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Please provide as much information 
as possible including any relevant letters / reports to enable and return as soon as possible for the referral to be processed promptly.  
 Lancashire and South Cumbria NEURODEVELOPMENTAL PATHWAY - REFERRAL FORM PART B











	[bookmark: _Hlk9437088]Name of Child/Young person
	

	Date completed
	

	Date of birth
	
	NHS No.
	

	Child / young person’s personal details

	Address and postcode

	


	Telephone number
	

	Ethnic Group
	


	Gender
	

	Home language
	


	Interpreter required?
	       Yes      /      No


	GP Name & address 

	


	Telephone number
	

	School/nursery/College
/Workplace
	

	Telephone number
	


	Consent:	

	
It is essential that this consent form is completed.
If the child/young person is under 16 years of age the parent/carer should provide consent.
If 16-25 years of age, the young person should complete the form his/herself & sign the consent.                                                                                                     Please use black ink.

	I am signing this form to confirm that:
(i) I have parental responsibility for …………………………………………..…….…(insert child’s name) OR I am the young person named above and am between 16-25 years of age
(ii) I agree with the contents of the form and I give my consent for a referral to be made to the Neurodevelopmental Assessment Pathway
(iii) I give my consent for relevant information and reports about the above-named child or young person to be requested by and shared with relevant education, health & social care organisations and professionals supporting the delivery of the neurodevelopmental pathway.

	Signature of parent/guardian (if child under 16 years) ..………………………………………………………….
Date ………………….Name …………………………….……………………………………………………………………………
OR
Signature of young person …………………………………………………………. Date …………………………………



**Please note this referral will not be accepted unless the above section is fully completed 
and Referral Form Part A has also been submitted **
Please email the completed form to:  BroadoaksCommunityClinics@LTHTR.nhs.uk
Return of Form 
Ensure all relevant reports and screening tools are attached and return to:

By Electronic Referral System (eRS) – PRIMARY CARE REFERRALS MUST USE THIS ROUTE.
Please attach both Parts of the completed forms to the eRS referral. 

By post:  
Community Neurodevelopmental Paediatric Service, Department of Child Health, 
Broadoaks Child Development Centre , Balcarres Road, Leyland, PR25 3ED 

Please ensure that correct postage is applied as we are unable to collect items from the post office with insufficient postage.


By E-mail: BroadoaksCommunityClinics@LTHTR.nhs.uk


In the subject line you must enter:   ND REFERRAL


Please note that referrals can only be processed once both Part A and Part B have been received. Failure to follow the above instructions will result in delays in processing.
Thank you.

Section A: Views, Interests and AspirationsAttach Photo of child/young person
if possible

My One-Page Profile
If this Profile has already been completed, for example by your child’s 
school or nursery, please provide a copy. 
	My name is
	     



	What people like about me and what I like about myself

	
     







	What is important to me
	
	How I communicate

	
     
	
	

	
	
	

	
	
	How best to support me

	
	
	





	
	
	



	Aspirations: What I would like to do in the future

	
     






	How these views were gathered                        Date:      

	
     

	Please describe current concerns about your child/young person in relation to their:

	Social communication (How do they ask for things, non-verbal communication (eye contact, facial expression, gestures), any unusual speech?)

	







	Social interaction (Do they have friends, can they share, how do they respond to others?)

	







	Behaviour (behaviour outbursts / play skills / empathy skills / routines / repetitive behaviours etc.)

	







	Sensory behaviours (preferences for food, smell, clothing, noises etc.)

	








	Attention / concentration (organisation and ability to sit and complete tasks)	

	







	Hyperactivity & impulsive behaviours

	






	Please describe the current living circumstances – do the parent/carers have the same address? Do they have siblings? How many? Do they live in the same household?

	






	Have there been any significant life events e.g. bereavements?

	





	

	Brief history of development (were they born prematurely, age when concerns began, age when walked & said first word, play skills, any physical health issues)

	







	Strengths and interests 

	






	Does the child / young person attend any groups or clubs?

	





	Anything else you would like to tell us?	

	







	Completed by:

Date: 





	Name of Child/Young person
	
	Date of Birth
	
	NHS No.
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