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Referral Form for Attention Deficit Hyperactivity Disorder (ADHD) assessment
Please complete fully to aide our allocation process.                                           Date of referral…………………………
 A referral will only be accepted if this form is filled out fully with parent and teacher sections completed     
NB Child must be age 6 or over

Childs/Young Person’s (C/YP) contact details:
Name:							Date of Birth: 
                   					Male/Female (delete as appropriate) 

Other Name:                                                                            
Address: 						Home Telephone No:
                                                                         	Work Telephone No: 
                                                                         	Mobile  No:
						Parental Email Address:

Postcode:             					GP:
							Surgery:                                                                                                                                                                     
NHS Number: 

Who has parental responsibility? 

Name(s):

Address as above please tick 
If not please provide details below:

 Name:          
Address:   						Telephone No:
   						Work Telephone No:
   						Mobile No:

Postcode: 
                                                                          
School/College/Employment details and telephone number: 





Languages Spoken:                                                                                                     Interpreter needed:       Yes / No 



Referrer’s Details: (Please print)				Professionals Form completed by:
Name: 							Name: 

Job Title:						Job Title: 
 
Address:							Address: 


Tel No:							Tel No: 

Signed:							Signed:

How long have you known C/YP?              Months/years 	How long have you known C/YP?             Months/years

Relevant Past Medical History and current conditions including medications








	2. What other agencies are involved with the C/YP and/or what support packages/training have been provided for the C/YP and/or parents, currently or in the recent past? Please attach all reports

	Please tick where applicable:
	Current
	Past
(date)
	Never 
	Describe involvement
	Report attached

	CAMHS 
	
	
	
	(eg CBT)
	

	CIAT
	
	
	
	
	

	CAF
	
	
	
	
	

	Portage
	
	
	
	
	

	Educational Psychology
	
	
	
	
	

	‘My Support Plan’/ Education, Health and Care Plan
	
	
	
	
	

	Behaviour support within school
	
	
	
	
	

	Early Help Hubs
	
	
	
	
	

	Youth Offending Team
	
	
	
	
	

	Parenting/behaviour management classes
	
	
	
	
	

	Occupational Therapy
	
	
	
	
	

	Barnardo’s We Saill 
	
	
	
	
	

	Therapeautic Crisis Intervention (TCI)
	
	
	
	
	

	Child Protection Plan/ Child in need plan
	
	
	
	
	

	Other (please describe)
	
	
	
	
	

	
Please include as part of the referral                          Teacher sections                 Parent Sections        
Failure to include the above will result in the referral being rejected                                                                                                                                                                                                                                                                                                                                                       

	Consent

	Please tick here to confirm that for those aged 16 or older and younger adolescents who have capacity, consent to the assessment.                                                                                                                                                                     
	

	Please tick here to confirm that all those with parental responsibility consent to the assessment.                                                        
	

	Please tick here to confirm that those individuals, who provide consent, also agree to the sharing of information for assessment purposes. This may include an observation of the child in school or nursery and /or written questionnaires being sent to school/nursery for them to complete. This information will speed up and aid the diagnostic process
	

	Please return referrals to: Community Paediatrics, Rowan House, Pinderfields General Hospital, Aberford Road, WF1 4DG (any queries tel 01924 542337) or via secure email to: myh-tr.ChildCommunityDrs@nhs.net



ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD) TEACHER ASSESSMENT FORM
Completed by: __________________________________   Date:  _____________________
Designation: __________________________________   
1. Strengths: What are this Child’s/Young Person’s strengths?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Main areas of concern and how long have you been concerned?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________
3. Has this child got a My Support Plan or EHCP 

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Individual Education Plan (IEP) 
(A) Has the child an IEP			Yes				No	

(B)  If this child/young person has an IEP, what are the targets? Are they achieved? (please enclose IEP)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

5. Is the Child/Young Person known to the Educational Psychologist or Behaviour Support Team? If yes what is their involvement?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Is there a CAF in place?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Instructions in the class room: How well does he/she follow large group or individual instructions? Can he/she wait for a turn to respond? Does he/she stand out from same-sex peers? How does this present?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Academic Achievements: Does he/she learn at a similar rate to others? Are there any specific difficulties in reading, writing and/or maths?  Please specify.
	
	
Child’s level
	
National average for age

	Reading

	
	

	Writing

	
	

	Maths

	
	








9. Individual work: How well does he/she self-regulate attention and behaviour when completing individual work? Does he/she stand out from same-sex peers? How does this present?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. Moving between different settings: How does he/she handle changing classes, activities, break time? Does he/she need prompting or supervision?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
11. Peer Relationships: How does he/she get on with others? Does he/she initiate play successfully?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Behaviour: Does he/she get involved in conflict with teachers or other children? Is there any aggressive behaviour? Is he/she the target of aggression by other children?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Self-help skills: independence, daily living activities

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


14. Gross/fine motor skills and coordination 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

15. Impact of difficulties: to what extent does the child’s/young person’s difficulties affect him/her and others in the class?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

16. Medication: If the child/young person is on medication have you noticed any differences when he/she is on medication compared to off?

Not applicable (please circle)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
17. Parent involvement: What has been the involvement of the parents? Do you have regular meetings with parent?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



18. Are the problems with attention and/or hyperactivity interfering with the child’s/young person’s learning and/or Peer relationships? Please provide examples. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

19. Has the child/young person had any particular problems with homework or handing in assignments?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you would like us to know?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Completed by: __________________________________________ Date:___________________________

Relationship to child: ______________________________________________________

	
	For each item, make a cross in the column which best describes this child.
	Not at all
	Just a little
	Quite a bit
	Very much
	Total
(Please leave this column  blank) FOR ADMIN USE ONLY 

	
	
	0
	1
	2
	3
	

	1
	Often fails to give close attention to details or makes careless mistakes in school work or tasks
	
	
	
	
	



ADHD  In




	2
	Often has difficulty sustaining attention in tasks or play activities
	
	
	
	
	

	3
	Often does not seem to listen when spoken to directly
	
	
	
	
	

	4
	Often does not follow through on instructions and fails to finish school work, chores or duties
	
	
	
	
	

	5
	Often has difficulty organising tasks and activities
	
	
	
	
	

	6
	Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort
	
	
	
	
	

	7
	Often loses things necessary for activities (eg.toys, school assignments, pencils or books
	
	
	
	
	

	8
	Often is distracted by extraneous stimuli
	
	
	
	
	

	9
	Often is forgetful in daily activities
	
	
	
	
	

	10
	Often has difficulty maintaining alertness, orientating to requests or executing directions
	
	
	
	
	

	11
	Often fidgets with hands or feet or squirms in seat
	
	
	
	
	



ADHD H/Im





	12
	Often leaves seat in classroom or in other situations in which remaining seated is expected
	
	
	
	
	

	13
	Often runs about or climbs excessively in situations in which it is inappropriate
	
	
	
	
	

	14
	Often has difficulty playing or engaging in leisure activities quietly
	
	
	
	
	

	15
	Often is “on the go” or often acts as if “driven by a motor”
	
	
	
	
	

	16
	Often talks excessively
	
	
	
	
	

	17
	Often blurts out answers before questions have been completed
	
	
	
	
	

	18
	Often has difficulty awaiting their turn
	
	
	
	
	

	19
	Often interrupts or intrudes on others(eg. Butts into conversations / games)
	
	
	
	
	

	20
	Often has difficulty sitting still, being quiet, or inhibiting impulses in the classroom or at home
	
	
	
	
	

	21
	Often loses temper
	
	
	
	
	



ADHD ODD




	22
	Often argues with adults
	
	
	
	
	

	23
	Often actively defies or refuses adult requests or rules
	
	
	
	
	

	24
	Often deliberately does things that annoy other people
	
	
	
	
	

	25
	Often blames others for his or her mistakes or misbehaviour
	
	
	
	
	

	26
	Often touchy or easily annoyed by others
	
	
	
	
	

	27
	Often is angry and resentful
	
	
	
	
	

	28
	Often is spiteful and vindictive
	
	
	
	
	






ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD) PARENTAL FORM
Childs Name:_______________________________  D.O.B:__________________  Gender:_______________					
Completed by: _________________________Date:__________ Relationship to child: ____________________


Does the child have any known Medical conditions?   	Yes			No
	If yes, please provide details below:- 

1)
2)
3)
4)
5)

Does the child have/ had in past any of the following:- 

Shortness of breath on exertion compared with peers	Yes			No

Fainting on exertion or in response to fright or noise		Yes			No

Palpitations (Heart Beating very fast or irregular) 		Yes			No

Breathlessness 						Yes			No
	
Chest pain 							Yes			No

High Blood Pressure 						Yes			No

Meningitis							Yes			No

Head injury needing hospital admission 			Yes			No

Is the child on any Medications?				Yes			No
If yes, please provide details below:-

1)
2)
3)
4)

Is the child up to date with immunisations?		Yes			No

	Does the child have any allergies to medications? 	Yes			No
	(if yes please indicate)………………………………………………………………………..

Pregnancy 

Were blood tests/scans done in pregnancy normal? 	Yes			No

Did mother smoke in pregnancy?				Yes			No	

Did mother drink alcohol in pregnancy?			Yes			No

Did mother use recreational drugs in pregnancy? 		Yes			No

Did mother take any medicines in pregnancy? 		Yes			No	



Delivery 

Was delivery preterm (before 37 weeks gestation)?  	Yes			No

Were there any problems during delivery? 			Yes			No

Was any resuscitation required? 				Yes			No

Were there any difficulties in bonding with your child 	Yes			No				as a baby?

As a baby, did your child have any feeding problems? 	Yes			No

As a baby, did your child have any sleeping problems? 	Yes			No


Who lives in the house? 	Name 				Age		Relationship to child 

				1)

 			2)

 			3)

 			4)

 			5)

 			6)

 			7)

 			8)


Is there a family history of (please circle):

Epilepsy/seizures						Yes			No	

Sudden unexplained death before age 40 years		Yes			No

Mental health problems					Yes			No

Heart rhythm abnormalities (not angina/ heart attack)	Yes			No

Substance misuse						Yes			No

Domestic violence						Yes			No

Thyroid hormone problems					Yes			No

ADHD								Yes			No

ASD								Yes			No

Learning difficulties/ disability					Yes			No





Is there any involvement from (please circle) :- 

Social Services 	Family Support 	Early Help Hub/ Barnardo’s	

Youth Offending Team 	CAMHS	Police 	 Parenting workshops		


1. Main areas of concern and how long have you been concerned?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________
____________________________________________________________________________________
	______________________________________________________________________________________
	______________________________________________________________________________________
	______________________________________________________________________________________
	______________________________________________________________________________________
	______________________________________________________________________________________

2. Instructions at home: How well does he/she follow instructions? Can he/she wait for a turn to respond? Does he/she stand out from siblings? How does this present?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________     


3 Peer Relationships: How does he/she get on with other children in house and neighbourhood? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4 Behaviour: Does he/she get involved in conflict with family members or other children? Is there any aggressive behaviour? Is he/she the target of aggression by other children?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5 Self-help skills: independence, daily living activities (e.g. washing, dressing, making simple meals)
 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

6 Impact of difficulties: to what extent does your child’s difficulties affect him/her and others at home?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


7 Sleep: 

Are there problems with sleep? 				Yes			No

What is usual bed time? 

What time does your child go to sleep?

What time does your child wake up in the morning?

Does your child get up during the night? 			Yes			No

____________________________________________________________________________________________________________________________________________________________________________

8 Technology

Do they have screens/TV in the bedroom			Yes			No

How much time do they spend on screens/TV per day?

How much time does your child spend on social media i.e.
YouTube, Facebook, Instagram, TikTok, Snapchat ?

____________________________________________________________________________________________________________________________________________________________________________

9 Does your child have any particular problems with homework?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you would like us to know?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________              
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Completed by: ____________ _______________ Date:____________________Relationship to child:________________________

	
	For each item, make a cross in the column which best describes this child and add examples where relevant. 
	Not at all
	Just a little
	Quite a bit
	Very much
	Total
Please leave this column blank FOR ADMIN USE ONLY 

	
	
	0
	1
	2
	3
	

	1
	Often fails to give close attention to details or makes careless mistakes in school work or tasks.
Examples:
	
	
	
	
	



ADHD  In




	2
	Often has difficulty sustaining attention in tasks or play activities
	
	
	
	
	

	3
	Often does not seem to listen when spoken to directly
	
	
	
	
	

	4
	Often does not follow through on instructions and fails to finish school work, chores or duties
	
	
	
	
	

	5
	Often has difficulty organising tasks and activities
	
	
	
	
	

	6
	Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort
	
	
	
	
	

	7
	Often loses things necessary for activities (eg. toys, school assignments, pencils or books)
	
	
	
	
	

	8
	Often is distracted by extraneous stimuli (e.g. noises, other people, outside distractions)
	
	
	
	
	

	9
	Often is forgetful in daily activities
	
	
	
	
	

	10
	Often has difficulty maintaining alertness, orientating to requests or executing directions
	
	
	
	
	

	11
	Often fidgets with hands or feet or squirms in seat
	
	
	
	
	



ADHD H/Im





	12
	Often leaves seat in classroom or in other situations in which remaining seated is expected
	
	
	
	
	

	13
	Often runs about or climbs excessively in situations in which it is inappropriate
	
	
	
	
	

	14
	Often has difficulty playing or engaging in leisure activities quietly
	
	
	
	
	

	15
	Often is “on the go” or often acts as if “driven by a motor”
	
	
	
	
	

	16
	Often talks excessively
	
	
	
	
	

	17
	Often blurts out answers before questions have been completed
	
	
	
	
	

	18
	Often has difficulty awaiting their turn
	
	
	
	
	

	19
	Often interrupts or intrudes on others (eg. Butts into conversations / games)
	
	
	
	
	

	20
	Often has difficulty sitting still, being quiet, or inhibiting impulses in the classroom or at home
	
	
	
	
	

	21
	Often loses temper
	
	
	
	
	



ADHD ODD




	22
	Often argues with adults
	
	
	
	
	

	23
	Often actively defies or refuses adult requests or rules
	
	
	
	
	

	24
	Often deliberately does things that annoy other people
	
	
	
	
	

	25
	Often blames others for his or her mistakes or misbehaviour
	
	
	
	
	

	26
	Often touchy or easily annoyed by others
	
	
	
	
	

	27
	Often is angry and resentful
	
	
	
	
	

	28
	Often is spiteful and vindictive
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