
	REFERRAL FORM

Please email to: 
BucksCAMHSSPA@oxfordhealth.nhs.uk
Or fax to:            


	Date of Referral

	
	Date Referral Received by ReConnect
	
	NHS No
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	ReConnect 
The Sue Nicholls Centre

Bierton Road
Aylesbury
Bucks
HP20 1EG
Tel: 01865 901951    

www.oxfordhealth.nhs.uk/children-and-young-people/
bucks/reconnect-0-2-attachment


Please ensure the referred parent has given consent for you to complete this referral form.
	Name of Referrer
	 

	Name of Team Manager
	

	Designation & 

Name of Service
	

	Address
	

	Tel/Mob/Email
	


	Name of Parent Referred
	 
	ETHNICITY
	DOB
 

	Name of Child Referred
	  
	ETHNICITY
	DOB
 

	Address 
	

	Tel/Mob/Email
	

	Does the parent have a partner? If so, please give name and contact details if agreeable to parent 


	ETHNICITY
	DOB



	Does Client have access to own transport or is public transport required?  
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	Parent’s GP 
	

	GP Address & Contact Details
	 

	List any additional children in the family and their dates of birth (please include any children currently looked after or adopted)
 
	


	Is the child subject of?

	Child Protection plan

Yes/No
	Category:
	Pre proceedings

Yes/No


	Please list all Professionals involved with this family
	 

	
	

	Is the parent taking any medication?

	Yes/No/Unsure


	Please list all medications if known

	Please give a summary of your reasons for referring this parent to ReConnect.  Include any significant background history, previous involvement with services, mental health and social care needs if applicable. Please comment on the attachment relationship between the parent and their child.



	PLEASE NOTE: IT IS ESSENTIAL THAT THE SOCIAL WORKER ATTENDS AN INITIAL APPOINTMENT WITH THE PARENT OTHERWISE WE CANNOT PROCEED WITH THE ASSESSMENT.



