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	BUCKS Mental Health Support Team (MHST)   
Version 1.0 -2019  

	Referral Form 
A referral should be made if it is considered that: 
· A child has single or multiple needs requiring a coordinated response from the Mental Health Support Team
· A child has mild to moderate level mental health difficulties
Consultation
Consult cases with the Education Mental Health Practitioner/s allocated to your school and use your professional judgement to identify the level of need.
If you believe that a case meets the threshold for the MHST to review, please email:
South Bucks
MHSTHighWycombe@oxfordhealth.nhs.uk
North Bucks 
MHSTAylesbury@oxfordhealth.nhs.uk
MHSTs are open Monday-Friday 9.00am to 5.00pm. If your referral is URGENT and is outside of these times or on a Bank holiday, you can contact the CAMHS Duty Clinician at Oxford Health on 01865 901 951.  MHSTs do not accept urgent or emergency referrals.

	

	Details of Person Making a Referral (person completing this form)

	Name:
	Date of Referral:

	Role:
	Agency:

	Contact Details: 
	 Tel:
	Email:

	Address:

	

	Consent

	Are the parents/carers aware of this referral to Mental Health Support Teams? 

	Yes ☐     No ☐  


	If ‘No’ give a reason for not informing parents/carers:


	Children/young people aged 12 years and above must consent to the referral being made. Parents must also be informed you are making this referral unless the CYP does not give consent. 
Consent must be sought from Parents/carers of children aged up to 12 years for the referral, unless there is a clear reason parents should not be asked. If the parent/carer does not give consent, you may wish to consider contacting your safeguarding team.
Parental consent is not required the for Bucks Mind Peer Support function of the MHST service. 

	Child / Young Person details 

	Forename:
	Surname:

	Telephone number:
	Gender:

	Date of Birth:
	Ethnicity:

	First Language:
	

	Home Address:

	General Practitioner (Name & Address):



	FAMILY DETAILS:

	Parents details
	Address - if not living at family address given above
	Parental responsibility

	Mother: 
	
	Yes ☐    No ☐  

	Father: 
	
	Yes ☐    No ☐  

	Other significant adults / children (including siblings) full name
	Address - if not living at family address given above
	Relationship & involvement with child(ren)

	
	
	

	
	
	

	Reason for referral: (please indicate if previous referrals have been made and attach any relevant information, including chronologies if these have been created):

	 Summary of Concerns

1. Why are you making this referral?

2. For how long has the child or young person been experiencing these difficulties?
3. What leads you to make this referral now? 
4. What is the impact on the child? 
5. Have there been any significant family events in the recent period? 
	

	Support to child & family

1. What is the impact on the family?

2. What support have the child and family had in relation to this referral? 
	

	What are the child(ren)’s views about this referral?
	

	What are the risks to the child(ren)? 


	

	What outcome are you expecting from this referral? 


	


	Optional information
	The below information is requested solely for data quality purposes and may help improve the service. 

	Attachments
	Please list any supporting documents you are attaching to this referral:


Appendix A: Ethnicity

	Asian or Asian British - Indian

	Asian or Asian British - Pakistani

	Asian or Asian British - Bangladeshi

	Asian Other

	Black or Black British - African

	Black African Caribbean

	Black Other

	Chinese

	Mixed White and Black Caribbean

	Mixed White and Black African

	Mixed White and Asian

	Mixed Other 

	White British

	White Irish

	Traveller of Irish Heritage

	Gypsy/Roma

	White Other

	Other ethnic group

	Information not yet obtained


Appendix B: Religion

Record main category 

	Buddhist

	Christian 

	Hindu

	Jewish

	Muslim

	Sikh

	Other Faith 

	No religion

	Information not obtained


Any religious association/denomination not listed above may be added here (if required):
Appendix C: Disability
Record main category 

	Behaviour

	Communication

	Consciousness

	Diagnosed with autism or Asperger's syndrome

	Disabled under DDS but not in other categories

	Hand Function

	Hearing

	Incontinence

	Learning

	Mobility

	Person Care

	Vision

	Information not yet obtained



