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To make a referral send this form to:  

Special School Nursing Service

Email: WFSpecialSchoolNursing@nelft.nhs.uk
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SPECIALIST CHILDREN’S HEALTH SERVICE REFERRAL FORM
REFERRAL TO SPEClAL SCHOOL NURSING

This referral may be returned if all sections are not fully completed.  

Please write clearly in black ink.
	Section 1
	Person Making Referral:

	Name:
	
	School:
 

	Job Title:
	
	

	Telephone: 
	
	

	Email
	
	

	Section 2
	Child / Young Person’s Details

	Child’s Name:


 

    (Surname)

(First Name)              
	M X    F  FORMCHECKBOX 

	Date of Birth:          /          /

	Address: 




	Postcode: 

	Language: English and Urdu

	Home Telephone: 


	Interpreter required:      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Subject to Child Protection Plan / Child In Need:       Y  FORMCHECKBOX 
        N  FORMCHECKBOX 

	Religion:  

	LAC Status: 
	Ethnicity:  

	

	Nationality: 

	Section 3
	Parent or Carer’s Details

	Who has parental responsibility? 

	Parent / Carer’s Name: 

	Relationship: 
	Telephone:
 


	
	Mobile:



	Section 4
	Reason for referral and explanation of concerns including specific functional, sensory, motor difficulties, health, mental health or social needs or any identified risks:

	
	

	

	Section 5
	Information Sharing And Consent

	Has the referral been discussed with the parent or carer?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Signed (referrer): 



Name: 

Date: 
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