	Date of Request:    Click or tap to enter a date.                
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Lancashire Health Visiting and School Nursing
Request for Support 
Please note, if you feel that a child or young person has been harmed or abused or is at risk of harm or abuse, that you must follow your local safeguarding policies. 
Client Details
	Name
	Click or tap here to enter text.	AKA/ preferred name
	Click or tap here to enter text.
	Date of Birth/EDD
	Click or tap to enter a date.	Gender
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	Telephone
	Click or tap here to enter text.	School /Nursery
	Click or tap here to enter text.
	GP
	Click or tap here to enter text.	NHS Number 
	Click or tap here to enter text.
	Ethnicity
	Click or tap here to enter text.	Religion
	Click or tap here to enter text.


	[bookmark: _Hlk128670339]Are there any lone working concerns? 
	Yes ☐ No ☐
	If yes, please expand:

	Are they a Child in Care?
	Yes ☐ No ☐
	

	Are there any safeguarding concerns? Are they on a CP/CIN Plan? 
	Yes ☐ No ☐
	If yes, please expand:

	Do they have a social worker?
	Yes ☐ No ☐
	Name/contact details of social worker:

	Are there any SEN (Special Educational Needs)?
	Yes ☐ No ☐
	

	Is there an Early Help Assessment (EHA)?
	Yes ☐ No ☐
	Unique Reference Number (URN):


Household members/significant others
	Surname
	First Name
	Address if different from above
	Relationship to child/young person
	DOB/
EDD
	M/F
	PR
	School/Nursery/
Occupation

	Surname	First name	Click or tap here to enter text.	Relationship	DOB/EDD	Choose an item.	☐	Click or tap here to enter text.
	Surname	First name	Click or tap here to enter text.	Relationship	DOB/EDD	Choose an item.	☐	Click or tap here to enter text.
	Surname	First name	Click or tap here to enter text.	Relationship	DOB/EDD	Choose an item.	☐	Click or tap here to enter text.

[bookmark: _Hlk215818126]
Reason for Request. Please state specifically what support/ information you are requesting from the school nursing/health visiting service (without this, your referral will be declined).  
	Click or tap here to enter text.

What services/support are currently being offered or have been offered in the past and what were the outcomes?
	Click or tap here to enter text.




For Health Visiting please complete page 2 & 4. For School Nursing please complete pages 3 & 4


	[bookmark: _Hlk215818728]Health Visiting only Reason for referral – Please specify by checking the box 


	Emotional health and wellbeing     ☐​ 
 
	Please specify  
Post-Natal depression ​☐ 
​Anxiety ​☐
Domestic Abuse ​☐
Other Click or tap here to enter text.

	Physical health                               ​ ☐
	Please specify 
Feeding ☐
Weight ☐
Head Circumference ​☐
Speech / Language ​☐
Toileting ​☐
Development concerns ​☐​ 
Sleep ​☐​ 
Other Click or tap here to enter text.


	Safety                                  ​           ☐
	Please specify  
Home Safety ​☐​ 
Accident prevention ​☐
Safe sleep ☐
Car Seat safety ☐​ 
Other Click or tap here to enter text.
 

	Request for Health information         ☐
	To support EHA ☐
















































	School Nursing only Reason for referral – Please specify by checking the box 


	Emotional health and wellbeing    ​☐
 
	Please specify  
Low mood / depression ​☐
Anger management ​☐
Low Level Anxiety ​☐
Low Level Self-harm ​☐ 
Body image ​☐ 
Other Click or tap here to enter text.
 
Please consider a referral directly to our CYWP’s who are based within CANW

	Physical health                               ​☐
	Please specify 
Healthy eating / Weight management ​☐
Speech / Language ​☐
Toileting ​☐
          Constipation ​☐
          Daytime wetting ​☐
          Night time wetting ☐
          Soiling ​☐
Development concerns ​☐
Sleep ​☐
Other Click or tap here to enter text. 
 

	Sexual health                                  ​☐
	Please specify  
Puberty advice ​☐
Relationships ☐
Contraception advice ☐
Sexual health advice ​☐
Other Click or tap here to enter text.
 

	Low level substance misuse                                           ​    ☐​                   
 
	Please specify 
Smoking ☐
Vaping ​☐
Drugs ​☐
Alcohol ​☐

	Request for Health information         ☐
	To support EHA ☐





	School Nursing Exclusions 

	Speech and language concerns 
	If child attends school, then please speak to child’s teacher who can refer direct to a speech and language therapist 

	Behaviour 
	If you are concerned about Autism or ADHD please follow your local pathway for referral to paediatrician or CAMHS (ELCAS & MHST for East Lancashire)  
If concerned about behaviour, consider an early help assessment which can be commenced by child’s school 

	Mental health 
	Please consider referral to Barnardos Time to Thrive, CANW, Kooth (online service) or CAMHS (ELCAS & MHST for East Lancashire)

	Bereavement 
	Please consider if Child or Young person needs referral to specialist service like school counsellor, Winstons Wish or childbereavementuk.org

	Eating and body image concerns 
	Please consider referral to the Eating Disorder Service 
Or CAMHS  (ELCAS & MHST for East Lancashire)

	Substance misuse  
	Please consider a referral to We Are With Youth 

	Medical health need 
	Consider GP however if child is under the care of another professional for their medical need, please discuss concerns with them first 

	We will not accept a referral if the child/young person is on a waiting list for the same issue with another service 





	Consent – Best practice is for the form to be signed by the person giving consent – if this is not possible due to it being processed electronically, please indicate on the form that verbal consent has been given by the person for the referral.

Consent obtained for referral / information sharing if being shared electronically           
I agree with this referral /sharing of information with the Children and Families Health Team

Name............................................................................             Date    Click or tap to enter a date.                
I am the Choose an item.  
(Young People over the age of 13 may consent to the referral if they are deemed Gillick Competent). 
                                   
If signed by Parent/Guardian: Is the Young Person aware of this referral?    Yes ☐ No ☐
If signed by the Young Person: Is the Parent/Guardian aware of this referral?  Yes ☐ No ☐

	Referrer Signature 
	Click or tap here to enter text.	Date 
	Click or tap to enter a date.

Referrer's Details
	Name: 

	Job Title:
	Agency/School:

	Contact Details
Phone:
	Email:
	Address:


Details for sending referral:  
	Please return Request for Support/ Information Form to: vcl.019.singlepointofaccess2@nhs.net 

Invitations to safeguarding meetings should be sent to: vcl.019.safeguardingteam@nhs.net
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