Request Form for CLUSTER NURSE

(Please refer to School Cluster Nurse Service Specification)

Name of School: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Contact names in school: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

School Contact details: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

	Details of request.

Please include *specific service requested, *date, *amount of time required in school and *any other relevant details.




Signed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Designation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Please send to


Chrisbeer@nhs.net


( 01227 812280

                                                             or

                                                Chris Beer

                                                School Nursing Service

                                                Temple Ward

                                                St Martin’s Hospital

                                                Littlebourne Road

                                                Canterbury,  CT1 1TD

Confirmation will be sent/phoned by Chris.

Time given by the School Nursing Team for support via the phone or e-mail will also be recorded and counted towards our Cluster allocation. 

