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Mental Health Navigator Referral Form

Date of Referral: 

Young Person
	Forename
	


	Surname
	


	Date of Birth
	


	Gender
	


	Preferred Pronouns
	


	Address, including postcode 
	








	Diagnosis
	





	Is the YP awaiting any NDD assessments?
	Yes ☐
No ☐

If yes then which:

Autism ☐
ADHD ☐
Other: 



	Phone Number (Young Person)
	Personal:


Home: 



	Email Address (Young Person)
	



	NHS Number
	


	Ethnic Origin
	


	Registered GP Surgery
	Name:


Address:








	Current Residence
	




	Reason for Referral
	














	Desired outcome of support from service
	


















Consent
If the young person is under the age of 16:
Parent/ Guardian/ Carer Details:
	Name
	


	Relationship to young person
	


	Address
	









	Telephone
	


	Email
	



	Signature of Parent/ Guardian/ Carer
	


	Today’s date
	




If the young person is over 16 years of age, consideration must be made regarding the person’s capacity to consent to the intervention (Mental Capacity Act (2005). If a mental capacity assessment is required and the person is found as lacking capacity for this decision, a Best Interests Decision should be made. Both MCA and Best Interests Decision should be clearly recorded.
Does the young person have capacity to consent?            YES  ☐             NO ☐

If the young person is over 16 and has capacity: 

Referrer to send consent (email or written) with referral. 

If the young person over 16 does not have capacity:

Details of Best Interest Decision Maker:

	Name
	


	Telephone
	


	Email
	


	Role
	


	Organisation
	


	Date of BI assessment decision
	


	Signature
	



	Today’s date
	



*Please attach best interest decision form

I hereby confirm that I give NHS Norfolk and Suffolk Integrated Care Board (ICB) my consent to access and update my/my child’s (named above) medical and health records held by; the NHS, GPs, Children’s Services, Education and any other organisation providing services to me/my child. Records will be accessed for the purpose of safely supporting me/my child in the community and I will be kept informed of who has been approached and supplied information. Once all information is received, I agree to this being shared with relevant professionals for the purpose of me/my child being safely supported.

Next of Kin/ Emergency Contact
	Full Name
	


	Relationship to Young Person
	


	Address
	







	Phone Number
	


	Email Address
	


	Additional Information
	










Lead Professional
	Name
	


	Job Title
	


	Organisation
	


	Team
	


	Address
	







	Telephone Number
	


	Email Address
	


	Additional Information
	








Key Professionals Involved
Social Care: Social Worker / Family Support Practitioner
	Name
	


	Job Title
	


	Email Address
	


	Phone Number
	




Education: Teacher/SENCO
	Name
	


	Job Title
	


	Email Address
	


	Phone Number
	




EHCP Co-ordinator
	Name
	


	Job Title
	


	Email Address
	


	Phone Number
	




Health: Physical Health Professionals
	Name
	


	Job Title
	


	Email Address
	


	Phone Number
	




Other
	Name
	


	Job Title
	


	Email Address
	


	Phone Number
	




Referral submitted by:
	Name
	


	Job Title
	


	Organisation
	


	Team
	


	Contact Details
	




Referral Outcome
To be completed by Navigator Team during Referral Triage
	
























Mental Health Navigator Referral Criteria:
The Mental Health Navigator service is available to support Children and Young People who meet the following criteria: 
1) Aged between 0 -18th birthday*  
2) Living in Norfolk and/or Waveney
Who are:
· Currently under section in an acute General Admissions Hospital OR Mental Health Hospital. 
· Within 2 months of discharge from a Mental Health Hospital 
· Receiving support from the Lighthouse as an Alternative To Admission offer
· Awaiting allocation of a hospital bed following a Form 1 Bed Request being submitted
· On the MH Dynamic Support Register risk rated as medium or high
· Receiving CAIST’s (crisis team) support for over 90 days
· Frequently being referred to CAIST (crisis team) for support with 4 or more referrals in a 6-month period
AND
· Have a mental health diagnosed condition.
· Are displaying behaviours of distress which are of concern.

*The service will consider CYP’s aged between 18 and 19 years old based on case-by-case circumstance with consideration of opportunity for support required and opportunity for effective professional relationship.
Please submit referral form to: nwicb.cypnavigators@nhs.net

Any referral forms that are deemed to have insufficient information, or do not include the specified supporting documentation will not be accepted.
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