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CHILDREN’S  ADDITIONAL  HEALTH  NEEDS  NURSES  (CAHNN) 

REFERRAL FORM
Post to: 

Shepway & Ashford area


Dover & Thanet area
Angie Longson



Clair Gibson


CIUS Office




Kingfisher Children’s Centre
The Ray Allen Centre



Lanthorne Road

1 Stanhope Road



Broadstairs

Ashford




Kent CT10 3NH

Kent TN23 5RN

Tel: 01233 649000 Mobile: 07946 170302     
Tel: 01843 873709 Mobile: 07961 119376

Canterbury area



Team Leader
Sarajane Poole
Care of SNA Office



Jenny Tapply

Children’s Assessment Centre

West Cliff House


Kent & Canterbury Hospital


West Cliff Gardens

Ethelburt Road




Folkestone

Canterbury 




Kent CT20 7SZ


Kent CT1 3NG

Tel: 01227 864111 Mobile: 07947 620976
Mobile: 07946 170597

	Child Details
	
	
	

	Forename
	Surname
	DOB
	Gender

	
	
	
	

	Child’s NHS No:
	
	School:
Year group:

(if applicable)
	

	Parent/Carer Name & Address 

(including post code)
	Child’s GP Name & Address

	Parent/Carers Tel. No.  _________________
Young Persons Tel. No. ​​________________

(if applicable)
	Tel. No. ​​_____________________________


	Ethnicity

White:

British

Irish

Other

Mixed

White & Black Caribbean

White & Black African

Any other mixed background*


	Asian or Asian British:

Indian

Pakistani

Bangladeshi

Any other Asian

background*

Black or Black British

Caribbean

African

Any other Black

background*
	Chinese or other Ethnic:

Chinese

Vietnamese

Any other Ethnic Group*

Declined to provide

*please specify

First language of child 

Interpreter needed    Y/N


	Referrer Details:
	

	Name of Referrer and Designation
	Employing agency

	
	

	Date of referral
	Contact Details 

	
	Address:

Tel:

Email:


	Referrer Signature:
	

	
	

	Special Educational Needs Status

	School Action
	School Action Plus
	Statemented

	
	
	


	Other Professionals Involved      e.g.  Children’s Community Nursing, Hospital Consultant. Therapists, Social worker.

	

	Are there any Safeguarding concerns?

If Yes, has there been a referral to Social Services?
	Yes/No:

Yes/No:

	If Yes, Date completed

	Date Completed:


	Has a CAF Been Completed?                 Yes/No:


	If Yes, Date Completed                           
	Date Completed:




	

	DIAGNOSIS

	

	PLEASE DESCRIBE THE SUPPORT  REQUIRIED  FROM  CAHNN  TO  ENABLE  CHILD / YOUNG  PERSON  TO  ACCESS SCHOOL / EDUCATION

	

	WHAT IS THE DESIRED OUTCOME OF THE REFERRAL?


	


	Parent/Carer/Young Person Information Sharing Agreement


Referrals cannot be made without the agreement of the parent/carer/young person.

Confidentiality is respected in accordance with the Data Protection Act.  We also have a duty to refer to Social Services any child who may be in need of protection.
I agree to information being shared and discussed between professionals and other agencies to help me/my child and family.  I understand that I will be consulted following these discussions regarding any future planning and actions.

I understand that I can withdraw my consent at any time to information being shared and discussed between professionals and other agencies about me/my child and family.

Name of parent/carer/young person:(Print) 







 

Signature: 





          

Date: 


           


When complete, please forward the signed original copy of this form to:






                 (Insert team name and address)













