SCHOOL NURSING REFERRAL FORM

PLEASE COMPLETE ALL SECTIONS IN THIS FORM EMAIL TO:

Publichealthnursing.4slough@nhs.net

Childs Name: Address:

DOB:

NHS Number: Phone Number:

Parents/Carer name: Address/Phone No: [If different to child]
Parental responsibility YES / NO Phone Number:

GP: Address:

Phone Number:

School:
Class Teacher:

Is an Interpreter required: YES/NO

CHILD INCARE YES/NO

Names and contact details of professionals involved:

Youth Service Education Inclusion Service Social Care Speech & Language
School Counsellor Educational Psychologist CAMHS OT Physio

Youth Offending Educational Welfare Behaviour Support Other

Team/YISP

REASON FOR REFERRAL

Referrer Details:

Name:
Position: Contact Number:
Have you discussed this referral with the parent/carer YES / NO

WHAT ARE THE EXPECTED OUTCOMES OF THIS REFERRAL?

Date: Signed: Role:

Please note this not an emergency service.
For Emergency health contact: NHS 111
For Safeguarding concerns contact: 01753 875362

www.publichealthnursing4slough.co.uk
Tel: 01753 373464 / 0800 7723578
Secure fax: 01753 251085



http://www.publichealthnursing4slough.co.uk/
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FOR SCHOOL NURSING SERVICE USE ONLY:
Date referral received: Accepted Yes / No (State reason if

not accepted)

Priority for assessment (Please tick and give target date)

High Medium Low

Dates:

Acknowledgement sent to referrer: Yes / No Date:

Action Taken:

[ Telephone Advice [ Appointment [ Home Visit [1 Group Session [ Staff Training Session

O Other ( Please state)

Date Commenced: Date Completed Work Ongoing Yes/ NO

Referred informed of outcome

Please note this not an emergency service.
For Emergency health contact: NHS 111
For Safeguarding concerns contact: 01753 875362

www.publichealthnursing4slough.co.uk
Tel: 01753 373464 / 0800 7723578
Secure fax: 01753 251085



http://www.publichealthnursing4slough.co.uk/

