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Community Children’s Nursing Team – Referral Form
Children’s Assessment Centre,

Kent and Canterbury Hospital,

Ethlebert Road, Canterbury
CT1-3NG 

Tel: 01227 864-125 Fax: 01227-866-458
	Name:          
	Date of Birth:
	  M  FORMCHECKBOX 
   F  FORMCHECKBOX 
                              

	Child’s Address:     
Postcode 
	School / Nursery / Health visitor:     


	Telephone :
	Language:

	
	Interpreter required? Y FORMCHECKBOX 
  N FORMCHECKBOX 


	NHS Number: 
	Religion:

	Family known to Social Services? N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
        Social Worker Name:  
Is Child Subject to:

● Child Safeguarding Plan?   FORMCHECKBOX 
                              Contact Details:
● Child In Need Plan?              FORMCHECKBOX 

● Is patient a looked after child? Y FORMCHECKBOX 
 N  FORMCHECKBOX 



	Ethnicity 
Please Tick/ specify
Code

Ethnicity

Code

Ethnicity

A FORMCHECKBOX 

White British

K  FORMCHECKBOX 

 Bangladeshi
B  FORMCHECKBOX 

White Irish

L  FORMCHECKBOX 

Asian Other Background

C  FORMCHECKBOX 

White Other background
M  FORMCHECKBOX 

Black Caribbean
D  FORMCHECKBOX 

White and Black Caribbean

N  FORMCHECKBOX 

Black/African

E  FORMCHECKBOX 

White and Black African

P  FORMCHECKBOX 

Black Other
F  FORMCHECKBOX 

White and Asian

R  FORMCHECKBOX 

Chinese

G  FORMCHECKBOX 

Mixed Other Background

S  FORMCHECKBOX 

Any Other Ethnic Group

H  FORMCHECKBOX 

Indian

Z  FORMCHECKBOX 

Asked but declined
J  FORMCHECKBOX 

Pakistani



	Who has parental responsibility?


	Parent / Guardian’s Name:      


	Relationship:     

	Other Health Professionals Involved:

 
	GP Name:     
GP /Contact details:     
Consultant/ Contact [TERTIARY]:     
Consultant Name/Contact [LOCAL]:     


	Condition/ Diagnosis:      


	Reason for Referral:     
 FORMCHECKBOX 


	 Medical History (Please inc Known Allergies, Recent Infections.):     


	Family Composition, Social History. Please include details of any Care Orders and Child Safeguarding Concerns. **Please also document any concerns/risks which may impact on staff safety during home visits **     


	Medication/ Dressings/Equipment on Discharge:     


	Date of Discharge:                                    Child /Family aware of referral: Y  FORMCHECKBOX 



	Name and Designation of Referrer:     

	Contact Details:     
	Date:      

	♦ IMPORTANT♦  Please ensure all sections are completed, in order for us to accept and process referral. Thank you.     


	

	                                                          Office Use Only

	 Date Received:                                                  Long Term notes  FORMCHECKBOX 
  Short Term notes  FORMCHECKBOX 
                                                                          

CCN Locality Informed? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
     
Named Nurse:                                                     Labels Required?  Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

 

	 Standard      FORMCHECKBOX 
                 Priority   FORMCHECKBOX 
                      Immediate Action  FORMCHECKBOX 



