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Referral to School Nursing (5-19 years)

Name/Surname: 
Date of Birth: 
Ethnicity: 

Address: 
Postcode: 
School: 
G.P Name/Address: 
Name Parent/Carer:

Email:
Young person telephone:

Parent/Carer    telephone: 
----------------------------------------------------------------------------------------------------------------------------------
Interpreter required? 
Child in Need?

Child Protection plan?      

Child looked after?    
Education Health care plan?

SEN?

Disability?
Yes  What Language?  No 
Yes   No 
Yes   No 
Yes   No 
Yes   No 
Yes   No 
Yes   No 
----------------------------------------------------------------------------------------------------------------------------------
Agencies involved? Yes  If yes please include contact details?  No 
	Agency/Professional 
	Contact Details

	
	

	
	

	
	


----------------------------------------------------------------------------------------------------------------------------------
Parent/carer aware & consented to referral               Yes  No 
(If No, referral will be rejected unless C&YP is Gillick competent)
Has referral been discussed with the young person? Yes  N/A  No 
----------------------------------------------------------------------------------------------------------------------------------
Reason for Referral:  Click here to enter text.
----------------------------------------------------------------------------------------------------------------------------------
Relevant Background Information: (e.g. Length of time problem has been an issue, health/ medical condition/ shielding information, family situation, other services etc.) Click here to enter text.
----------------------------------------------------------------------------------------------------------------------------

Which intervention is required? 

Health assessment         
Referral to other Health Services         
                       Care Plan 
Emotional wellbeing support    
Relationships & Sexual health          
Healthy Lifestyle          
Enuresis (night time wetting) 
(see below for COVID related Wellbeing referral)
----------------------------------------------------------------------------------------------------------------------------------
COVID related Wellbeing Clinic                           (following criteria to be met)
1. C&YP/parent has concerns related to COVID-19 that will impact on the child attending school.

Click here to enter text.
2. C&YP/parent has concerns related to COVID-19 that impact on undertaking activities of daily living.

Click here to enter text.
3. C&YP has expressed worries/anxieties related to COVID-19 impacting on emotional regulation.

Click here to enter text.     
Clinics are held every Wednesday afternoon. Clients will be sent a text with a time to expect a telephone call. If referrals exceed clinic capacity, the referrer will be informed by email, and a letter will be sent to the client with details of the School Nurse texting service for the client to make contact with the service by text.     
----------------------------------------------------------------------------------------------------------------------------------
Name of referrer:   Click here to enter text.       Designation: Click here to enter text.
Date of referral:  Click here to enter text.          Telephone: Click here to enter text.

Email:
Depending on the need we aim to give you some feedback within four weeks of receiving the referral form. 

Please email the completed form to:  gst-tr.SchoolNurseSPE@nhs.net 
If you require further information please contact the School Nursing Access point on:

0203 049 4777.

----------------------------------------------------------------------------------------------------------------------------------
Office Use Only 
General Referral Only
Triaged / accepted by: 

Designation: 

Date: 

Priority:  High (0-1 week):       Low (4 weeks): 
State reason if rejected? 
Healthy Child Status:
School Nurse Team: 
Allocated Nurse: 
Letter to be generated? Yes   No 
Clinician Use Only

COVID Related Referral Wellbeing Clinic Only
· Triaged / accepted by: 

· Designation: 

· Date: 
Rejected Referral:   Yes   
· State reason 
· Letter with ChatHealth details to be generated for (check consent): 
C&YP                     

Parent/carer           

Both                       
Accepted Referral: Yes   
· Healthy Child Status:

· Letter with clinic appointment to be generated for (check consent): 
C&YP                   

Parent/carer         

Both                     
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