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          REFERRAL FORM FOR ASSESSMENT BY THE 0-19 TEAM


                              

Please e-mail completed form to 
Thgpcg.healthvisitingduty@nhs.net (Referrals for: 0-5 years)
Thgpcg.schoolnurses@nhs.net (Referrals for: 5-19 years)

Date of referral:Click or tap to enter a date. 





Section A: Child’s Details: Mandatory/Essential[bookmark: child_name][bookmark: child_DOB]Name of child or parent:  Click or tap here to enter text.       		Date of birth: Click or tap to enter a date.   

NHS Number Click or tap here to enter text. (if known)  	            	             *Safeguarding Plan: ☐Yes  ☐No

Current Address: Click or tap here to enter text.

Telephone:Click or tap here to enter text. 
GP: Click or tap here to enter text.

Interpreter required (parent/child): ☐ Yes ☐ No      Language: Click or tap here to enter text. 
Has the parent/carer given their consent for this referral?   ☐Yes ☐ No
Nursery School attended (if applicable): Click or tap here to enter text.



















Section B - Reason for referral (essential field) (Please be specific)




















Section C - Details of person making referral[bookmark: referer_name]Name: Click or tap here to enter text.                               Job title:Click or tap here to enter text.
Email address: Click or tap here to enter text.		Contact number: Click or tap here to enter text.















Clinical Triage (for 0-19 service use only)

Date Triaged: Click or tap to enter a date.

Triaged by - Name:Click or tap here to enter text.  Designation: Choose an item.

Locality Choose an item. 

Urgency:Choose an item.
Action Taken at time of triage and reasons for priority level:
Urgent: Contact by Duty SCPHN ASAP and follow up organised within 48 hours
Priority: Escalated to LCM for priority allocation and follow up with the same week
Non-Urgent: Added to allocation list or offered earliest clinic appointment in any locality
Routine: Added to allocation for contact at next universal contact or added to next available clinic list in home locality. 












REPLY SLIP to Referrer




 Date:Click or tap to enter a date.


(Regarding your referral to the 0-19 service)


To Referrer: Click or tap here to enter text.                                                          

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



Date seen: Click or tap to enter a date.

Action Plan:


Name of 0-19 practitioner: Click or tap here to enter text.
Contact email:Click or tap here to enter text. mobile number: Click or tap here to enter text.
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