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Right to Choose (RtC)
Please read: how to use this referral form
· Care ADHD Under 18s service is available through the NHS e-Referral Service (e-RS).
· Please send all referrals via the e-RS.
· If you do not have access to the e-RS, please email this referral to:
nhsreferrals-cyp@careadhd.co.uk
· Please do not send referrals via our postal address as we’re unable to accept them.
· All mandatory sections MUST be complete for us to accept the patient’s referral. If these are incomplete, it will be returned with a request to complete and resubmit.
· A Summary Care Record (SCR), dated within the last 6 months, should be included and made available via EMIS/SCRv systems or attached to the referral. If it is unavailable or out of date, we will request an updated copy before continuing.

FTAO: Centre for ADHD Research & Excellence (Care ADHD Under 18s)
Referrals are accepted nationally, with digital or in-person appointments based on patient choice and clinical need.
Company number:	14535089
CQC Provider ID:	1-14749467228
Contract Title:	Care ADHD – CYP ADHD/ASD Service (DAP B Accreditation) Attention Deficit Hyperactivity Disorder Service – CYP Autism Spectrum Condition Service - CYP
Contract Ref:	C399180

	Assessment Type (MANDATORY)
	Please tick:

	NHS (RTC) CYP ADHD assessment and treatment
	


	NHS (RTC) CYP Autism assessment
	


	NHS (RTC) CYP ADHD and ASC (dual) assessment
	





	1. Details of the child or young person being referred (MANDATORY)

	Full name:
	

	Address:
	

	Email address:
(if appropriate)
	

	Mobile number:
(if appropriate)
	

	Date of birth:
	
	NHS number:
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	2. Details of the parent or guardian (MANDATORY)

	Full name:
	

	Relationship to patient:
	

	Address:
	

	Email address:
	

	Mobile number:
	

	Does the named contact above have parental responsibility for the child or young person?
	
Yes
	
No

	If ‘No’ was selected above, please provide further information below.

	Full name:
(if different to above)
	

	Relationship to patient:
(if different to above)
	

	Address:
(if different to above)
	

	Email address:
(if different to above)
	

	Mobile number:
(if different to above)
	




	3. Consent (MANDATORY)

	If the child is under 16 years, has the person with parental responsibility consented to this referral?
	Yes
	No

	If ‘No’ was selected above, please provide further details below as to why not.

	

	If the child is over 16 years, have they consented to this referral?
	Yes
	No

	If ‘No’ was selected above, please provide further details below as to why not.
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	4. Details of GP (MANDATORY)

	Surgery name:
	

	Address:
	

	Email address:
	

	Do you accept Shared Care?
	Yes
	No

	If the patient is diagnosed and successfully completes the titration pathway, a full copy of the agreement will be provided once the patient is stabilised on medication.




	5. Care arrangements for the child or young person being referred

	Is the child or young person accessing, or has accessed, social care?
	Yes
	No

	Are they on a Child Protection Plan (CPP)?
	Yes
	No

	Is the child or young person currently, or expected to become, a Looked After Child (LAC)?
	Yes
	No

	If yes to any of the above, please provide more details in the space below, including who holds parental responsibility and any further Care Order details.

	




	6. Contact details of social worker (MANDATORY, if answered ‘Yes’ in question 5)

	Full name:
	

	Email address:
	

	Contact number:
	

	Acting Local Authority (LA):
	










	7. Additional details

	Please add any other relevant details about the child / young person being referred in the space below.

	

	Are there any reasonable adjustments that need to be considered? Please use the space below to specify.

	

	Does the child / young person have an existing ADHD or ASC diagnosis? (MANDATORY)
	Yes
	No

	If yes, please give details (including if it was done privately or on NHS – patient may not be eligible for new referral if previous diagnosis was on NHS).

	




	8. Risk and wellbeing screening

	Please indicate the child or young person’s current level of risk based on any known safety or wellbeing concerns at the time of referral.

	Please indicate the child / young person’s current level of risk.
	No risk
	High risk

	Is the child at risk of, or currently experiencing, a reduced education provision due to risk or behaviours presented?
	Yes
	No















	8. Risk and wellbeing screening (continued)

	Please indicate below if the child / young person presents with any of the following risks.
Please tick all that apply.
	Current risk
(incident has occured within the past 12 months)
	Historic risk (incident has not occured within the past 12 months)

	The child is actively self-harming
	
	

	The child has current suicidal thoughts
	
	

	The child has expressed intent, plans, or means to act on suicidal thoughts
	

	


	The child has self-harmed or attempted suicide
	
	

	The child has been missing or has run away
	
	

	The child presents a risk to themselves or others (e.g. significant aggression, forensic risk, police involvement)
	

	


	There is rapid deterioration in the child’s mental state
	
	

	There is a history of disordered eating
	
	

	There are current safeguarding concerns about the child
	
	

	If any boxes were ticked for the above risks, please give more details in the box below - including details of any crisis plan if relevant.

	





© Centre for ADHD Research & Excellence | GP Referral Form - Under 18s
Registered in England and Wales. Company number: 14535089 Registered office: 30 Churchill Place, London E14 5RE
Page 5 of 6


	9. Physical health screening

	
Please indicate the child / young person’s current level of risk.
	


No risk
	


High risk

	Please indicate any physical health risks or considerations that may impact assessment or treatment in the box below.

	


Please note:
We provide planned neurodevelopmental assessments and treatment pathways (including ADHD and ASC). We are not a crisis or emergency mental health service.
If a child or young person requires urgent support, please follow your local crisis or safeguarding pathways.
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