

[image: A logo for a nursing service

AI-generated content may be incorrect.][image: A black text on a white background

AI-generated content may be incorrect.]


0-19 Public Health Nursing Service Referral Form
Section A : C/YP Details
	CHILD/YOUNG PERSON DETAILS

	Full Name: 
	

	DOB:
	
	Ethnicity:
	

	NHS Number (if known):
	
	First Language:
	

	Gender at birth: 
	☐ Female
☐ Male
	Identified gender, if different:

	Home Address 
	


	Early Years/ Educational setting
	


	Any communication or access needs for C/YP or Parent/Carer(e.g. SEND needs/ interpreter)
	



Additional information:
☐ EHCP    ☐ Neurodivergent Diagnosed  
☐ Neurodivergent Awaiting assessment

	Are they open to social care:
	☐ Yes      ☐ No

If Yes:
☐ Child Protection       ☐ Child in Need 
☐ Child in Care          ☐ Early Help

Name of professional (if known):

	Are there any other agencies currently working with the C/YP or family
	☐ Yes     ☐ No

	If yes:
	Organisation:

	
	Name of professional:

	
	Tel No/ Email:



	PARENT/CARER DETAILS

	Parents/Carer name(s) (please specify relationship to C/YP)
	

	Telephone number(s)
	

	Who has parental responsibility (if known)
	



To direct you to the correct referral form, please select the age bracket of the child/young person you are referring? 
· 0 up to 5 years (Section B & D ONLY)  
· 5 years up to 19 years (Section C & D ONLY) 
[bookmark: _Hlk119327570]
[bookmark: Page2Section]Section B: 0-  up to 5 years
	CONSENT

	Please confirm consent has been obtained by the child’s parent or guardian. 
☐ Yes         ☐ No 

	Name of person giving consent
	

	Date consent was obtained
	



	REFERAL DETAILS

	Brief reason for referral: 
	




	Duration of concern or issue:
	


	What has already been tried/implemented:
	





	Type of support being requested:
(tick all that apply)
	☐  Behaviour
☐ Development Review 
☐ Diet/Introducing Solids 
☐ Home Safety /Accident prevention
☐ Infant Feeding 
☐ Infant Mental Health 
☐ Parental mental health
☐ Safeguarding  
☐ School Readiness
☐ Sleep
☐ Toilet Training
☐ Weight Review
☐ Other  -Please Specify:




	Relevant history: 
	





	Any other information you feel we may need to be aware of:
	







[bookmark: Page3Section]Section C: 5 - 19 years
	CONSENT 

	Please confirm consent has been obtained by one of the following (tick all that apply): 
☐ Parent/Carer       ☐ Young Person

	Is the young person aware of the referral?
	☐ Yes         ☐ No

	Name of person giving consent
	

	Date consent was obtained
	



	REFERAL DETAILS

	Type of support being requested:
(tick all that apply)
	☐ Behaviour
☐ CDS (condom distribution scheme)
☐ Continence (Toileting first line advice)
☐ Dietary advice / Weight Management / Healthy lifestyles support
☐ Emotional health and well-being
☐ Healthy relationship advice
☐ Medical issues (first line advice & signposting)
☐ Oral health
☐ Personal hygiene
☐ Puberty
☐ SEND neurodiversity support (first line advice & signposting)
☐ Sexual health
☐ Sleep
☐ Smoking advice / Vaping/ Substance Misuse (first line advice & signposting)
☐ Other  -Please Specify:




	Brief reason for referral: 
	




	Duration of concern or issue:
	
	 School Attendance Percentage:
	

	What has already been tried/implemented:
	School:




	Parent/Carer:

	Any other information you feel we may need to be aware of:
	



	Other Services / Professionals involved with child/young person:
	☐ BeeU
☐ Bereavement support
☐ Counselling Services
☐ Educational psychologist
☐ MHST (Mental health Support Team)
	☐ School Counsellor
☐ Social prescribing
☐ Young Carers
☐ Other  -Please Specify:



[bookmark: Page4Section]Section D: Refer Details

	REFERRERS DETAILS

	Name of referrer:
	


	Relationship to child/YP: 
	


	Organisation (if applicable):
	


	Telephone number(s):
	


	Email:
	


	Date of referral: 
	






Please return to: 
shropcom.spoa@nhs.net
Single Point of Access (SPOA): 0333 358 3654



If you believe a child is at immediate risk of harm, or in need of emergency medical attention, call the emergency services on 999.
If you think a child is being harmed, or at risk of being harmed, you must contact Shropshire’s First Point of Contact (FPOC) on  0345 6789021 to share your concerns.
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