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ADHD referral form 
Guidance for referring professionals 

Who can refer and who is eligible? 
This form is for GPs/referring professionals referring a child or young person for an ADHD assessment. 

The child or young person must:
· be within the age range specified for their locality on the ICB website at the date of referral; and
· be registered with a GP practice within one of the localities specified on the ICB website.

This pathway does not provide urgent or crisis support. Follow your locally agreed urgent-care or CAMHS route. In an emergency, call 999 or go to A&E. 

How to refer 
Complete all relevant sections and email this form with relevant attachments to: 
cpartners.lsc.adhd@nhs.net 

Write “not known” if you do not know an answer and “not applicable” if a question does not apply. 

We may return the form if there is not enough information to confirm eligibility or understand the referral. 

Safeguarding: follow your organisation’s safeguarding procedure. Do not rely on this form to report an urgent concern. 

Referral and referrer details 
	
	Details 

	Date of referral 
	 

	ADHD assessment referral 
	☐ Yes   ☐ No 

	Referrer’s name and role 
	 

	Organisation or GP practice 
	 

	Professional email and telephone 
	 


 
Child or young person’s details 
	
	Details 

	Full and preferred name 
	 

	Date of birth 
	 

	NHS number 
	 

	Home address and postcode 
	 

	Registered GP practice 
	 

	School, college or nursery 
	 

	Gender 
	

	Ethnicity 
	☐ White/White British  ☐ Black/Black British  ☐ Asian/Asian British 
☐ Mixed/multiple groups  ☐ Another group: ______  ☐ Prefer not to say 

	Preferred language 
	 

	Interpreter needed? 
	☐ Yes   ☐ No   ☐ Not known   Language: __________ 

	Communication, accessibility or adjustment needs 
	 

	Relevant disability or medical needs 
	 


 
Family, safeguarding and professional involvement 
	Question 
	Yes 
	No 
	Not known 
	If yes, give brief details and relevant professional contact 

	Current or previous safeguarding concerns? 
	☐ 
	☐ 
	☐ 
	 

	Adopted? 
	☐ 
	☐ 
	☐ 
	Year, if known: 

	Looked after by the local authority? 
	☐ 
	☐ 
	☐ 
	 

	Child Protection Plan? 
	☐ 
	☐ 
	☐ 
	 

	Child in Need Plan? 
	☐ 
	☐ 
	☐ 
	 

	Early Help support? 
	☐ 
	☐ 
	☐ 
	 

	Education, Health and Care Plan? 
	☐ 
	☐ 
	☐ 
	Attach if available. 


 
If there is a current safeguarding concern, briefly confirm what action has been taken:




Parent or carer 1 
	
	Details 

	Name and relationship to child 
	 

	Parental responsibility 
	☐ Yes   ☐ No   ☐ Not known 

	Telephone and email 
	 

	Address, if different from child’s 
	 

	Language, interpreter or communication needs 
	 


 
Parent or carer 2 (if applicable) 
	
	Details 

	Name and relationship to child 
	 

	Parental responsibility 
	☐ Yes   ☐ No   ☐ Not known 

	Telephone and email 
	 

	Address, if different from child’s 
	 

	Language, interpreter or communication needs 
	 


 
Parent or carer agreement and child’s involvement 
	Agreement 
	Yes 
	No 

	Parent or carer agrees to the referral and to relevant information being shared with Clinical Partners. 
	☐ 
	☐ 

	Clinical Partners may contact the GP, school and other professionals to request relevant information. 
	☐ 
	☐ 

	Relevant outcomes and reports may be shared with professionals involved in the child’s care, where appropriate. 
	☐ 
	☐ 


 
	Evidence of agreement 
	Details 

	Name and relationship of person giving agreement 
	 

	Date and method 
	Date: __________   ☐ Verbal   ☐ Written   ☐ Other: ________ 

	Professional who recorded agreement 
	 

	Referral discussed with child or young person? 
	☐ Yes   ☐ No   ☐ Not appropriate 

	Relevant views, wishes or communication needs 
	 


 
The parent or carer can contact Clinical Partners if they change their mind about optional information sharing. This may affect our ability to complete the assessment. Clinical Partners may still need to retain or share information where legally required. 

GP details 
Complete only if the referrer is not the child or young person’s GP. 
	
	Details 

	GP name and practice 
	 

	Practice address 
	 

	Telephone and secure email 
	 


 
Reason for referral 
	1. Concerns and duration 
What attention, activity-level or impulsivity differences have led to this referral, and how long have they been present? 

	

	2. Effect on everyday life 
How do these differences affect the child or young person at home, in education and in other settings? 

	

	3. Support already tried 
What support or adjustments have been tried, for how long, and what difference did they make? 

	



Other relevant information 
	Area 
	Relevant information 

	Physical health, medical conditions and medication 
	 

	Mental health, emotional wellbeing and safety 
	 

	Development, learning and other neurodevelopmental needs 
	 

	Sleep, eating or other daily-living needs 
	 

	Current or previous support from other services 
	 


 
Supporting information 
	Information 
	Attached 
	Not available 
	Not applicable 

	Recent consultation notes 
	☐ 
	☐ 
	☐ 

	School, college or nursery information 
	☐ 
	☐ 
	☐ 

	Education, Health and Care Plan 
	☐ 
	☐ 
	☐ 

	Reports from other professionals 
	☐ 
	☐ 
	☐ 

	Other relevant medical or supporting information 
	☐ 
	☐ 
	☐ 


 
Other attachments: _________________________________________________ 

Referrer declaration 
By submitting this form, I confirm that the information is accurate to the best of my knowledge, the referral has been discussed with the parent or carer, agreement is recorded above, and I have followed safeguarding procedures where required. 

	 
	Details 

	Signature
	 

	Date 
	 


 
Send the completed form and relevant attachments securely to: 
cpartners.lsc.adhd@nhs.net 
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