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(Please complete fully and return to cyp0-19@oxfordhealth.nhs.uk)

                                  NB:   Incomplete referrals will be returned for completion.
	Name of child
	
	Date of birth:



	Male / Female 
Chosen Pronouns:
	
	Ethnicity

	Parent /Carer
	Name:

Relationship to child: 
	Parental Responsibility

Yes/ No



	Home address and Email
	
	Parents/Carers mobile:
Young Persons mobile/email:


	School 


	Name:

Address:
We are unable to accept referrals without this information
	Class Teacher:



	GP Surgery or Health Centre:
	
	Telephone:

	What are the identified health needs? 

How does this impact in school?
	
	Informed of referral

Parent /carer ⃣

Child/Young Person ⃣

Primary school referrals will not be accepted without parents/carers knowledge 

	Strengths and Needs form 
	Completed (please tick/highlight)

      Yes /No             Date:
	In Progress (please tick/highlight)

Yes/No                     Date:

	Is the child/yp subject to any of the following? 

If current, please enter contact details for other agencies /professionals involved
	
	Currently
	Historically
	Professionals  involved
	Contact details

	
	Child Protection Planning
	
	
	
	

	
	Child in need
	
	
	
	

	
	Children We Care For 
	
	
	
	

	
	Early Help/Team Around the Family
	
	
	
	

	
	Young carer
	
	
	
	

	
	Are there domestic abuse concerns? 
	
	
	
	

	
	Experience of suicide or other traumatic events?
	
	
	
	

	
	CAMHS

	
	
	
	

	
	EHCP or SEN/D concerns 
	
	
	
	

	Additional Information 
	

	Referrer details
Date 
	Name:                                                                   Role:

	
	Email:                                                                   Telephone:                                   

	
	Accepted   ⃣⃣            Returned      ⃣⃣             Comment


Male / Female








SHN Referral Form July 2024

