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	CHILD OR YOUNG PERSON’S ESSENTIAL DETAILS 

This section must be fully completed for all referrals

	NAME
	

	DATE OF BIRTH
	

	AGE
	

	PREFERRED PRONOUNS
	He/Him ☐          She/Her ☐         They/Them ☐     Other ☐
If other, please specify: 

	PREFERRED FIRST NAME 
	
	BIRTH ASSIGNED GENDER
	Male ☐    Female ☐

	CURRENT GENDER IDENTITY
	Male ☐     Female ☐     Non-Binary ☐   Gender fluid ☐   Other ☐

	ADDRESS 

(including postcode)
	

	TELEPHONE NUMBER
	

	NHS NUMBER
	

	RiO NUMBER (if applicable)
	

	ETHNICITY
	

	GP DETAILS (name, contact details including postcode)
	


	FUNDING
	Please let us know whether funding for the treatment has been agreed?
Yes / No If Yes, please give funding source name and address: 
If No, please give Clinical Commissioning Group or other funding source name and address:


	LEGAL STATUS
	Looked After Child

YES/NO
	If Yes please indicate:

· Section 20 accommodated

· Interim Care Order

· Full Care Order

· Section 25

	
	Mental Health Act

YES/NO
	If Yes please provide details:


	NAME  & ADDRESS OF PERSON(S) HOLDING PARENTAL RESPONSIBILITY
	

	TELEPHONE No. (if different to Young Person)
	


	REFERRAL DETAILS

	JOB TITLE 
	

	REFERRER DETAILS


            Name:

                      Address:

         TELEPHONE No:

                        Fax No:
	

	NAME AND CONTACT DETAILS OF LEAD CLINICIAN OR CARE CO-ORDINATOR
	

	TEAM CONFIDENTIAL EMAIL CONTACT
	

	REFERRAL DATE
	

	DETAILS ABOUT SITUATION SPECIFIC ANXIETY, PHOBIA/FEAR (please be as specific as possible about the specific situation that provokes anxiety, frequency of occurrence, impact on the child and family)
	

	DETAILS OF ANY PREVIOUS TREATMENT FOR ANXIETY, PHOBIA/FEAR
	

	CURRENT DIAGNOSES/FORMULATION
	

	CURRENT MEDICATIONS
	

	ANY RISKS TO BE AWARE OF
	YES / NO

If yes provide details: 




	ADDITIONAL BACKGROUND INFORMATION

(Please include any relevant family history including neurodevelopmental disorders/psychiatric disorders, details of any educational supports etc)
	


Please send completed form to CNDS team using one of the following, preferably via secure email: 

Secure Email: 

CNDSAdmin@cntw.nhs.uk
Postal Address:

Complex Neurodevelopmental Disorders Service (CNDS)

Walkergate Park

Benfield Road

Newcastle upon Tyne

NE6 4QD
Virtual Reality Treatment Referral Form – for referrals from outside CNTW NHS Trust


Version 5 – December 2022 
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Referral Criteria 





Referrals accepted from GPs, Child and Adolescent Mental Health or Paediatric/Child Health Services


Referrals can only be considered following receipt of this form and the relevant information


Young people must have a specific phobia (i.e. a marked fear or anxiety about a specific object or situation that impacts on functioning) 


The young person must have an Autism Spectrum Disorder, be aged 7-17 years inclusive, and be able to use and understand sentence speech at the time of referral


There is a cost of £3500.00 for the virtual reality treatment which must be funded locally


Referral must include: 


Information about the young person’s situation specific phobia to be targeted


Information about the local Clinical Commissioning Group or other proposed funding source so they can be approached for funding, or confirmation that funding has been secured


Details of clinical team retaining clinical responsibility for all other health/mental health needs 
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