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Community Children’s Nursing Referral Form
	Tel: 01305 254279, ccndorchester@dchft.nhs.uk, CCN Team, Children’s Centre, DCH, Williams Avenue, Dorchester, DT1 2JY. CCN Team offer Monday-Friday Service 9am-5pm. Please discuss referral with CCN Team prior to patient being discharged.

	Affix patient sticker
	Parent/Carer Names:



	
	Parent/Carer contact numbers:



	Safeguarding Concerns: Yes/No 
(please attach more information if concerns)
	Allergies:

	GP details: (including Tel./Email)


	Diagnosis:


	Reason for Referral: 


	Lead Consultant:


	Other Professionals involved (eg dietician, OT, Physio, Social Worker)


	Regular Medication:



	Date of referral:
	Likely date of discharge:

	Discharge Planning Meeting:  Yes/No      
Date:                    
	Name of person coordinating:


	Equipment Needs: (suction, oxygen, Sp02 monitors, feed pumps) Please ensure equipment request form completed

	To be provided by:



	Follow up appointments:

	CCN criteria for acceptance: 
	Date once completed

	0-17 Years with West Dorset Postcode
	

	Registered GP West Dorset
	

	Registered to local Consultant (if not known please bleep second on call consultant via switchboard Tel:01305 251150)
	

	Dietician to dietician referral
	

	Physio to physio referral
	

	OT to OT referral
	

	Please complete relevant section below (if applicable)

	NGT

	Type of NGT: (30 day/90 day)
	NGT Size:                     Fr                          cm(length)

	Measurement at nose:
	Dressing/s used:

	Date of insertion
	Is child on drugs that may affect the pH of aspirate?

	Have parents been appropriately assessed in NGT competence?

	

IVABS/SC/IM Injection

	Please ensure drug chart, EDS & IV therapy instruction chart completed & attached to referral

	Type of venous access device:
	Date inserted:

	Injection route:

Please complete an injection medication chart along with referral.
	Date due:

	
	TTO’s ordered & dispensed?

	Does child need medical review? Yes/No

If yes – when?
	Does child need bloods? Yes/No

If yes – when?

	Wound/s

	Please ensure drug chart & EDS 

	Reason wound care required: (delete as appropriate)

Surgical, pressure area, extravasation injury, traumatic wound, other
	Dressings:
Type:
Size:

Frequency of change:

Date last changed:

	Analgesia required

If yes – what?
	

	 Wound details: (include location, description, measurements –depth, width, length)


	Does child need any further investigations or have any planned follow up?





