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REFERRAL FORM TO COMMUNITY PAEDIATRICS FOR CHILDREN UP TO 4TH BIRTHDAY

Email: dhcft.SPOA@nhs.net
Post:  Single Point of Access, Temple House, Mill Hill Lane, Derby DE23 6SA

Tel: 
If you need to discuss a new or existing referral the SPOA Administrator can be contacted on 0300 7900 264
	PART A



	Patient details
	
	Referrer

	Forename
	Click here to enter text.
	
	Name
	Click here to enter text.

	Surname
	Click here to enter text.
	
	Designation
	Click here to enter text.

	Address
	Click here to enter text.
	
	Base address
	Click here to enter text.

	Postcode
	Click here to enter text.
	
	Telephone no.
	Click here to enter text.

	Date of birth 
	Click here to enter text.
	
	Email
	Click here to enter text.

	NHS number
	Click here to enter text.
	
	Date of referral
	Click here to enter a date.

	School/nursery name


	Click here to enter text.
	
	                            GP Details

	School/nursery Address

Telephone

Senco/Keyworker name

Contact email
	
	
	GP name and Practice name
	

	Home language
	Click here to enter text.
	
	Address

Post Code
	

	Interpreter needed
	Yes
	☐
	No
	☐
	
	Telephone
	


	Family \ carer information

	Who looks after the child ?

(e.g Birth parents/adoptive parent/carer etc)

Please detail if they have parental responsibility. 


	Names: 


	

	Telephone numbers of parent/carers
	

	

	If a looked after child please provide name and contact details of their social worker. 
	

	


	CONSENT SECTION PLEASE COMPLETE



	Consent- Please ensure you complete this section as the referral will be rejected without completed consent.

	Yes
	No

	Parental/ Carer consent given for this referral? The referral will be returned if consent is not gained.

	
	

	Parental/ Carer consent given for access to the child’s paper and electronic health records? The referral will be returned if consent is not given.

	
	

	Child/ Young Person consent given for this referral (if applicable/ appropriate)

	
	

	Parental/ Carer consent for us to liaise with past or presently involved professionals and agencies
If No, please specify:

	
	

	The therapist/clinician can visit my child at school/nursery for short-notice appointments, without my specific consent each time.

	
	

	Consent for professional to email parent/carer personal information about their child.

If yes, please state parent email address:*:

	
	

	Parents/carers consent to SMS text messages for correspondence/reminders for appointments. If yes, please state preferred mobile number:*

	
	

	Parental/Carer consent to this referral being signposted to the most relevant agencies if deemed inappropriate for Community Paediatrics or the Neurodevelopmental Pathway (This may include, mainstream CAMHs, School Nursing, Learning/Intellectual Disability Services, Speech and Language Therapy).

	
	


	PART B



	Referral information

	What is the reason for this referral. What is the specific question/query you would like to be answered ? 
(You do not need to give lots of detail or repeat information provided elsewhere in this form)



	Urgent referrals- please provide as much detail as possible about your clinical concern and reason for urgency
	If any of the following apply, please complete this form and send as an URGENT REFERRAL TO SPOA  
   Developmental regression (ie loss of skills already acquired).  Red flags in developmental regression does not include loss of a few words in vocabulary, although the child may be referred for this on a non-urgent basis if necessary)  
Abnormal neurological examination (including abnormalities in muscle tone, early hand preference (under 2 years old) or other concerns on neurological examination). 
Abnormal gait.  This does not include children with habitual toe walking with a normal neurological examination.  
Diagnosed neurodegenerative condition or palliative care needs  

Other clinical indication for urgent referral.  Please specify concerns 
If you have ticked any of the boxes above, please provide more details.



	Birth history
Please provide a brief description of any problems during pregnancy or birth, including gestational age. 
(A detailed history is not required)
	

	Medical history, to include any  assessments which have already been completed.

List any medical conditions the child has.
PLEASE ATTACH ANY RELEVANT DOCUMENTS WITH THIS REFERRAL 
	

	Hearing/vision 
Do you or the child’s parents have concerns about the child’s hearing or vision?
If there are concerns, consider referring the child for testing of their hearing and/ or vision at the same time as making this referral
	

	Investigations

Investigations are not required to make a referral, but if the child has had any investigations in the past which are relevant to this referral, PLEASE ATTACH A COPY OF RESULTS

	

	Examination findings
Children should have a full medical examination before referral BY A MEDICAL PRACTITIONER (eg GP, nurse practitioner)

	General examination (birthmarks? Dysmorphic features?)

Abdominal system

Respiratory system

Cardiovascular system

Neurological system



	

	Development 

	Please give details of practitioner and parent/carer concerns

	Motor skills (Gross motor and fine motor)
	

	Speech and Language
	

	Personal and Social skills-
	

	Any regression of development (yes/no).  If yes, please give details and consider referring urgently
	


	Social and family history - Include parents, siblings, relevant family circumstances and any known risks.  

	Is there any other family history of note (particularly in parents and siblings)? A detailed history is not required.



	


	For referrals to ND pathway for possible autism spectrum disorder assessment please attach the following questionnaires: 
1. Completed parent/carer questionnaire 
2.
Completed nursery questionnaire



Please note: The information contained in this form will be used by the Single Point of Access team to identify the most appropriate service to meet the needs of the child. The Information on this referral form shall be used in accordance with the permissions granted by you and in accordance with GDPR and the Data Protection Act 2018. Derbyshire Healthcare NHS Foundation Trust is the Data Controller for the purposes of the Act and can be contacted at Ashbourne Centre, Kingsway Site, Derby, DE22 3LZ. The Data Controller is committed to protecting your privacy and will collect, store, use and share the data when appropriate and only for the purposes relating to this form. For a full explanation and further information on your rights please see the Data Controllers privacy notice
https://www.derbyshirehealthcareft.nhs.uk/privacy-policy
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