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NHS SCHOOL NURSING SERVICE REFERRAL FORM
Guidance Information for Referral to BDCFT Family Health Services
BDCFT Family Health Services which include School Nursing, can offer limited interventions to children, young people and/or families please see below the criteria for those interventions. 
· Primary Nocturnal Enuresis – Bedwetting (never been dry)
· Child Emotional Health Concerns including low mood, abnormal levels of anxiety/ panic attacks, bereavement, self-harming.
· Support or signposting for children with unmet physical health issues, who are not yet under the care of specialised services.
· Children who require assessment and onward referral for suspected Autism/ADHD type behaviours (see Essential Referral Criteria below)
This list is not exhaustive and if you are unsure please contact a member of the Family Health Services team to discuss the referral further contact 01274 221203 and ask for School Nursing.
Please email a copy of all necessary forms (including any additional templates) to secure email address admin.services@bdct.nhs.uk ensuring subject field on e/mail says School Nursing referral. 

Please ensure all concerns are documented within the referral form and not in the body of the e/mail








Essential Referral Criteria

For cases of suspected Autistic Spectrum Condition (ASC) there are different referral pathways depending on age:
Under 7 year – ASC referral process 

Referrals to either Bradford or Airedale CDS (child development service) can be completed and sent directly from school SENCO or specialist teacher, please see table below for details of referral process and forms. 

Refer to ANHSFT or BTHFT as follows:

	Under 7 year autism referral
	Referrals pathway
	Referrals accepted from
	Referral form

	Airedale (ANHSFT) CDS
	· Send to cdc.referrals@nhs.net marked ‘Autism assessment referral’.
· Send by post to Autism Assessment, Child Development Centre, Airedale General Hospital Steeton, Keighley BD20 6TD
	Consultant Paediatrician, Health Visitor, School Nurse, GP, Allied Health Professional, Educational Psychologist, SENCO, Specialist Teacher.
	


	Bradford (BTHFT) CDS
	Via SystmOne
If the referrer does not have SystmOne access a paper referral can be sent to Paige Hayes, CDS Secretary, Third Floor, Extension Bloc SLH, Little Horton Lane BD5 ONA
	Consultant Paediatrician, Health Visitor, School Nurse, GP, Allied Health Professional, Educational Psychologist, SENCO, Specialist Teacher.
	





7 to 18 years – ASC and /or ADHD referral process

All cases of suspected Autistic Spectrum Condition (ASC) for 7 to 18 year olds and cases of suspected ADHD any age, will need onward referral to CAMHS.
In order for the School Nurse to send a referral to CAMHS you will need to complete the following in addition to the school nurse referral form:
· Teacher and parent SNAP-IV template (one from teacher one from parent) 

· ASC and ADHD Observation template 




Any concerns with parenting or behaviour that that is displayed in only one setting i.e. home or school but not both, should be directed to Early Help 01274-435600 for further support.
[bookmark: _Hlk14962159]

NHS SCHOOL NURSING SERVICE REFERRAL FORM
	Child’s Name:

	D.O.B.:
	NHS Number: 

	Child’s School:

	Class:

	Child’s Address:



Postcode:

	Phone number:


	GP:                                                                  
	Ethnicity:    

Is an interpreter required?              Yes   /   No
If yes which language?


	
Please confirm that you have discussed this referral with a parent/guardian with parental responsibility    Yes / No

Have you obtained parental consent to share information with School Nursing services Yes / No


	Reason for referral 
(Please see overleaf for essential referral criteria). Referrals without necessary supporting information will be returned to referrer.







	Outside agencies involved with student/family and contact details of relevant parties:
CAMHS   □        Social Services   □          YOT   □           Police   □        Early Help   □
CP           □    Counselling          □          Other (Please specify)



	Current school action (what have you already put in place to support the child?)



	Name of referrer:

Email:

Contact Number:

	Date of referral:


	
	Please confirm that you have provided supporting information if required:

(See guidance information for referral provided)


Please email a copy of all necessary forms (plus any additional templates) to secure email address admin.services@bdct.nhs.uk ensuring subject field on e/mail says School Nursing referral. 
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		AUTISM REFERRAL FORM 
- UNDER 7 YEARS PATHWAY


CHILD DEVELOPMENT SERVICE - AIREDALE 








This form is only for use when referring a child for consideration for an autism assessment


*= mandatory field 

		Under 7 year autism referral

		Referrals pathway

		Referrals accepted from



		Airedale CDS

		· Send to cdc.referrals@nhs.net marked ‘Autism assessment referral’.

· Send  by post to Autism Assessment, Child Development Centre, Airedale General Hospital Steeton, Keighley BD20 6TD

		Consultant Paediatricians, Health Visitor, School Nurse, GP, Allied Health Professional, Educational Psychologist, SENCO





Child’ Details


		Forename:*



		Surname:*



		DOB:*



		Gender:*



		NHS Number:




		Unique hospital identifier:



		Address:*

Postcode:



		Name of parent(s)/person with parental responsibility*





		Daytime telephone number *





		Mobile phone number






		Language spoken at home :

Interpreter required?   Yes      
[image: image1]   No   
[image: image2]

		If yes which language?



		Name of GP practice*





		Name of Health Visitor/School Nurse




		





Background information


		Are any of the following in place? Please upload/forward copies of latest update where possible



		Early Help Keyworker                                         

		Yes

		

		No

		



		Child Protection Plan                                          

		Yes

		

		No

		



		Child Looked After                                              

		Yes

		

		No

		



		Other professionals involved? Please list names and contact details where possible






		Is child known to Speech and Language Therapy?   yes / no

 If no, please refer for assessment. 



		Is any other family member attending the Child Development Centre or Community Paediatrics?

Yes  
[image: image3]No 
[image: image4]If yes:


Name of family member (DOB if known):


Which consultant / therapist are they seeing?





		Reasons for referral      (Please refer to the specific requirements below)


If necessary please attach/upload continuation sheet, referral letter or any other relevant attachment








Supporting evidence is required alongside the referral - Failure to provide this may delay processing of the referral or result in return of the referral for further information.


		Supporting evidence required



		· Setting information form (Appendix 1) 

· Developmental History (completed by parent) (Appendix 2) 





		Please confirm that the parent/ person with parental responsibility consents to this referral specifically to the autism assessment service.



		Copy of this form sent to GP (MANDATORY unless submitted via SystmOne) please tick 
[image: image5]

Parental consent for referral to the autism assessment service and sharing of SystmOne record:                   Yes  
[image: image6]   No  
[image: image7]





		Referrers name:




		Role/Designation:



		Address:




		Telephone number:



		Signature:




		Date:





If you are unsure if this is the correct pathway for this child, please send in a general CDS referral for the child to be reviewed.


Appendix 1: Setting information form  
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Appendix 2: Developmental history 
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AUTISM ASSESSMENT


Nursery/School Information








			Name of child


			


			School/ Nursery


			








			Year


			


			Average number of 


students in class


			





			Level of support required?














			Does the pupil have an IEP, EHCP etc?











			What interventions have you already put into place for this pupil?	














			Who is the best person to contact at school to speak to about this pupil?


			











			Social interaction with other children  (please give examples or describe behaviour where possible)





			How does the child interact with other children?





			























			How does the child initiate contact with other children?





			























			Can the child take turns?  What support is needed to enable this?





			




















			How do they respond to other children’s approaches?





			





























			Can they share and co-operate? (please describe some examples)





			























			Social interaction with adults





			How does the child initiate social contact with adults?





			























			Does the child come and try to show you things?





			


























			Do they respond differently to familiar and less familiar adults? – please explain





			























			How do they make their needs known/ask for help?





			























			Can they follow instructions?





			























			What are the main differences between how the child interacts with adults and children?





			





























			Empathy





			Does the child show concerns for others? If so, how?





			




















			How does she/he respond to displays of emotion by others? 





			




















			Verbal communication (include language and vocalisations used)





			Can she/he hold a conversation with adults? 





			




















			Can she/he hold a conversation with children?





			




















			Are conversations reciprocal?





			




















			Are conversations sustained? 





			




















			De she/he use repetitive phrases or words?





			

















			What about his/her sense of humour? Does she/he make jokes? What has she/he found funny?





			


























Non-Verbal Communication





Eye Contact


			What is eye contact like?





			




















Facial Expression


			Describe the range of facial expressions used?





			














			Are they appropriate to situation?





			




















Body language


			What gestures does the child use?





			














			Does the child point?  Is this to show or to request?





			














			What about observing appropriate personal space? Does he/she get too close to others?





			




















Imagination and flexibility


			Does the child engage in any rituals, repetitive behaviours and/or obsessions? Give examples.





			














			Describe any imaginative or pretend play you see.





			














			To what extent does he appear to be flexible in his/her thinking?





			


























			How does child respond to changes in timetable? Is the child able to transition from one activity to another?  Does the child need lots of preparation for changes?





			




















Classroom Activities


			What is the child’s concentration like?  How distractible is he/she?





			














			Is he/she impulsive? For example, blurting things out in class, not waiting his turn etc.?





			














			Does this vary between tasks?





			














			Is he/she restless or fidgety? Is he/she very active?





			














			How much verbal prompting is needed?





			














			How different is the child during individual tasks/carpet time/group activities, assembly?





			

















Play/Break Time


			Does the child join in with one or more children or is he/she happy playing alone?





			














			Who initiates contact in play or conversations? 





			














			What games does he/she play? (younger children)





			


























			Does the child have any friends?  Can you comment on the nature of their friendships?





			




















Other emotions and behaviours


			Have you observed any aggression, self-injuring or self-stimulation behaviour – please described this if seen





			














			Does the child appear anxious or depressed?





			














			Describe any unusual mannerisms seen





			














			Does he/she stand out from his peers? If so how?





			














			Is he/she socially avoidant?





			














			Is he/she academically avoidant?





			




















Motor Skills


			Does the child have any co-ordination difficulties?





			




















Sensory


			Has the child shown any sensitivity to noise, light, touch?





			














			Does he have any tactile defensiveness?





			














			What about the child’s response to pain?





			














			Does he/she mouth / fiddle excessively with objects?





			




















Cognitive functioning/Academic levels


			Please give an indication of where the child is functioning academically and what barriers there may be to his learning.





			
































Other


			What are the child’s strengths?





			





























			Any other comments.
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AUTISM ASSESSMENT



Developmental History



Child’s Name: 





DOB: 


Completed by: 





Date: 





Is your child seeing any other specialists? (e.g. Speech Therapy, Educational Psychologist, Social worker, Paediatricians)






			Background Information









			Family Tree / Who is in your family 








			Is there any family history of the following?  (please give details)





			Autistic spectrum disorder/Learning problems/Language Delay/mental health problems/ ‘odd personalities’












			Current Concerns





			What are you particularly concerned about at this point in time?



With hindsight, when did you first begin to feel anxious about your child?



Are there any particular areas of strength?









			Pregnancy & Birth





			Were there any problems during the pregnancy or at the time of birth? Did your child need to go to the neonatal unit?  Did you suffer from post-natal depression? 








			Past Medical History





			Has your child had any significant health problems











			Early Years Development 





			Tell us something about what sort of baby s/he was? Particularly passive, irritable etc.?



How easy was it to get his/her attention in the first few years?



How did s/he respond to being comforted if s/he was upset? 



How did s/he respond when you came into or left the room? e.g. put arms up to be picked up, or get distressed if you went out of the room?









			Talking





			How old was s/he when s/he learned to talk (both single words and sentences)?



Before s/he used language how did you know what s/he wanted?



Did he/she point – was this to show interest or to get something s/he wanted











			General Development





			How old was s/he when s/he learned to walk?  Do you have any concerns about balance or co-ordination?


How old was s/he when s/he achieved potty training?



Can your child dress themselves or do they need help?



Did you have any concerns about hearing or vision? Have these been tested recently and if so when?


Did you have any concerns about sleep or feeding?



Has there been any loss of skills, e.g, words or phrases that your child used to say and has stopped using?











			Early Play





			Did s/he enjoy turn taking games as a baby? e.g. lap games, peek-a-boo



What was his/her early play like - was it in any way obsessional or repetitive?



What was his/her play like as a toddler? Was s/he particularly fascinated by any particular toys or objects?



Did s/he enjoy watching TV? How much did s/he copy phrases or behaviour from the TV?



Did s/he show any pretend play? If yes, what did s/he do? Did s/he pretend to be different characters?











			Socio-Emotional Reciprocity





			Can you have a conversation with him/her? Is it a two-way conversation? If an older child, does s/he engage in ‘social chat’?





			





			How does s/he let you know what they want





			





			How does s/he get someone’s attention? What does s/he do when others approach him/her? In this different with unfamiliar people?





			





			How does s/he respond when you point to show him/her things? Does s/he bring things to show or share with you?





			








			Non-verbal behaviours and empathy





			Tell us a bit about his/her eye contact e.g. frequency, timing, quality





			





			How cuddly is s/he? Does s/he seek cuddles? Tolerate them? Or wriggle away?





			





			What does s/he do when s/he is upset? Does s/he go to someone for comfort?





			





			Do you think s/he can understand other people’s feelings? Are his/her responses appropriate? What will s/he do if you are upset?





			





			What are his/her gestures, facial expressions and body language like?





			





			What does his/her voice sound like? Is it overly precise, unusually quiet or loud, flat etc.?





			








			Developing and Maintaining Relationships





			How does s/he get on with other children? Does s/he have friends? Are they older/younger? Do they share interests? Do they play together? Does s/he seem to ‘fit in’ with his/her peer group?








			





			How does he get on with adults? Does he interact better with adults rather than children?








			





			Does s/he behave in a socially inappropriate way, e.g. not picking up on social cues that behaviour is causing upset, or making socially inappropriate comments?





			








			Repetitive behaviours





			Does s/he ever repeat back what you have just said (echolalia)? Or repeat chunks of copied language from e.g. TV programmes?





			





			Does s/he talk about a variety of things or does s/he use one phrase over and over again?





			





			Does s/he spin, twirl, and flap? If so, in what situations. Does s/he have any unusual mannerisms? e.g. flicking fingers, flicking light switches, twiddling etc. If yes, when do they occur








			





			What are his/her hobbies/interests? Do these seem unusual? Obsessive? Are they social?





			








			Rigidity, rigid thinking  and resistance to change





			How does s/he respond to change e.g. a change in your in routine or an unexpected events etc.?





			





			Does s/he ask repetitive questions or want to say things in a particular way









			





			How well does s/he understand things that may have more than one meaning? (Does s/he take things literally?) Give examples





			





			What is his/her sense of humour like? How well does s/he understand sarcasm?





			





			Restricted interests and obsessions





			Does s/he have any preoccupations e.g. with wheels, things that spin, absorbing facts etc? Does s/he have any rituals or routines? If yes, what are they?





			





			Does s/he have any unusual fears or excess anxiety





			








			Sensory differences 





			Does s/he show any unusual sensitivities e.g. to sound, touch, light, smell etc? If yes what does s/he do?





			





			Does s/he look at things at odd angles? e.g. out of the corner of his/her eyes, through his/her fingers etc?





			





			Does s/he smell/ lick toys or objects or put non food items in his/her mouth a lot?





			





			Does s/he ever hurt himself? If yes, what does s/he do? e.g. head banging, hitting/ scratching/biting self
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		CHILD DEVELOPMENT SERVICE


(CDC and Community Paediatrics)


REFERRAL FORM



		Child’s Details



		Forename

		

		Surname

		



		Date of Birth

		

		Gender

		



		NHS Number

		

		Hospital Number

		



		Address

		



		Name of Parents/Carers

		



		Telephone Numbers

		



		Language Spoken

		

		Interpreter Needed

		



		Name of GP/GP Practice 

		



		Name of Health Visitor/School Nurse

		



		School/Nursery

		



		Reason For Referral 

*see Exclusion Criteria (page 4)



		Supporting evidence is required alongside the referral for certain conditions as stated below - Failure to provide this may delay processing of the referral or result in return of the referral for further information.



		PLEASE TICK RELEVANT COLUMN



		Developmental Delay


Complete form- Appendix 1 – (pages 5-6)

		

		Ex-Premature infant with developmental concerns

		



		Social, Communication and Interaction Difficulties 


Complete form- Appendix 2A and 2B – (pages 7-12)



		

		Known or suspected syndrome

		



		Significant Learning Difficulties


Complete form- Appendix 3 – (pages 13-14)

		

		Chronic Neurodevelopmental condition

		



		Coordination/Motor Difficulties


Complete form- Appendix 4 – (pages 15-18)




		

		Cerebral Palsy

		



		Developmental Regression



		

		Congenital brain abnormalities

		



		Speech and Language difficulties


Speech and language therapy report needed




		

		Neuromuscular problem

		



		Permanent Hearing Impairment

		

		Severe Visual Impairment

		



		Other (Please provide details):






		How can we help?



		



		Details of Referral



		If necessary, please attach/upload continuation sheet or referral letter. The child may be seen at the Child Development Centre or in Community Paediatrics depending on their needs.  Some referrals require Additional Information- see Appendices



		



		Background Information






		Are any of the following in place? Please upload copies of the latest update where possible



		Early Help

		Yes




		No




		Early Help Lead:



		Child Protection Plan

		Yes




		No




		Social worker:



		Child in Need Support

		Yes




		No




		



		Are any other family members attending the Child Development Service?     Yes           No          


If Yes:



		Name of family member

		



		Date of Birth

		



		Which Consultant are they seeing?

		



		Referral Details


Failure to provide this information may delay processing the referral or result in the referral being rejected.



		Referrer’s Name




		

		Role/Designation

		



		Address




		

		Contact Number

		



		Signature




		

		Date

		



		Copy of this referral form sent to GP 


(MANDATORY unless submitted via SystmOne)  

		Please Tick:-



		Parental consent for referral and sharing of the SystmOne Record


(MANDATORY)

		Yes                No



		Parental consent for the Child Development Service to request and share information with other services involved with their child’s care. 


For example, school/nursery, Bradford Education Services, Educational psychology, Physio/Occupational Therapy/CAMHS etc.




		Yes                No





		*EXCLUSION CRITERIA


Inappropriate referrals

		Signposting to appropriate services






		Child does not have a Bradford GP

		Referrer to redirect to correct geographical service



		Social, Communication and Interaction Difficulties


(autism assessments (child over 12 years of age)

		Refer to CAMHS






		ADHD

		Refer to CAMHS



		Behavioural difficulties in an otherwise normally developing child

		Health Visitor/School Nurse (who can refer to CAMHS if appropriate)



		Sleep difficulties 

		Health Visitor/School Nurse



		Speech and Language Problems (without assessment by speech and language therapy)

		Refer to speech and language therapy



		Dyslexia




		SENCO (special educational needs coordinator) in school



		Long-term Enuresis




		School Nurse initially. May need GP assessment and/or Paediatric Continence Service Referral






		Constipation and Soiling

		GP and/or referral to General Paediatrics or Specialist Paediatric Continence Nurse via Choose and Book. 



		Weight Loss/Growth Failure/Obesity

		GP and/or referral to General Paediatrics via Choose and Book.



		Medical Problems such as abdominal pain/headaches/constipation

		GP and/or referral to General Paediatrics via Choose and Book.



		Suspected epileptic seizures with no underlying developmental concerns

		Referral to General Paediatrics via Choose and Book



		Abnormal Head Size

		Referral to General Paediatrics via Choose and Book





Appendix 1

		Referral for Pre-School Developmental Delay

Reason for referral due to developmental delay (not primarily autism-related).  For referrals for possible autism, please see separate form





		Is there any reason for this child to have delayed development? 

Please include any known diagnosis, significant birth and neonatal details and current regular medication. You can also include here any particular social circumstance that may contribute to developmental delay and whether there was any history of exposure to drugs (pharmaceutical or recreational) during pregnancy.



		



		Locomotor skills


Is the child able to sit unsupported? Crawl? Walk (and if so does this require assistance), get up and down stairs? Run? Hop?



		



		Have you considered referral to physiotherapy? If so when was this made?






		Hand Skills


Does the child use their eyes to follow faces? Do they grasp a block? Do they mouth objects? Are objects transferred between hands/clapping? Is there evidence of pincer grip? Do they point with index finger? Can they build a tower with blocks? Do they attempt drawings? Any evidence of early hand preference (<18 months)? 



		



		Have you considered referral for an eye test. If so when and what was the result? 






		Have you requested Portage involvement? 






		Hearing and Speech


Are there any concerns with hearing? Does the child turn to parent’s voice? Do they respond to their name? Have they developed any words yet- if so, how many?  Is the child feeding appropriately? Any evidence of choking on feed?



		



		Have you considered referral for hearing test. If so when has this happened? 






		If concerns with swallowing or child >2 years with poor speech have you referred to Speech and language therapy?






		Social, emotional, behavioural


Any evidence of social smile? Do they laugh in play? Do they show excitement in game such as peek- a- boo? Will they wave goodbye? Do they follow a fallen object? Can they use a spoon or fork? Do they get involved in symbolic play?



		



		Please use this space to include any other details that you may feel are relevant to the referral, but have not been covered under the above headings. 






		





Appendix 2A

		Autism /Social Communication Referral  - 

Supporting Information from Referrer and Parents

Please also include a Nursery or School report (see Appendix 2B) 

Please ensure you have parental consent for sharing this information





		Child’s Name: 

		Date of birth: 



		Nursery/ School: 

		Year Group:








		Current Concerns 



		



		General Development and Health - Cognition and learning, Gross motor milestones, Fine motor skills, Self-care skills: toilet, feeding, dressing, etc, Vision, Hearing (hearing test?), Sleep, Feeding, Growth, any underlying medical condition



		



		Communication - How does the child communicate?  Speech and Language development (Speech and Language Therapy referral?)  Response to being talked to



		



		Social Interaction and Relationships - with adults, with other children/ groups



		



		Play - favourite activities, pretend play



		



		Behaviour - routines, repetitive behavior, stereotyped repetitive body movements, challenging or negative



		



		Sensory Behaviours –e.g. reactions to noises, smells, textures, unusual visual interests



		



		Any other concerns or information you feel would be helpful for the assessment- family history, etc



		



		Other Professionals Involved



		



		Form completed by

		

		



		Role

		

		



		Signature

		

		



		Date

		

		





Appendix 2B

		Autism/ Social Communication Referral  - 

Supporting Information from School/Nursery






		Child’s Name: 

		Date of birth: 






		Nursery/ School: 

		Year Group:






		Name of person completing form:




		Date completed:








		Progress with learning – What progress is the child making on the Early Years Foundation Stage, any additional support in the setting, how have they progressed since starting in the setting. 


Please send a copy of the child’s IEP and Developmental Profile if they have one.  






		



		Speech and Language – How is the child’s language i.e. is the child verbal/non-verbal, does the child’s speech seem unusual i.e. repetition, babbling, pitch, tone, rhythm, stereotyped phrases. 



		



		Social Interaction – Eye contact, facial expressions, gestures, body posture, sharing enjoyment, social emotional reciprocity, 



		



		Relationships with others (peers and staff) – appropriate and meaningful interaction, developing and maintaining relationships, physical contact, how does the child interact with others? Do they respond or initiate contact? Do they shown concern for others or seek comfort? 



		



		Play, Imagination and Progress – Does the child play imaginatively, do they play cooperatively with other children or prefer to play alone? Do they take turns, what games do they play? 






		



		Sensory Behaviours  - sensory interests or responses i.e. mouthing objects, repetitively touching objects, aversion to loud noises or bright lights etc



		



		Any unusual/challenging behaviours – Repetitive behaviours, aggressive behaviours, routines, obsessions, unusual body mannerisms i.e. hand flapping, body rocking etc.



		



		Any other concerns or information you feel would be helpful for the assessment



		





Appendix 3

		Education Report (Referral for Learning Difficulties)

Information from Education to support referral to the Child Development Service



		Child’s Name

		

		Date of Birth

		



		School

		

		Year Group

		



		Specific Concerns from School



		Please include the following if relevant:-



		· Progress with learning


· Difficulties affecting participation in school e.g. mobility, speech, self-care skills

		- Relationships with others (peers and staff)


- Any unusual/challenging behaviours



		



		Current Learning Levels



		Subject

		Current Level

		Expected Level for a child of this age



		Reading

		

		



		Writing

		

		



		Speaking/Listening

		

		



		Maths 

		

		



		Science

		

		



		Personal, Social and Emotional Development

		

		



		Self-Care Skills

		

		



		Attendance (%)

		



		Level of Support


(circle)

		Range 1

		Range 2

		Range 3

		Range 4






		

		No EHCP at present




		EHCP in progress




		1:1 Support




		



		Other Professionals Involved (circle)

		Educational Psychology




		Yes

		No



		

		Speech and Language Therapy




		Yes

		No



		

		Learning Support Services

		Yes

		No






		

		Other:-








		Please include copies of any IEP, SCERTS, Learning Support Assessments or Educational Psychology reports (if available).






		Form completed by

		



		Role

		



		Signature

		



		Date

		



		Please ensure you have parental consent for sharing this information and then return this completed form to the person making the referral e.g. school nurse, GP. 








Appendix 4

		For Referral For Motor Coordination Difficulties

The child is likely to need assessment by Physiotherapy and/or Occupational Therapy before the child is seen by the Paediatrician. The referral to Therapy team can be done by the Paediatrician but  ONLY IF parents/ carers provide verbal consent.






		Please provide the following information (mandatory)



		Consent given by parent for referral to Physiotherapy and/or Occupational Therapy   




Yes                          No 


And complete the questionnaires below (parental questionnaire and school questionnaire) 





		Parent Questionnaire for Motor Coordination Difficulties





		Play and Leisure


Please indicate if the child has difficulties in any of the following



		

		Sometimes

		Most of the Time



		Throwing a ball in a controlled way

		

		



		Catching a  tennis ball from 6-8 feet



		

		



		Jumping  over obstacles in path

		

		



		Running at similar speed to peers

		

		



		Riding a bicycle without stabilizers

		

		



		Cutting shapes  accurately

		

		



		Please provide details or any additional information here



		



		Self-Care Skills

Does your child need adult support/help for



		

		Sometimes

		Most of the Time



		Dressing/undressing

		

		



		Using knife and fork

		

		



		Doing zips and buttons

		

		



		Accessing the toilet independently

		

		



		Please provide details or any additional information here



		



		Learning



		

		Yes

		No



		Any reading difficulties




		

		



		Is your child able to write with similar speed to children of his/her age




		

		



		Is your child able to produce legible writing




		

		



		Please provide details or any additional information here



		



		Behaviour and interaction



		

		Yes

		No



		Does your  child have low self confidence



		

		



		Does your child avoid physical activities



		

		



		If ‘Yes’ please provide details



		



		Any concerns about hearing or vision? If yes, please get hearing/vision checked



		





Please complete the questionnaire below (school questionnaire) 


		School Questionnaire for Motor Coordination Difficulties






		Name of child:

		



		School: 

		



		Year Group:

		



		Report completed by:

		



		Learning levels



		

		Above age related expectations

		At age related expectations

		Below age related expectations



		Maths

		

		

		



		Reading 

		

		

		



		Writing

		

		

		



		Please give an overview of progress being made in learning and support provided



		



		Does the child have EHCP? Yes/No



		



		Has the child been assessed by Educational Psychologist or specialist teacher? If Yes, please attach report



		



		Please indicate if the child has difficulties in any of the following and provide details of the difficulties



		

		Sometimes

		Most of the time 



		Producing legible handwriting

		

		



		Pencil grip

		

		



		Writing speed

		

		



		Letter formation and spacing

		

		



		Completing task within expected time period

		

		



		Cutting with scissors

		

		



		Dressing

		

		



		Using knife and fork

		

		



		Accessing toilet independently

		

		



		Difficulty in organizing their desk/study area

		

		



		Avoiding obstacles when running

		

		



		Hopping

		

		



		Jumping

		

		



		Participating in PE

		

		



		Throwing a ball in controlled fashion

		

		



		Catching a tennis ball from 6-8 feet distance




		

		



		Please provide details about the difficulties as well as the support provided



		



		Does the child have difficulties in



		

		Yes

		No



		Difficulty in forming friendships

		

		



		Low self esteem 

		

		



		If ‘Yes’ please provide details
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SNAP-IV Teacher and Parent Rating Scale



		Child/Young Person’s Name:

		Click or tap here to enter text.		Date:

		Click or tap to enter a date.

		NHS No:

		Click or tap here to enter text.		Completed by:

		Choose an item.





		

		0

		1

		2

		3



		1

		Often fails to give close attention to details or makes careless mistakes in schoolwork or tasks

		

		

		

		



		2

		Often has difficulty sustaining attention in tasks or play activities

		

		

		

		



		3

		Often does not seem to listen when spoken to directly

		

		

		

		



		4

		Often does not follow through on instructions and fails to finish schoolwork, chores, or duties

		

		

		

		



		5

		Often has difficulty organising tasks and activities

		

		

		

		



		6

		Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (e.g., schoolwork or homework)

		

		

		

		



		7

		Often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, or tools)

		

		

		

		



		8

		Often is distracted by extraneous stimuli

		

		

		

		



		9

		Often is forgetful in daily activities

		

		

		

		



		10

		Often fidgets with hands or feet or squirms in seat

		

		

		

		



		11

		Often leaves seat in classroom or in other situations in which remaining seated is expected

		

		

		

		



		

		0

		1

		2

		3



		12

		Often runs about or climbs excessively in situations in which it is inappropriate

		

		

		

		



		13

		Often has difficulty playing or engaging in leisure activities quietly

		

		

		

		



		14

		Often is "on the go" or often acts as if "driven by a motor"

		

		

		

		



		15

		Often talks excessively

		

		

		

		



		16

		Often blurts out answers before questions have been completed

		

		

		

		



		17

		Often has difficulty awaiting turn

		

		

		

		



		18

		Often interrupts or intrudes on others (e.g., butts into conversations/games)

		

		

		

		







		For Clinician Use

		Sum of items for each scale

		Average rating per item for each scale

		Teacher 5% cut-off

		Parent 5% cut-off



		Average score for ADHD-Inattention (sum of items 1-9/ # of items)

		

		

		2.56

		1.78



		Average score for ADHD-Hyperactivity-Impulsivity (sum of items 10-18/ # of items)

		

		

		1.78

		1.44



		Average score for ADHD-Combined (sum of items 1-18/ # of items)

		

		

		2.00

		1.67







The SNAP-IV Rating Scale is a revision of the Swanson, Nolan and Pelham (SNAP) Questionnaire (Swanson et al, 1983).
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ASC and ADHD – Observation



		Observation taken by:

		Click or tap here to enter text.		Date:

		Click or tap to enter a date.





		Child / Young Person’s Details



		First name: Click here to enter text.

		Date of birth: Click here to enter a date.



		Surname: Click here to enter text.

		NHS number: Click here to enter text.







School Setting



School: Click or tap here to enter text.



Average number of pupils in class: Click or tap here to enter text.



-Does the pupil have an IEP, statement etc? 	

Click or tap here to enter text.



Social Interaction



With other children 

		How does the child Interact with other children?

		



		How does he initiate contact?

		



		Take turns?

		



		Respond to other children’s approaches?

		



		Share and co-operate?

		





[bookmark: _GoBack]

With adults

		How does the child initiate social contact?

		



		Respond to familiar and less familiar adults?

		



		Make his needs known/ask for help?

		



		Follow instructions?

		











		What are the main differences between how the child interacts with adults and children?















Empathy 

		Does the child show concerns for others? If so. How?

		



		How does he respond to displays of emotion by others?

		 



		How does he seek/give comfort to others?

		









Verbal communication (include language and vocalisations used)



		How does the child communicate with others?

		



		Can he hold a conversation with adults?

		



		With children?

		



		Are conversations reciprocal?

		



		Are conversations sustained?

		 



		Do they use repetitive phrases or words?

		



		Any echolalia? If so give examples?

		



		How does child request help?

		



		Does he ask questions? Are these repetitive?

		



		What about his sense of humour? Does he make jokes? What has he found funny?

		



		Does he give instructions to others? If yes. How?

		









Non-Verbal communication



Eye Contact

		What is eye contact like with adults?

		



		You, the observer?

		



		Other children?

		



		When is it given?

		



		What about frequency?

		



		Duration?

		



		Timing?

		



		Quality?

		







Facial Expression

		Describe the range of facial expressions used?

		



		Are they appropriate to situation?

		







Body language

		What gestures does the child use?



		



		Does he point?





		



		What about observing appropriate personal space?

		



		Does he get too close to others?



		







Imagination and flexibility



		Does the child engage in any rituals, repetitive behaviours, obsessions? Give examples.



		



		Describe any imaginative or pretend play you see.



		



		To what extent does he appear to be flexible in his thinking?

		









Classroom Activities



		What is the child’s concentration like?



		



		How distractible is he?





		



		Does this vary between tasks?



		



		Is he restless or fidgety?





		



		Does he take cues from other children?



		



		How much verbal prompting is needed?



		



		Who does he show his work to?



		



		How different is the child during individual tasks/carpet time/group activities, assembly?

		



		How does child respond to changes in timetable? Activity?

		







Play Time



		Does the child join in with one or more children? Is he solitary?

		



		Who initiates contact in play?



		



		What games does he play?



		



		What is child like with sharing, turn taking, following rules of game?

		



		Can he modify his behaviour when necessary?

		







Other emotions and behaviours



		Note any aggression, self injuring or self stimulation behaviour

		



		Does the child appear anxious or depressed?



		



		Describe any unusual mannerisms



		



		Does he stand out from his peers? If so how?



		



		Is he socially or academically avoidant?



		







Motor Skills



		Does the child have any co-ordination difficulties?

		



		How does he manage in PE?



		



		Is he clumsy, awkward? Agile?



		







Sensory



		Has the child shown any sensitivity to noise, light, touch?

		



		Does he have any tactile defensiveness?



		



		What about the child’s response to pain?



		



		Does he mouth / fiddle excessively with objects?

		









Other



		What are the child’s strengths?



		



		Any other comments.





		







Cognitive functioning/Academic levels/SATS
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