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NHS Right to Choose – Referral Form
Referral to Minds Matter Clinic Ltd – Autism/ADHD Assessments (Ages 5–17.5)
Referrer Details
	Name of Referrer
	

	Job Title
	

	GP Practice Name
	

	Practice Address
	

	Practice Telephone Number
	

	Practice Email Address
	

	NHS Referral Email Address	  
	

	Practice Code
	

	ICB
	

	Sub ICB
	


Child/Young Person’s Details
	Full Name
	

	Date of Birth
	

	NHS Number
	

	Gender (Male Female Other Prefer not to say)
	

	Address
	

	Postcode
	

	Parent/Guardian Name
	

	Parent/Guardian Contact Number
	

	Parent/Guardian Email Address
	


Clinical Information
	Reason for Referral (Suspected Autism, Suspected ADHD, General Psychiatry) list all that apply
	

	Known Diagnoses (if any)
	

	Any Safeguarding Concerns? (Yes/No)
	

	Any Risk Concerns (e.g. suicide, violence)? (Yes/No)
	

	Is this the first referral for Autism/ADHD/Gen Psych? (Yes/No)
	

	Has the patient had a previous CAMHS referral? (Yes/No)
	

	Is the patient currently under any mental health service? (Yes/No, If yes, provide details)
	

	Has the family consented to referral to Minds Matter Clinic? (Yes/No)
	


Supporting Documentation Checklist
Please ensure the following documents are attached (tick all that apply):
☐ Completed referral form
☐ Relevant clinical notes
☐ School reports (if available)
☐ Previous assessment summaries (if any)
☐ Signed consent from parent/guardian
Referrer Declaration
I confirm that:
- This referral is clinically appropriate and made in accordance with the NHS Right to Choose.
- The patient is aged 5–17.5 and registered with a GP in England.
- The parent/carer has consented to this referral and understands this will involve attending a clinic in *.

Signature: _________________________	Date: ___________________
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