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Family developmental history form (Autism/ADHD)
Please complete this form, save as a PDF to protect the contents and return to the referrer *this form is to be attached to the Single Point of Access online referral form in the field provided (completion time 30-60 mins).
	Date form completed 
	Click or tap here to enter text.

	Childs/Young Persons’ Name
	Click or tap here to enter text.

	Date of birth:
	Click or tap here to enter text.

	Parent (s) Main Carer (s) name (s)
	Click or tap here to enter text.

	Completed by:
	Click or tap here to enter text.

	Relationship to the child/young person:
	Click or tap here to enter text.


	Address:
	Click or tap here to enter text.

	Email address:
	Click or tap here to enter text.

	Phone Number:
	Click or tap here to enter text.

	Are you in the armed forces?  Yes  ☐      No ☐  



	To be completed by the child/young person

	Sometimes we do not know why we find things easy or hard. Try and answer the following.


	What are you good at?
Click or tap here to enter text.

	What do you find difficult?
Click or tap here to enter text.

	Do you have any worries?
Click or tap here to enter text.
	How are things at school?
Click or tap here to enter text.

	Do you have friends there? 

Click or tap here to enter text.
	Do you like school? Do you find school hard? What is hard about school?
Click or tap here to enter text. 


	How are things at home?
Click or tap here to enter text. 

	What do you do when you’re not in school? Interests, activities?
Click or tap here to enter text. 


	Do you have friends outside school?
Click or tap here to enter text.
Click or tap here to enter text.
	What do you find easy/hard about having friends?
Click or tap here to enter text.

	To be completed by parent/carer

	Medical history of biological parents and extended family. Include both physical and psychological history e.g. heart problems, epilepsy, depression and other mental health conditions, Neurodiversity (Dyslexia, Dyspraxia, Autism or ADHD)

Click or tap here to enter text.


	Please list details of any brothers or sisters related to the child/young person, including half siblings: 

	Name
	Age
	Relationship to Child
	Do they live with you?
	Are there any physical or psychological concerns?

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	Have there been any educational concerns with any of the siblings? 

Click or tap here to enter text.


	Have there been any upsetting or traumatic physical or emotional events for you and/or the child/children (e.g death, illness, domestic violence, divorce, separation, accidents)

Click or tap here to enter text.

	 Have there been any child protection concerns or have social care been involved with your family?

     


	Are there any current concerns about the security/stability of your housing/home?

Click or tap here to enter text.


	Child’s medical and developmental history

	Has the child/young person had periods of illness that required visits to the GP or Hospital regularly?

Click or tap here to enter text.


	Has the child/young person ever had a history of:

	Asthma or Eczema
	YES   ☐  NO ☐

	Ear infections or hearing difficulties
	YES   ☐  NO ☐

	Eyesight problems
	YES   ☐  NO ☐

	Skin Markings/rash/bumps
	YES   ☐  NO ☐

	Heart or chest problems
	YES   ☐  NO ☐

	Has the child/young person attended A&E?
	YES   ☐  NO ☐

	Has the child taken prescribed medication, over the counter medication or homeopathic remedies in the past?

Click or tap here to enter text.


	Does the child/young person have any allergies? (medicine, food or other)

Click or tap here to enter text.


	Do you consider the child/young person to be physically fit and well at present? (give details)

Click or tap here to enter text.


	Pregnancy

	Did you or the biological mother take any medicines/drugs (including illegal drugs) during pregnancy?
	YES   ☐  NO ☐

	Number of cigarettes smoked a day during pregnancy?
	Click or tap here to enter text.


	Alcohol consumption per day during pregnancy?
	Click or tap here to enter text.


	Any complications during pregnancy and/or after delivery (e.g. baby in special care?
	YES   ☐  NO ☐

	If yes, please give details
Click or tap here to enter text.

	Was the pregancy full term?
	YES   ☐  NO ☐

	If no, how many weeks early was the birth?
Click or tap here to enter text.


	What was the childs birth weight?
	Click or tap here to enter text.

	Did you or the birth mother feel low, sad or unhappy after the birth or experience postnatal depression?
	YES   ☐  NO ☐

	If yes, please give details
Click or tap here to enter text.



	Child’s developmental and behavioural history

	Early Temperament

	Was the child a cuddly baby?
	  YES   ☐  NO ☐

	Was the child able to make good eye contact?
	  YES   ☐  NO ☐

	Did the child settle into a good routine as a baby?
	  YES   ☐  NO ☐

	Were there any problems with sleep, feeding, crying or any other similar problems?
	  YES   ☐  NO ☐

	Did the child experience difficulties when separated from parent?
	  YES   ☐  NO ☐

	At what age did the child first smile at you?
	Click or tap here to enter text.


	Developmental milestones

	Were there any concerns that the child was developing slowly
	 YES   ☐  NO ☐

	Did they walk on their toes?
	YES   ☐  NO ☐

	Did the child have any delay with talking?
	YES   ☐  NO ☐

	How old was the child when they started using 2 word phrases?
	Click or tap here to enter text.


	Did the child have difficulty potty training?
	YES   ☐  NO ☐

	Coordination

	Have there been difficulties with the following:

	Tying shoelaces
	YES   ☐  NO ☐

	Doing up buttons
	YES   ☐  NO ☐

	Handwriting
	YES   ☐  NO ☐

	Riding a bike
	YES   ☐  NO ☐

	Using playgrounds
	YES   ☐  NO ☐

	Using a knife and fork properly
	YES   ☐  NO ☐

	Play and Social Relationships:

	As a toddler, did the child follow the parent around and try and copy behaviours? (dusting, washing up)
	YES   ☐  NO ☐

	Did the child try to draw attention to objects of interest to them by pointing at them?
	YES   ☐  NO ☐

	Did the child enjoy playing by themselves?
	YES   ☐  NO ☐

	Did the child need the parent to play with them more than other children of the same age?
	YES   ☐  NO ☐

	Did the child go to play groups/nursery?
	YES   ☐  NO ☐

	If yes, what age did they attend and did they enjoy attending?
Click or tap here to enter text.


	Did the child find it easy being left with other people?
	YES   ☐  NO ☐

	If yes, how did the child behave when they were left?
Click or tap here to enter text.

	Did the nursery make any comments about the child’s behaviour?
	YES   ☐  NO ☐

	If yes, please give details.  
Click or tap here to enter text.

	What games did the child enjoy?
Click or tap here to enter text.

	How old was the child when there were concerns that their behaviour was different from that of other children?
	Click or tap here to enter text.

	What was it about their behaviour that raised concerns that something was different?
Click or tap here to enter text.

	Did anyone escalate the concerns, to whom, and what advice was given?
Click or tap here to enter text.

	Current behaviour

	What are the main concerns NOW regarding the child’s behaviour? Please describe these, including any details about whether the child’s difficulties are triggered by people, situations, places or time

Click or tap here to enter text.


	What can make their behaviour easy to manage or less likely to occur?
Click or tap here to enter text.


	What can make behaviour worse?
Click or tap here to enter text.

	Do the bahaviours relate to the child’s mood (anxiety or anger)
Click or tap here to enter text.

	Does the child find it difficult to concentrate/pay attention?
	YES   ☐  NO ☐

	If yes, please give details.
Click or tap here to enter text.

	Does the child find it difficult to sit still when expected to do so?
	YES   ☐  NO ☐

	If yes, please give details.
Click or tap here to enter text.

	Can the child manage an unexpected change to their routine?
	YES   ☐  NO ☐

	If no, please give details.
Click or tap here to enter text.

	Can the child/young person easily follow instructions?

	YES   ☐  NO ☐

	If no, please give details: Click or tap here to enter text.


	Can the child/young person manage others having a different opinion to them?
	YES   ☐  NO ☐

	If no, please give details: Click or tap here to enter text.


	Is the child/young person able to take turns and wait for their turn? E.g. in a shop queue
	YES   ☐  NO ☐

	If no, please give details: Click or tap here to enter text.


	Diet

	What are the child’s favourite foods?
Click or tap here to enter text.
 

	What is the child’s most disliked food?
Click or tap here to enter text.


	Is the child comfortable to sit at the table and eat their meals with others?   YES   ☐  NO ☐



	Dressing

	Is the child able to dress themselves without any help?
	YES   ☐  NO ☐

	If no, please give details: Click or tap here to enter text.


	Sleep

	How would you describe the child’s current bedtime and sleep pattern? (e.g. do you find it difficult to get them to sleep)

Click or tap here to enter text.


	What time do they go to bed?
	Click or tap here to enter text.

	What time do they wake up?
	Click or tap here to enter text.

	Do they have nightmares or get up in the night?
	YES   ☐
  NO ☐

	Are they dry at night?
	YES   ☐  NO ☐

	Interests and achievements

	What are the child’s particular strengths? (e.g. sports, hobbies, interests, or social strengths like helping others, being kind)
Click or tap here to enter text.	


	What are their least favorite activities?
Click or tap here to enter text.	


	Does the child have any consuming or unusual interests? If yes, please give details.
Click or tap here to enter text.

	Social and emotional development

	How well does your child/young person get on with their siblings?

Click or tap here to enter text.


	Does your child/young person have friends
	YES   ☐  NO ☐

	Does your child/young person find it difficult to make and keep friends?
	YES   ☐  NO ☐

	Does your child/young person get many invitations to socialise with other children/young people?
	YES   ☐  NO ☐

	Do other adults find it easy to get on with the child?
	YES   ☐  NO ☐

	Is the child often aggressive? (e.g. do they swear, throw things, threaten to hurt or hit others)
	YES   ☐  NO ☐

	If yes, when does this happen?
Click or tap here to enter text.

	Does the child suddenly lose their temper in a way that is explosive and over the top?
	YES   ☐  NO ☐

	If yes, when does this happen?
Click or tap here to enter text.

	Do you think the child is sad and tearful more than other children?
	YES   ☐  NO ☐

	Does the child find it difficult to accept change or compromise? Are they easily upset when routines change?
	YES   ☐  NO ☐

	Does the child display remorse or regret if they have hurt someone?
	YES   ☐  NO ☐

	Does the child seem to lack understanding of when people are unhappy/unwell?
	YES   ☐  NO ☐

	Are the child’s/young persons’ friends of similar age, older, younger than them? Explain why you think this is.
Click or tap here to enter text.	

	Sensory

	Does the child have any issues with the following:

	Smell
	YES   ☐  NO ☐
	Details Click or tap here to enter text.

	Noise
	YES   ☐  NO ☐
	Details Click or tap here to enter text.

	Touch
	YES   ☐  NO ☐
	Details Click or tap here to enter text.

	Crowded places
	YES   ☐  NO ☐
	Details Click or tap here to enter text.

	School concerns

	Does the child have an EHCP?
	YES   ☐  NO ☐

	Does the child have Special Educational Needs?
	YES   ☐  NO ☐

	Does the child receive extra help in school/college/education setting?
	YES   ☐  NO ☐

	Have the school requested the child is collected early from school due to their behavior in class/school
	YES   ☐  NO ☐

	Has the child been officially excluded from school?
	YES   ☐  NO ☐

	If yes, please give details.
Click or tap here to enter text.

	Have the school expressed concerns regarding the child in the following areas:

	Learning
	YES   ☐  NO ☐

	Behaviour
	YES   ☐  NO ☐

	Relationships with other children
	YES   ☐  NO ☐

	How is the school/education setting trying to help the child?
Click or tap here to enter text.

	What do you think would help the child?
Click or tap here to enter text.

	Please indicate how worried you are about your child’s behaviour at home (1 NOT being worried and 10 VERY worried)

	1 ☐  
	2 ☐  
	3 ☐  
	4 ☐  
	5 ☐  
	6 ☐  
	7 ☐  
	8 ☐  
	9 ☐  
	10 ☐  

	Ask the child if they are worried about their behaviour at home (1 NOT being worried and 10 VERY worried)

	1 ☐
	2 ☐
	3 ☐
	4 ☐
	5 ☐
	6 ☐
	7 ☐
	8 ☐
	9 ☐
	10 ☐

	Ask the child if they are worried about their behaviour at school (1 NOT being worried and 10 VERY worried)

	1 ☐
	2 ☐
	3 ☐
	4 ☐
	5 ☐
	6 ☐
	7 ☐
	8 ☐
	9 ☐
	10 ☐

	Other Agency Involvement

	Please provide contact details of other agencies involved with the child or family. Tick the box to consent to our service making contact to progress the referral

	Service/Agency
	Name and contact information
	Consent to contact

	Click or tap here to enter text.
	Click or tap here to enter text.
	☐

	Click or tap here to enter text.
	Click or tap here to enter text.
	☐

	Click or tap here to enter text.
	Click or tap here to enter text.
	☐

	Click or tap here to enter text.
	Click or tap here to enter text.
	☐

	Thank you for taking time to complete this form. Comprehensive information is essential for our service to be able to triage efficiently and effectively.
Please now save this form as a PDF (to protect the contents) and send to the person making the referral (if you are not the referrer).



NELFT
Kent and Medway Single Point of Access
NHS 111 (Mental Health)
Children and Young People Emotional Wellbeing and Mental Health 
Maidstone Studios, Vinters Business Park, New Cut Road, Maidstone, Kent, ME14 5NZ
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