CHILDREN’S COMMUNITY NURSING SERVICE

Referral Form
Referral to (please circle) CCN Team – LCH, PHB, GH, Macmillan Nurse, Diabetes Team
PLEASE COMPLETE IN FULL IN ORDER FOR REFERRAL TO BE ACCEPTED (required for all referrals)
*CCN to complete
	Name:                                                                 M/F
DOB:

Address:

Tel No:

Mob No:

NHS No:

Overseas Visitor:  Y/N
	Date Referred:
Referred From:                        

Contact name:

Tel No:



	
	GP Name:

Address:

Tel No:

Fax No:



	Discharge Address if Different (whose):
	Health Visitor/School Nurse:

Tel No:

	
	Social Worker:

Tel No:

	Names of Parent/Carer:
Relationship to Child:

Parental Responsibility? Y/N. If no, who has:

Are Family Aware of Referral:
Y/N

	Consultant:

Hospital:

Tel No:

	Diagnosis:
*ACT Group (circle)                           * ICD10 Code

1  2  3  or 4
	Reason for Referral:

	Medication on Discharge:
Weight:
	Allergies:


	Religion:

Language Spoken:
	School/Nursery:

Ethnic Origin


	Risk Assessments

	Lone Worker Safety/Access Issues:

Physical or Verbal Aggression
(
Environmental Risks
(
Family History re Professional Visitors
(
Parking/Access Issues
(
Self Harm
(
Infectious Diseases
(
Safeguarding Issues
(
 Pets
(


	Other Household Occupants: 

Full Name
            Relationship
	How Long Resident at Above Address


   PLEASE TURN OVER AND COMPLETE
	Have home equipment needs been identified?

Please refer to and attach appropriate completed relevant checklist: (diabetes, IVs, enteral feeding, suction)


	Yes/No
	Date Completed
	Nurse/Signature

	All equipment/supplies (7 days supply) obtained and available in the home?
	
	
	

	Have parents/carers received training and been assessed as competent to use equipment ?
Copy of competence received by CCN ?
	
	
	

	Have the child’s care and the family’s learning/training needs been identified and discussed with them and documented in the nursing notes?


	
	
	

	Parents observed, practiced and assessed as willing and competent to undertake procedure?

Written supporting information given?
	
	
	

	ANY CHILD WITH MULTIPLE AND/OR COMPLEX HEALTH CARE/SOCIAL NEEDS MUST HAVE A DISCHARGE PLANNING MEETING
Professionals notified of MDT/Name of Nurse Planning Discharge:

· Community Children’s Nurse

· Named Ward Nurse attending

· GP

· Health Visitor and/or Specialist Liaison Health Visitor

· CWDT/Social Worker

· Physiotherapy

· Speech Therapy

· Dietician

· Occupational Therapy

· TAC/ESCO

· Complex Care Manager

· Other

Date of 1st Discharge Planning Meeting:

Proposed Discharge Date:

Date(s) of Further MDT Meetings:

Additional Information


	
	
	


