OWL CENTRE (WAITING LIST REFERRAL) – PARENTS / CARERS

Initial Risk Screening
	Has the patient self-harmed to a degree that has required treatment by a healthcare professional?
	Within past 6 months
6+ months ago
Never

	Has the patient self-harmed by head banging, hair pulling, scratching, superficial cutting, or other ways that have not required medical attention?
	Within past 6 months
6+ months ago
Never


	Has the patient made an attempt to end their life?
	Within past 6 months
6+ months ago
Never


	Has the patient expressed thoughts about ending their life or that they would be better off dead?
	Within past 6 months
6+ months ago
Never


	Has the patient engaged in risky behaviour, eg. Use of drink and drugs, theft, or other criminal behaviour?
	Within past 6 months
6+ months ago
Never


	Has the patient harmed another person to the extent that person has required treatment by a healthcare professional?
	Within past 6 months
6+ months ago
Never


	Does the patient present with a severe learning disability?
	Within past 6 months
6+ months ago
Never


	Is there social care work involved?
	YES      NO




Additional Flags
[image: ]
Patient Details
	Name
	

	DOB
	

	Preferred Pronoun
	He / Him    She / Her   They / Them   Other

	Gender Identity
	Male   Female   Non-binary   Other   Not Known   Not Stated

	Ethnicity
	



Primary Contact Information
	Relationship to patient
	

	Name
	

	Address
	



	Email Address
	

	Mobile Number
	



GP Details
	Name of GP
	

	GP Surgery
	

	Surgery Telephone Number
	

	Surgery Address
	




	Contact Preference
	





Any Other Professional Services Involved (Please Tick)
	
	Occupational Therapy

	
	Psychology

	
	CAMHS

	
	Speech and Language Therapy

	
	Social Worker

	
	Other

	Please give a brief summary of the professional involvement 

	


























Presentation
	Does the patient report having any sensory sensitivities?

	
	None

	
	Smell

	
	Taste

	
	Light

	
	Texture

	
	Sounds



	Has any other professional ever suggested the patient might have ASD?
YES / NO  (if YES, include details here). 

	















Does the child show significant signs of the following? (Select all that apply)
[image: ]

Language and Conversation Skills
[image: ]

	How do these difficulties present at home? 

	





































Consent
	Does the parent / carer give consent for the information provided within this referral to be sent to the care provider?
	YES      NO

	Does the parent / carer provide consent to access the summary / full GP record for the duration of the period of care providing there is a legitimate reason to do so?
	YES      NO



Additional Needs
	Please indicate if the patient or parent / guardian has any additional support needs. 

	
	BSL interpreter

	
	Step free access / ground floor consulting room

	
	Interpreter required

	
	Hearing impairment 

	
	Visual impairment

	If you selected any of the above, please give some detail. 
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