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[bookmark: _GoBack]NEURODEVELOPMENTAL ASSESSMENT SERVICE (NDAS)                          (including ASD, ADHD, FASD and dyspraxia/DCD)
REFERRAL FORM

	PERSONS COMPLETING THIS FORM (please print)


	Parent/carer:
	


	

	Professional: 

	
	Profession:
	

	Address & 
Post Code
	


	Telephone:
	

	
	
	Email:
	

	
	
	Date:
	



	Child or Young person’s First Name/Known As
	

	Surname
	

	Date of Birth

	
	CHI
	
	Sex      M / F

	Home Address
	
	Phone Number(s)


	
	
	Email

	Mother’s/Carer’s  Name
Address (if different from above)
	
	Parental Responsibility      YES /NO

	
	
	Phone Number(s)


	
	
	Email

	Father’s/Carer’s Name
Address (if different from above)
	
	Parental Responsibility      YES /NO

	
	
	Phone Number(s)


	
	
	Email

	GP Name and Address



	

	Interpreter needed?
	Yes/ No             Language Spoken -

	
School/Nursery

School Year Group


	Lead professional/ Named person (please name):



	Other professionals involved (please name):




	Child’s plan available:  Yes / No          Child’s Plan attached?  Yes/ No
Other relevant reports attached (Please specify):






	THIS INFORMATION CAN BE INCLUDED IN THE CHILD PLAN 

	This form can be submitted on paper or electronically.

	What are the main concerns about the child/ young person at the moment?

	· Why are you making this request?






· What are the current concerns/pressures?








	Who raised the concern?

	• Is anyone else concerned (family, education...)? 


• Have you discussed your concerns with school/ parents/ child/ young person?


• If older than 12 years, has the child/ young person agreed to attend for an assessment?




	[bookmark: _Hlk479104608]What impact is this concern having on the child/ young person and family?

	








	What impact is this having on the child/ young person’s school life?

	










	My wider world

	· Please write down any specific relevant events from childhood and when these occurred









· Is there anything in the child’s medical/development/social history/family life that is impacting/has impacted on these concerns (e.g. Medical diagnosis & investigations/ Looked after (eg fostered) previously or currently/ bereavement/ parental separation/illness in the family/other family stressors/other trauma)?











	Is this child receiving additional support, including any services involved or have they in the past?

	













	What things have already been tried to help this/ your child to manage better? What was found to be helpful?

	















	What are you expecting/ wanting to happen as a result of further assessment of this/your child?

	










 
CONSENT FORM FOR CHILD/YOUNG PERSON

Child’s Name:						DOB:	

Please sign that you understand and consent to the following:
I understand that I/ my child will be assessed and discussed by the Neurodevelopmental Assessment Team.
I understand that relevant professionals may visit my child’s/young person’s education setting to carry out assessments and offer advice to the staff.
I understand that following assessment, the Assessment team will discuss the information available and a plan will be agreed with you.                                                                                                                                                                                               
I agree that students may observe and participate in assessment and intervention.  This will always be under the supervision of the professional involved.          YES            NO


Consent provided by: 

Parent/ Carer sign: ....................................................... Print Name: ...............................................................
Relationship with child: ...............................................................................   Date: ..........................................
Young person (over 12 years) sign: ……………………………………………………………………………..…..
Print name: ………………………………………………………………………..  Date: …………………………….
Person obtaining consent sign: ………………………………….Print name: …………………………………...
	Please return completed  form and consent to:  

James.Houston@ggc.scot.nhs.uk 

An electronic format of this form is available from this email address on request, but please note that we do require parental consent in the form of a signature please.



Role: .............................................................................................................. Date: ......................................... 

NB:  A young person can consent at 12 years (and younger) if capable of understanding the nature of the intervention and its consequences.
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