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	CHILD OR YOUNG PERSON’S ESSENTIAL DETAILS 

This section must be fully completed for all referrals

	NAME
	

	DATE OF BIRTH
	

	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)
	

	NAME & ADDRESS(ES) OF ALL PERSON(S) HOLDING PARENTAL RESPONSIBILITY & RELATIONSHIP TO CHILD/YOUNG PERSON 
	

	ARE PARENTS/CARERS AWARE OF AND IN AGREEMENT WITH REFERRAL? 
	

	IS THE YOUNG PERSON AWARE OF AND IN AGREEMENT WITH REFERRAL?
	

	CURRENT INVOLVEMENT FROM SOCIAL SERVICES? 
	YES / NO
	If YES please provide details: 

Name of Social Worker:

Contact Number:

Early Help Plan                              Yes / No

Child in Need                                 Yes / No

Child Protection Register            Yes / No



	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:



	

	REFERRAL DETAILS 
This section must be fully completed for all referrals 

	REFERRER DETAILS 

Name

Job Title 

Address

Telephone No
(The CNDS Team may contact you to discuss the referral)
	

	CARE COORDINATOR 
Name 

Telephone No 
	

	TEAM SECURE EMAIL 
	

	PLEASE LIST SPECIFIC CLINICAL QUESTION/S TO BE CONSIDERED 


	

	PROVIDE FULL DETAILS OF CURRENT DIAGNOSES / FORMULATION


	

	CURRENT MEDICATIONS 

	

	Please do not complete this section if you have selected a category 3 referral, please move forward to 

‘Referral Checklist’

	INITIAL ASD DIAGNOSTIC ASSESSMENT  


	ASD PATHWAY ASSESSMENT 

Please provide the team with reports relating to components of assessment and diagnostic report shared with the family 
	                                                      DATE 

	
	Structured Observations


	

	
	ASD Specific Developmental History 
	

	
	ADOS – 2


	

	
	MDT Diagnostic Report 


	

	ADDITIONAL ASSESSMENTS 
	                                                       DATE 

	
	Speech and Language Therapy Assessment 
	

	
	Occupational Therapy Assessment 
	

	
	Cognitive Assessment 


	

	
	Other (Please specify) 


	

	CONCLUSION OF ASD ASSESSMENT 

If (following assessment) a diagnosis of ASD has not been given, this section MUST include information about how the clinical team have formulated the child / young person’s presenting problem 

Please indicate how this information was communicated to family e.g. face-to-face meeting, online meeting, telephone call
	

	RISK ASSESSMENT 
	To self 
	YES / NO 

If YES please provide details 



	
	To others
	YES / NO 

If YES please provide details 



	
	To property 
	YES / NO 

If YES please provide details 



	
	Of exploitation 
	YES / NO 

If YES please provide details 



	FAMILY HISTORY 

Please include any family history of ASD or other neurodevelopmental or psychiatric disorders etc. 


	

	PLEASE OUTLINE WHAT THE ONGOING SUPPORT FROM YOUR SERVICE WILL LOOK LIKE FOR THE DURATION OF THE ASSESSMENT 

 
	

	DETAILS OF ANY ADDITIONAL EDUCATIONAL SUPPORT 

(e.g. mainstream setting, educational health and care plan, specialist provision etc.) 


	


Referral Checklist

Have you included the following?
· Referral form with all appropriate sections completed
· A specific clinical question to be considered
· Copies of reports relating to first line ASD Assessment, including diagnostic report/summary shared with family (For category 1 or 2)
· I understand that the child/young person must remain open to and be supported by my service for the duration of the CNDS Team involvement. 
	Referrer’s signature
	

	Referrer’s name 
	

	Date
	


Sending the Referral

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
Complex Neurodevelopmental Disorders Service (CNDS) Referral Form 
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Referral Criteria 


CNDS offer 3 categories of referral; please select which category you are requesting:





Category 1. ASD second opinion diagnostic assessment. There continues to be clinical uncertainty regarding an ASD diagnosis following an initial MDT ASD diagnostic assessment completed by the local team within the last 2 years. This will involve the CNDS team undertaking a bespoke diagnostic assessment with the child/young person and their family.  





Category 2. Clinical question in the context of ASD. There is a specific clinical question about the management of a child or young person who has a confirmed ASD diagnosis. The level of involvement from the CNDS team will depend on the child/young person’s individual circumstances. This may involve the CNDS team meeting solely with professionals or the CNDS team meeting with child/young person and family to gather further information and, if required, additional assessments. 





Category 3. Discussion about a child or young person. This involves a professionals only discussion with the full range of clinical disciplines within CNDS (psychiatry, paediatrics, nursing, psychology, SALT, OT) to discuss a young person with added complexity. Discussions are usually booked for 30 or 60 minute slots. Referrals are accepted whether diagnostic criteria for ASD have been met or features are subthreshold. The local team must have a specific clinical question to address, e.g. is ASD diagnostic threshold met? 





For all referrals;


the child or young person must remain open to the locality team for the duration of CNDS involvement. 


the child or young person must have been seen by a local consultant/senior psychologist for a face-to-face appointment to review the clinical presentation and determine appropriateness of referral.   


the child or young person must be under the age of 18 years old.








Referrals must include: 


CNDS electronic referral form with all sections completed.


Copies of reports relating to initial ASD assessment - this must include a diagnostic report summarising the first line assessment (if category 1 or 2 is selected).


References to reports being available on RiO will not be accepted. 





Without the above, the CNDS team are not able to process referrals.








