Division of Child and Adolescent Psychiatry
Red Cross Children’s Hospital and
University of Cape Town

46 Sawkins Road, Rondebosch 7700
Referral Form Tel. 021 685 4103
Tel. 021 685 5116 Fax 021 689 1343

Folder Number: Queries: DCAP@westerncape.gov.za

rhank you for completing this form. Please note that if a child/adolescent is failing or having scholastic problems only,
s/he should be referred to the school educational psychologist.
The child/adolescent and family remain in the care of the referral agency until an appointment is kept with us.
In an emergency, contact with us may facilitate an earlier appointment.

Child/adolescent’s name: Date of birth:

Address: Home tel. no.:

sex: 1.IM oL JF  Home language: 1DEninsh ol |Afrikaans sl |Xhosa 4D0ther(s)
Ethnic background/race: [ IBlack 2l Icoloured sl lindian <[ lwhite s lother sl IPrefer not to answer
Medical aid: 1| JYes [ INo

Next of kin: 1DMother zDFather 3DGuardian 4DState 5DOther

Father’s name: Tel.: (w) (cell)

Marital status: 1DSingIe o IMarried sl IDivorced 4 lwidower Number of dependants:
Ethnic background/race: [ IBlack 2l Icoloured sl lindian <[ lwhite sl lother sl IPrefer not to answer

Religion: \[_JAfrican Traditional | Ichristian sl JHindu 4l lJewish sl IMosiem sl INone <l lOther

Employer: Occupation:

Income: 1 JR1 000 to R29 999 [ |R30 000 to R59 999 s JR60 000 to R99 999 .| |R100 000+

Mother’s name: Tel. (w) (cell)

Marital status: 1DSingIe ol IMarried sl |Divorced 4 Jwidow  Number of dependants:
Ethnic background/race: [ IBlack 2l |coloured sl lindian «[ white s|_lother ¢ IPrefer not to answer

Religion: [_|african Traditional 2| IChristian sl JHindu 4l Joewish s IMoslem sl INone <[ lother

Employer: Occupation:

Income: :[_JR1 000 to R29 999 [ |R30 000 to R59 999 3| |R60 000 to R99 999 4 |R100 000+

Guardian’s name: Tel.: (w) (cell)

Marital status: 1DSingIe 2| IMarried sl IDivorced 4 lwidow/er Number of dependants:
Ethnic background/race: [ IBlack 2l |coloured sl lindian «[ lwhite sl lother ¢ IPrefer not to answer

Religion: [ |African Traditional | Ichristian sl JHindu 4l lJewish sl IMoslem [ INone [ lother
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Employer: Occupation:

Income: 1_JR1 000 to R29 999 2| |R30 000 to R59 999 s |R60 000 to R99 999 .| |R100 000+

State: Tel.: (w) (cell)
Other: Tel.: (w) (cell)
Name of school: Phone: Grade:

What concerns you about this child/adolescent?

Duration of problem:

Significant events or stressors:

Why is help being sought now?

Who is concerned? 1| IMother 2l IFather s School 4 JSocial agency s._|Clinic _lOther:

Which of the following factors are contributory? 1DDeveIopmentaI zDEmotionaI/famin s|_ISocial circumstances

What help has been offered by you or others?

Is the family known to any social agency? Please specify:

What change do you expect this service to effect?

What reasons have you given the family for this referral?

Please provide details of the following aspects of the child or adolescent’s personal history:

Birth history and milestones:

Ilinesses, injuries, operations:

Physical examination:

Scholastic progress: Grades failed: __
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Please provide details of the following aspects of the child or adolescent’s family history:

Family composition:

Family medical and psychiatric history:

How willing is the family to become involved in treatment? 1DVery willing 2 Juncertain 3DUnWiIIing

Are you able to assist in the management? Please elaborate

Referred by: (Please print)

Name: Profession:
Address: Tel.:
Agency: Signature: Date:

Any additional information:




