here to enter text.



	Communication with others.

	
Click or tap here to enter text.



	Friendships and interactions with others

	
Click or tap here to enter text.



	Play and imagination. 

	
Click or tap here to enter text.



	Ability to be flexible/ Responses to change.

	
Click or tap here to enter text.



	Rigid or Repetitive behaviours. 

	
Click or tap here to enter text.



	Sensory responses 

	
Click or tap here to enter text.



	Behavioural responses 

	
Click or tap here to enter text.



	Emotional wellbeing 

	
Click or tap here to enter text.



	Motor skills and physical development


	
Click or tap here to enter text.



	Concentration, attention, and impulsivity 
	
Click or tap here to enter text.


























	SECTION 5: Developmental History

	Please ONLY complete this section if the child is aged five and under
Or,
IF you have known the child since they were of this age. 

	Please tell us about the child’s play before the age of 5 years: 


	
Click or tap here to enter text.


	Please tell us about the child’s development of language before the age of 5: 

	
Click or tap here to enter text.


	Please tell us about how the child interacted with others before the age of 5:

	
Click or tap here to enter text.


	Please tell us more about the child’s behaviour and responses to others before the age of 5: 


	
Click or tap here to enter text.


	Did the child ever experience a regression in their development?

	YES
	NO

	
	☐
	☐

	If yes to above, please provide more information. Including, ages, what happened, did the child use those skills again? 

	
Click or tap here to enter text.





If available please upload/attach any reports, for example Ages and Stages Questionnaires  

	[bookmark: _Hlk179973302]SECTION 6: Child’s Health

	

	YES
	NO

	Unable to provide.

	


	Has the child/young person been assessed in relation to Autism or ADHD previously?
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.


	Is the child/young person currently seeing any medical professionals besides their GP?
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.


	Has the child/young person seen any medical professionals in the past, apart from their GP?
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.

	Does the child/young person have any diagnosed medical conditions?
	☐
	☐
	☐
	If yes, please provide more information including diagnoses/conditions, treatment for, medication and dates diagnoses confirmed. 

	
	
	
	
	
Click or tap here to enter text.


	Has the child/young person had any hospital admissions?
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.


	Has the child/young person ever had an illness or an accident that might have affected their brain or development? 
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.

	Does the child/young person have difficulties or differences with their hearing, vision, or mobility? 
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.

	Does the child/young person have any difficulties or differences with their toileting/continence? 
	☐
	☐
	☐
	If yes, please provide more information

	
	
	
	
	
Click or tap here to enter text.

	Does the child/young person have any difficulties with sleep?
	☐
	☐
	☐
	If yes to above, please provide further information including when this started, frequency, what the difficulties are such as falling/staying asleep or reduced sleep needs, what strategies you have tried and outcomes of these, and what current sleep routines are. 

	
	
	
	
	
Click or tap here to enter text.



	Does the child/young person present with motor or vocal tics?
Involuntary and unintentional movements or vocalisations
	☐
	☐
	☐
	If yes, please provide more information including if you have discussed this with the child’s GP, if any assessments taken place and their outcomes

	
	
	
	
	
Click or tap here to enter text.


	Does the child/young person present have regular blank episodes or periods of vacancy?
	☐
	☐
	☐
	If yes, please provide more information including if you have discussed this with the child’s GP, if any assessments taken place and their outcomes

	
	
	
	
	
Click or tap here to enter text.



	If you have any further information to add regarding the child/young person’s health, please add below:

	
Click or tap here to enter text.






















	SECTION 7: Mental Health/Emotional Wellbeing

	Please be aware that this pathway is for neurodevelopmental assessment only and is not able to offer assessment or intervention for mental health concerns. 

If you are concerned that the child requires support due to their mental health, please consider a referral to the CAMHS Single Point of Access (SPA) CAMHS Referral - Consent - Nottingham City Council

If you feel they are at imminent risk of harm, please contact the Crisis Team or emergency services if appropriate. 

The Mental Health Crisis Team: 0808 196 3779.


	Do you have any worries about the child/young person’s mental health?
	YES
	NO

	
	☐
	☐

	Please only complete the following questions if you ticked yes to above. 

	Does the child/young person present with any of the following: 


	
	YES
	NO
	

	Anxiety or Panic?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers to episodes of panic 

	
	
	
	
Click or tap here to enter text.



	Recent changes in their emotional state?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers 

	
	
	
	
Click or tap here to enter text.



	Difficulties regulating their emotional responses?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers

	
	
	
	
Click or tap here to enter text.



	Persistent low mood?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers

	
	
	
	
Click or tap here to enter text.






	
	YES 
	NO
	

	Appetite and diet?
	☐
	☐
	If yes, please provide further information including when this started, further details about issues, what support has been accessed for this and impact on the child’s health. 

	
	
	
	
Click or tap here to enter text.



	Difficulties following a traumatic experience, such as nightmares and flashbacks?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers

	
	
	
	
Click or tap here to enter text.



	Has the child/young person ever acted like they can see or hear things that others cannot?
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers

	
	
	
	
Click or tap here to enter text.



	Obsessive thoughts and/or compulsive behaviours? 
	☐
	☐
	If yes, please provide further information including when this started, frequency, when and where these thoughts/concerns occur, any known triggers

	
	
	
	
Click or tap here to enter text.



	Does the child/young person present with repetitive behaviours that cause, or may cause, injury? 
For example, head banging, scratching, picking, biting, pinching, blunt objects, seeking deep pressure, kicking, jumping etc
	☐
	☐
	If yes, please provide further details to aide our understanding. Including, context in which they occur, what the behaviours are, and what your child’s intended outcomes are and their responses. 

	
	
	
	
Click or tap here to enter text.

	Has the child/young person ever intentionally harmed themselves?
	☐
	☐
	If yes, please provide further information including context, how they harm themselves, any identified triggers

	
	
	
	
Click or tap here to enter text.




	Has the child/young person ever expressed thought of wanting to end their own life/suicide? 
	☐
	☐
	If yes, please provide further information including context, any identified triggers

	
	
	
	
Click or tap here to enter text.





	
	YES 
	NO
	

	Does the child/young person have a history of suicide attempts? 
	☐
	☐
	If yes, please provide further information including context, frequency, any identified triggers, dates/age of your child when this occurred and resulting treatment. 

	
	
	
	
Click or tap here to enter text.



	Are there current concerns regarding the child/young person’s self-harm and/or suicidal ideation?
	☐
	☐
	If yes, please provide further information including context, any identified triggers etc 

	
	
	
	
Click or tap here to enter text.




	Does the child/young person experience thoughts of harming others, animals, or actual harming/violent behaviour towards others/animals?
	☐
	☐
	If yes, please provide further information including context

	
	
	
	
Click or tap here to enter text.

	If you have answered yes to any questions in this section, please provide details on what help, support or intervention has been provided to the child/young person to support these identified needs and risks. 
Please tell us more including names of services, duration of support, what programme of care was provided, dates these took place and impact on the child/young person:

	
Click or tap here to enter text.





	Please provide any further information that you feel is relevant to the child/young person’s mental health needs. 

	
Click or tap here to enter text.













	SECTION 8: Child’s Life Events

	
	YES
	NO

	Has there been any conflict and/or stress in the family?
For example, regular arguments, parents separating, housing issues, money worries, serious emotional or behaviours difficulties in a family member.
	☐
	☐

	If yes, please provide more information such as what this was, when and the age of the child: 

	
Click or tap here to enter text.


	Has the child/young person ever experienced any prolonged or unexpected separation from their primary caregiver/parent?
For example, due to hospitalisation, illness, military tours, prison sentence, or separated parent moving away
	☐
	☐

	If yes, please provide more information such as what this was, when and the age of the child:

	
Click or tap here to enter text.


	Has there been a significant injury, illness, or death of a close relative?
	☐
	☐

	If yes, please provide more information such as what this was, when and the age of the child:

	
Click or tap here to enter text.


	May the child/young person have WITNESSED any physical, emotional, sexual abuse or neglect at any point during their life?
	☐
	☐

	If yes, please provide more information

	
Click or tap here to enter text.


	May the child/young person have EXPERIENCED any physical, emotional, sexual abuse or neglect at any point during their life?
	☐
	☐

	If yes, please provide more information

	
Click or tap here to enter text.


	Has the child/young person experienced any other events that they may, or did, find very scary, upsetting, or difficult to understand?
	☐
	☐

	If yes, please provide more information

	
Click or tap here to enter text.


	Has the child/young person ever had a sudden change in behaviour?
	☐
	☐

	If yes, please provide more information including if there were any significant events that happened prior to this. 

	
Click or tap here to enter text.


	If you answered yes to any of the above questions, please tell us about how the child was supported and what interventions they received following these events.

	
Click or tap here to enter text.
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