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Children & Young People’s Specialist 

Community Nursing Team

                            REFERRAL FORM
ALL SECTIONS MARKED WITH AN ASTERISK (*) MUST BE COMPLETED BY THE REFERRER.
INCOMPLETE REFERRALS WILL BE RETURNED.
 [TO BE COMPLETED IN BLACK INK]
	* Name of child: 
	* Date of birth:
	* Male / Female



	* Name of Next of kin: 
	Parental responsibility: Yes/No
	

	* Address:
                                                  
	*NHS No:

	* Post code:

	* Tel No: 
* Mobile:

* Email:
	Hospital No:

	
	GP code:                                                                                                                             

	* GP Name:                                           * Address:                                                                  

* Postcode:

* Tel No:                                                    Fax:                                                


*Have the family consented to this Referral?

Yes/No

	Other Professionals Involved
	Yes/No

Please indicate
	Name if Known
	Consent to contact

Yes/No
	Contact Number

	School/Nursery
	
	
	
	

	Social Worker
	
	
	
	

	Psychologist
	
	
	
	

	Psychiatrist
	
	
	
	

	Paediatrician
	
	
	
	

	*Health Visitor/ School Nurse
	
	
	
	

	Voluntary Services
	
	
	
	

	Parent Support Advisor
	
	
	
	

	Therapy Services
	
	
	
	

	Other
	
	
	
	


* Description of child’s diagnosis ……………………..………………………………………………………………………………………………………………………..……………………………….……………..…………………………………………………………………………..…………
* Does this child have a statement of Education Needs or EHCP?   Yes/No
(Please enclose a copy, as without this we may have to return the Referral Form)
*Is there a Child Protection Plan in place?

Yes/No

*Is the child in hospital? If so where are they & when are they due to go home? :
………………………………………….………………………………………………………………………………………………

……………………………………….…………………………………………………………………………………………………* Reason for referral: 
………………………………….………………………………………………………………………………………………………………………………………….………………………………………………………………………………………………………
……………………………………….…………………………………………………………………………………………………
……………………………………….…………………………………………………………………………………………………
……………………………………….…………………………………………………………………………………………………
……………………………………….…………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………….

NB: If you are referring for palivizumab – please note babies still in hospital at the start of the season will have their first antibody injection there. Discuss with in patient nursing staff.

 * Date of referral…………………………………………………………………………………………………………………
	* Are there any known risks to the worker?                                                   Yes / No

* Does this need further discussion with the referrer?                                 Yes / No

	* Name of referrer:………………………..………
* Designation:…………………………………….

* Address:……………..……………….……..........

…………………………...………………………………

………………………...…………………………………

* Postcode:………………………………………….

* Tel No:………………………………………..…….

E-mail:…………………..…………………….………

Fax No:………………………………………….…….
	Office use only                     Routine / Urgent

Initial referral / Internal Referral / Transfer / Message
Received on:……. / ……. / ……… at ……….. am / pm

Received by:………………………………………………….

Method:  Visit / Form / Letter / Telephone / E-mail

Date of first contact:………………………………………


Please return this referral form to:
Children & Young People’s Specialist Community Nursing Team

Jennyfields Health Centre

Grantley Drive

Harrogate

HG3 2XT

hdft.ccnt@nhs.net
    Tel  No: 01423 557510

If you emailing the referral and having difficulties please call the team number
PLEASE ENSURE BOTH SIDES OF THE FORM ARE COMPLETED
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