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CHILDREN & YOUNG PEOPLE’S ASTHMA EXTERNAL REFERRAL FORM
	PATIENT DEMOGRAPHICS

Name: Full Name 
DOB: Date of Birth 
NHS Number: NHS Number 
Address: Home Full Address (single line) 
Telephone Number: Patient Home Telephone 
Mobile Number: Patient Mobile Telephone 
Parent/Guardian Details:



	GP: Usual GP Full Name 
Practice: Usual GP Organisation Name 


	
	School: 

Year: _____  



	
	REFERRERS DETAILS:

Name of referrer: Current User 
Job Title: 

Ward/Department: 

Telephone Number: 

Date referral sent: Short date letter merged 



	CURRENT ASTHMA MEDICATION

	Drug 
	Dose / Frequency
	Form / Device
	 Adherence / Comment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Other Medications:

Medication 




	SAFEGUARDING 

KNOWN TO SOCIAL CARE?  Yes ( No (
CP PLAN (  CIN (  LAC (  SGO (  OTHER (
	Reason for Referral/ last admission details:
HDU admission requiring IV therapy (IV magnesium Sulphate, IV Aminophylline, IV Salbutamol) (
Any child with Asthma where there are concerns with adherence, compliance or further education needed (
Multiple attendances to A+E with Asthma or VIW (
Other - 


	
	


Consultations 

Please send referral form to wfccn@nelft.nhs.uk

Please send referral form to wfccn@nelft.nhs.uk
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