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	Child’s Name:
	Referrer’s Name:

	NHS Number:
	Referrer’s Profession:

	Date of Birth:
	Hospital/Clinic:

	Ethnicity:
	Consultant:

	Address:

	Other Professionals Involved:


	Parent/Carer’s Name:



Interpreter required ☐
Any communication support required☐
	Safeguarding Information:


	Telephone number(s):
	

	Solihull G.P/ Address:
	

	Reason for Referral / Nursing needs:






Diagnosis / Condition / Surgery:







	Estimated discharge date:
	Date first visit required: 

	Discharge Medication / Dressings / prescription:

	Equipment Needed /Provided:  


	Discharge planning meeting:
	




SOLIHULL CHILDREN’S COMMUNITY NURSING TEAM REFERRAL FORM

Date of Referral:                       






	Additional Information:


Referral Criteria for the Solihull Community Children’s Nursing Team

· Referral of children can be made by any one source, including doctors, nurses and parents.  Each case to be individually assessed by the team.

· A Hospital or Community Paediatrician must be recorded on the referral form, as a point of contact.

· Children with chronic complex health needs.

· Children and families needing specialist nursing advice or support in the home, which can be met in the community by the CCN Team.

· Children discharged from hospital following surgery, serious illness or injury requiring nursing care and support in the community.

· Children requiring management of surgical and complex wounds including suture removal and pressure area wound management.              

Forward referral to:
Solihull Community Children’s Nursing Team
3rd Floor, Friars Gate
1011 Stratford Road
Shirley
Solihull
B90 4BN

Tel: 0121 746 4436
Email: solihullccn@uhb.nhs.uk

Office Use:
	Referral taken by:
	Name of Band 6 informed:

	Allocated to:
	Added to TPP: ☐
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