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Gordon McKay
Child Development Unit

Elizabeth GP Plus
Referral Form

OFFICIAL

Gordon McKay Child Development Unit (CDU) provides a tertiary complex multi-disciplinary team
assessment of children under 8 years of age, within the catchment area, whose development is of a
concern in three or more areas. Please feel free to contact us if you are unsure whether our CDU is the 
correct CDU for your referral.

What services do we offer?
• Autism Spectrum Disorder Assessments
• Developmental Team Assessments
• Fetal Alcohol Spectrum Disorders (with completed FASD Referral Appendix)

Who can refer to the CDU?
➢ Medical Professionals: General Practitioners, Paediatricians, CaFHS, Community Medical Officers.
➢ Allied Health Professionals: Speech Pathologist, Occupational Therapist, Psychologist,

Physiotherapist, Developmental Social Workers.
➢ Care Education Leadership teams in consultation with DfE support workers e.g. Speech Pathologist,

Psychologist, Special Educators, Catholic Educators, Association of Independent Schools SA Special
Education Consultants/Advisors.

Before you refer…
Please consider supporting the family to access other services that can provide various supports before a
formal diagnosis may be appropriate. These services may include:
• Children’s and Families service (access to speech pathology, occupational therapy, physiotherapy, 

social work and developmental supports).
• GP or Paediatrician. 
• Kudos services (children under 6 years of age do not need a formal diagnosis to access NDIS funding,

if deemed eligible).
• Department of Education (psychology and speech pathology supports).
• Private therapists such as occupational therapists, speech pathologists and psychologists can offer

opinions and strategies, before seeking CDU assessment. 

GORDON MCKAY ELIGIBILITY CRITERIA
This child is under the age of 8 at time of completing this referral? Yes  No 
This child has not had a previous assessment within the last 2 years? Yes  No 
This child lives within the Gordon McKay CDU catchment area (refer to catchment area map)

Yes  No 
If you have answered NO to any of the above questions, do not continue with this form. You may need to
contact another CDU (see Women’s and Children’s CDU for children over 8 years old and outside Northern
Catchment area). Please contact Gordon McKay CDU directly with any questions.

Gordon McKay Child Development Unit, GP Plus Elizabeth
Open Tuesday – Friday, 9am – 4pm

Phone: 7485 4094
Email:  health.gordonmckaycdu@sa.gov.au
Fax: 7485 4011

Gordon McKay Child Development Unit (CDU) provides a tertiary complex multi-disciplinary team 
assessment of children under 8 years of age, within the catchment area, whose development is of a 
concern in three or more areas. Please feel free to contact us if you are unsure whether our CDU is the 
correct CDU for your referral.

What services do we offer?
• Autism Spectrum Disorder Assessments
• Developmental Team Assessments
• Fetal Alcohol Spectrum Disorders (with completed FASD Referral Appendix)

Who can refer to the CDU?
➢ Medical Professionals: General Practitioners, Paediatricians, CaFHS, Community Medical Officers.
➢ �Allied Health Professionals: Speech Pathologists, Occupational Therapists, Psychologists, 

Physiotheraptists, Developmental Social Workers.
➢ �Care Education Leadership teams in consultation with DfE support workers, e.g. Speech

Pathologists, Psychologists, Special Educators, Catholic Educators, Association of Independent 
Schools SA Special Education Consultants/Advisors.

Before you refer …
Please consider supporting the family to access other services that can provide various supports before a 
formal diagnosis may be appropriate. These services may include:
• �Children’s and Families service (access to speech pathology, occupational therapy, physiotherapy, 

social work and developmental supports).
•  GP or Paediatrician.
•  Kudos services (children under 8 years of age do not need a formal diagnosis to access NDIS funding,

if deemed eligible).
• �Department of Education (psychology and speech pathology supports).
• �Private therapists such as occupational therapists, speech pathologists and psychologists can offer

opinions and strategies, before seeking CDU assessment.

GORDON McKAY ELIGIBILITY CRITERIA
This child is under the age of 8 at the time of completing with referral?	 Yes  o    No  o
This child has not had a previous assessment within the last 2 years?	 Yes  o    No  o
This child lives within the Gordon McKay CDU catchment area (refer to catchment area map)

Yes  o    No  o
If you answered NO to any of the above questions, do not continue with this form. You may need 
to contact another CDU (see Women’s and Children’s CDU for children over 8 years old and outside 
Northern Catchment area). Please contact Gordon McKay CDU directly with any questions.

Gordon McKay Child Development Unit,  
GP Plus Elizabeth
Open Tuesday - Friday, 9am - 4pm

Phone: 7485 4094
Email: health.gordonmckaycdu@sa.gov.au
Fax: 7485 4011
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NORTHERN ADELAIDE LOCAL HEALTH NETWORK

ELIZABETH GP PLUS
REFERRAL FORM

GORDON McKAY  
CHILD DEVELOPMENT UNIT

CHILD’S NAME: _______________________________________________    DATE: ________________________

DOB: ___________________________      AGE: _________________      GENDER: ________________________

ADDRESS: ____________________________________________________________________________________

POSTAL ADDRESS: (if different from above)

______________________________________________________________________________________________

PARENT / CARER DETAILS

Name: Name:

Phone: Phone:

Email: Email:

Indigenous? (Aboriginal/Torres Strait Islander): ___________________    Ethnicity:_ ______________________

Primary Language Spoken at Home: __________________________    Interpreter Needed:  Yes  o    No  o

Referrer Name: _______________________________________________________________________________ 

Profession: ________________________________   Agency:__________________________________________

Address: ______________________________________________________________________________________

Email: __________________________________________________    Phone:_ ____________________________

As the referrer, it is your responsibility to assist the family to complete and return CDU questionnaires and 
other documentation required for their assessment. If we are unable to contact the family, we will contact 

you to request your support. Please feel free to contact the CDU if you have any concerns.

Signature: ______________________________

Does the child meet our criteria for 3 or more areas of developmental concern? Tick all which apply

o Query for Global Development Day
o Speech and Language problems (Excluding stuttering)
o Fine Motor (hand writing, cutting, manipulation and dexterity)
o Gross Motor (locomotor, ball skills, coordination, climbing, motor planning)
o Sensory Processing
o Socialisation problems (not relating to peers, poor play skills, parallel play)
o Restrictive/repetitive behaviours (repetition, inflexible, routines, posturing)
o Complex Medical Issues

Gordon McKay CDU does NOT accept referrals for the following (unless occurring in conjunction with 3 or 

more of the above criteria):

o Learning difficulties o Aggressive and/or violent behaviours

o Stuttering o Attention Deficit Hyperactivity Disorder

o Faltering growth o Auditory Processing Disorder

o Toileting / Constipation o Anxiety / Depression / Paranoia

GORDON McKAY CDU REFERRAL FORM
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Is the parent/caregiver aware of this referral application?	 Yes  o    No  o
Has the child been registered with the NDIS?	 Yes  o    No  o
Is the child currently accessing therapeutic supports e.g. Speech, Occupational Therapy,
Psychology Report?  If yes, please attach all reports	 Yes  o    No  o
Has the parent/caregiver signed the Authorisation to obtain/release Information form?	 Yes  o    No  o

Reason for CDU Referral:

o  Autism Spectrum Disorder Assessment                    o  Developmental Assessment

o  �Fetal Alcohol Spectrum Disorder (FASD) – Referrals for FASD require the FASD Referral Appendix 
completed. Please contact Gordon McKay CDU on 7485 4109 to request this form.

Is there anything you would like to share that will support us in providing a holistic assessment for 
this child? Whatever you write here will remain confidential and will not be disclosed with the family 
(e.g. social complexities, adverse childhood experiences, school attendance). Everything else 
included in this referral may be shared and written in the final report. 

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Is the child under Guardianship of the Chief Executive?   Yes  o    No  o

Caseworker:___________________________________________________________________________________

DCP Office: ___________________________________    Phone:________________________________________

Has the child had a Comprehensive Health Assessment?    No o    Yes o – Please attach to referral

Has the child been in a stable placement for at least 12 months?    Yes o    No o – Please call to discuss

Please attach the child’s Long Term Case Plan and History of removal?    Yes, attached o

Are there any Family Court Orders currently in place?    No o    Yes o – If yes, please attach a copy

PLEASE DESCRIBE THE PRESENTING PROBLEMS / AREAS OF CONCERN:
(including medical, developmental and educational concerns, if applicable)
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NORTHERN ADELAIDE LOCAL HEALTH NETWORK

ELIZABETH GP PLUS
REFERRAL FORM

GORDON McKAY  
CHILD DEVELOPMENT UNIT

PLEASE DESCRIBE ANY DIFFICULTIES THE CHILD IS HAVING IN THE FOLLOWING AREAS –
Please tick boxes the apply AND provide examples or descriptions
Please describe the child’s general health:
Previous diagnoses:

Previous Medical History:

Current medications:

SPEECH & LANGUAGE UNDERSTANDING OR USE:
Please attach the child’s most recent speech and language assessment and/or speech pathology reports

Does the child:   o not yet speak with words   o use 1-2 word sentences   o have difficulties talking   o is hard to 
understand   o doesn’t follow instructions   o doesn’t understand instructions

Please describe:

SOCIAL-EMOTIONAL RECIPROCITY:
Does the child:   o have back and forth conversations   o one-sided conversation   o respond to their name 
o bring things to show you   o respond to praise   o offer comfort to others   o play games with others
o share enjoyment and excitement with you   o initiate conversation with others

Please describe:

USING OR UNDERSTANDING GESTURES OR BODY LANGUAGE:
Does the child:   o give eye contact   o use gestures (e.g. point, wave, high-5, shrug)   o use varying facial 
expressions   o understand/respond to adult’s gestures   o show their emotions/feelings via body language

Please describe:

FRIENDSHIPS:
Does the child:   o have preferred friends at childcare/school   o play cooperatively   o joins in others play    
o unaware of being teased   o doesn’t like being in groups   o play with same aged peers

Please describe:

PLAY:
Does the child:   o play alone   o line up, groups, stack or sort toys   o play with things in unusual ways (e.g.  
collect sticks, repetitive in/out play, spinning)   o focus on particular parts of toys   o lack imagination

Please describe:
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STEREOTYPED SPEECH OR MOTOR MOVEMENTS:
Does the child use:   o echolalia   o jargon   o rote learnt phrases   o spin, jump, rock body   
o pronoun reversal (e.g. saying “you” for “I”)   o line up, group or colour-sort toys   o flap hands   o grimace face
Please describe:

SELF-HELP SKILLS:
Does the child need extra support with:   o toileting   o dressing   o eating   o grooming (e.g. hair cutting, teeth 
brushing)   o bathing/showering   o other _________________________________________________________________
Please describe:

BEHAVIOUR:
Do they engage in any:   o aggression towards others   o self-harm or aggression   o kicking, hitting, etc.    
o hurting animals   o running away   o dangerous behaviour   o are the triggers for the behaviour known?
Please describe:

INTENSE OR UNUSUAL INTERESTS:
Such as:   o dinosaurs   o trains   o numbers / shapes   o animals   o other __________________________________
Please describe:

COPING WITH CHANGES:
Any challenges with:   o relief teachers   o unexpected routine changes   o change in plans   o transitioning from 
school to holidays and vice versa   o going on holidays   o moving/changing furniture in the home
Please describe:

SENSORY PROCESSING RESPONSES:
Please describe the child’s responses to:
Touch –
Noise –
Vision –
Movement –
Taste –
Pain – 

KINDY / SCHOOL PROGRESS:  e.g. learning concepts, numeracy/literacy progress, school readiness skills, etc.
Please describe:
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NORTHERN ADELAIDE LOCAL HEALTH NETWORK

ELIZABETH GP PLUS
REFERRAL FORM
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CHILD DEVELOPMENT UNIT

ATTENTION AND CONCENTRATION:

Do they have difficulty with:   o attending to instructions   o mat/group time   o sitting to work   o needs extra  
help for tasks  o finishing work before moving on   o need instructions repeated

Please describe:

GROSS & FINE MOTOR SKILLS:

Any concerns regarding the child’s:   o jumping   o climbing   o strength   o ball skills   o can be clumsy 
o finishing work before moving on   o need instructions repeated

Please describe:

SLEEP:

Any concerns with:   o night time routine   o take a long time to fall asleep   o waking during the night 
o sleeping in own bed   o wakes up tired or too early      o not enough sleep

Please describe:

DIET:

Is the child:   o a picky eater   o sensitive to certain textures   o eats only a small variety of food

Please describe:

Is there any other information you would like to add to assist in this child’s assessment?

Final Checklist
To assist us in being able to triage your referral as quickly as possible, please help us by doing the following 
(where applicable):

o  �Supporting the family to complete, and/or providing them with the Parent Questionnaire. You may return 
this to us along with this referral.

o  �Attach any recent assessments, reports, letters, documentation from NDIS therapists, Paediatricians, 
Teacher, etc, along with this referral.

Please return this referral form to Gordon McKay CDU via one of the following options  
(email preferred):

Email: health.gordonmckaycdu@sa.gov.au  (preferred method)
Post: Post Office Box 425, Elizabeth SA 5112

Fax: (08) 7485 4011
Northern Adelaide Local Health Network – Gordon McKay Child Development Unit
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