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Children & Adults

Community Health Services

YOUR SOHOOL NURSE 1S VISITING




Please fill in your child’s details below and return this leaflet to the main school
office.
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Appendix 3

Referral form to be used by the school for all children/young people contacts with the school nursing
team e.g. drop in sessions.

SCHOOL REFERRAL FORM INTO SCHOOL NURSING

} Name of Child: Child's Date of Birth: Gender: M/F
: Ethnicity:
Child's Address:
NHS Number:
Child’s School and Address: Child’s GP, Address & Tel No.:

Parent/Carer’s Name:
Day-time contact number:

Parental Responsibility: Is the above named child a Looked After Child/Child
Protection? Yes/ No

Reason for request (please use additional sheet if necessary)?

Name of professional making this referral (Print Name):

Professional’s Signature: Professional’s Title:

Designation/School:

Professional’s Contact No: Email address:

THIS SECTION MUST BE COMPLETED BY PROFESSIONALS

*1s the Parent/Carer of the above named child aware of this referral?

*Does the Parent/Carer understand the reason for this referral?

*If answered no to either of the above questions please contact the Schoo! Nursing Team o discuss.




THIS SECTION MUST BE COMPLETED BY PARENT/CARER/COMPETENT CHILD

Yes, | agree to this referral made to Luton School Nursing Service.

Parent/Carer’s Signature:

Date:

Competent Child’s Signature:

Date

Please return comkiefgdform to:

Contact No: 0333405 0088

Luton School Nursing Serv{cg, Futures Houg'e',:M_drsh Farm, Luton, LU3 3QB

SRF/SCHNURSE Nov15




