	Newham Children’s Community Service – Asthma and IV Project
Call 0207 059 6700

	Details of Patient Referred: (Place sticker)
[bookmark: _GoBack]Child’s Name:_____________________________________

NHS:____________________________________________

Gender: (circle)  Male   Female

D.O.B________________

Parent/ Carer’s Name______________________________


Client’s Address:__________________________________
_______________________________________________
Telephone number: 1.______________________________
2.______________________________________________
Nature of referral:               (See Criteria on Back)
Intravenous Medication   [image: ]  
Asthma / Pre-School Wheezer                          
	Details of person making the referral:
Name of referrer:__________________________
Job Title:_________________________________
Ward/Department:________________________
Telephone number:_________________________
Date referral  sent:_________________________
Is the client under safeguarding?: Y/N            If yes, Details:__________________________________________________________________________________________________________________________________________
Date of admission:_________________________________

Supporting documents: Please provide
Discharge summary:   [image: ] 

	Intravenous Medication: 
Medication:  1.___________________ 2.__________________
Dose:              1.___________________ 2.__________________
Time to be given:
Type of Access:  Hickman         PICC line  [image: ]      Port-a-cath  [image: ]       Cannula  [image: ]         Date of insertion:_____________
Supplies to be given:    Drug chart [image: ]        Medication   [image: ]       Saline/Heparin/WFI [image: ]     Sharps Bin   [image: ]   Syringes[image: ]


	Respiratory Referral: 
Any PICU admission?  ________________
Number of admissions/ED attendances  in the last 12 months: ________________________________________________

Current Medications/treatment:________________________________________________________________________
Weaning Plan Provided [image: ]     Has 48hr GP review been booked? Y/N     
Follow up booked/Referral to Respiratory team at RLH: [image: ]

	Reason for referral/medical history:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
For CCNT USE ONLY:
Date referral received:_____________ Triaged by:___________________    Signature____________________ Contact made: Y/N    Planned Visit___________________    Priority:    ______________                       
Named Nurse:_______________________    Date:____________Admin staff admitting patient:__________________


  
Please return both pages of this form to:
Email:  elt-tr.CCNSNewham@nhs.net or Fax: 0207 059 6701

Criteria for Asthma and Intravenous 

Asthma
Either a definitive Asthma diagnosis or Wheeze and meet one or more of the criteria below 
· PICU Admission in the last 12 month
· Required IV therapy this admission (e.g IV magnesium, IV Salbutamol, IV aminophylline) Not antibiotics 
·  2+ attendances to A&E in the last 6 months 
· Newly diagnosed asthmatic this admission or attendance
· Any Asthmatic child where there is concerns with adherence and compliance (by parents/child) leading to multiple attendances. 
Intravenous therapy
· A child that clinically stable and is afebrile who requires ongoing intravenous therapy 
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