CLINICAL PSYCHOLOGY (HEALTH): CHILD REFERRAL FORM
(please use this form to refer children (age 0-16) and/or members of their family)

The person(s) being referred need to agree to the referral being made. Therefore, it is important that you complete this form 
along with the child and family member(s) as appropriate.


Is the referral for the child? 
YES/NO
Is the referral for other members of the family?        YES/NO



Please continue overleaf






If you need any help in completing this form please telephone 
the Department of Clinical Psychology (Health) on ext 2105.

When complete return the form by internal mail to the 
Department of Clinical Psychology (Health), SDH. 
Or Email shc-tr.clinicalpsychology@nhs.net
Place GP label here





Place patient label here





Please provide details of all other persons being referred:


Name:	………………………………………	Name:  …………………………………………….…..


Address: ……………………………………	Address: ……………………………………….……..


………………………………………………..	………………………………………………………….


Telephone Number: ………………………	Telephone Number: ………………….……………..


Dob: ………………………………..……….	Dob: …………………………………………………...


GP name: ………………………….………..	GP name: ………………………………………………


GP Address: ………………………………..	GP Address: ………………………………………..…


…………………………………………………	…………………………………………………………..





Why is the referral being made? Please describe 


in as much detail as possible all the psychological issues that are present:


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





Is the family involved with any other services?


(e.g. social services, mental health services, etc) ……………………………………………………………………………………………………


Is the child known to be on the child protection register?    YES/NO





Describe the child’s family circumstances: (e.g. Does the child live with their parents? 


Who is in the family? Are there other significant adults in the child’s life?)


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





Why is the child being cared for at Salisbury District Hospital? 


Please provide details of their illness or injury:


……………………………………………………………………………………………………………..………………………………………………………………………………………………………………..……………………………………………………………………………………………………………….….


Who is the child’s named Consultant at SDH? …………………………………………………….


Is the child currently an inpatient at SDH?     YES/NO 


If YES on which ward? …………………………………………………………………………………


When is the child likely to be discharged from SDH? ………………………………………….





Have any screening tools been used to help understand the psychological issues that are present? If YES please provide details or attach them with this referral.


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





Is there any other information that you feel would be useful for the psychology team to be aware of? If YES please provide details:


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





What is your name? (i.e. the member of staff completing this form) ……………………..


What telephone or bleep number can you be contacted on? …………………………………..





Office use only: Date Received: 








