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School Nurse Service Referral Form for
Parents / Carers
PASSWORD PROTECT ATTACHMENTS/REFERRALS
Please send all referrals: bht.schoolhealth-referrals@nhs.net
  
Postal: CYP Admin Hub, School Nursing, Haleacre Unit, Amersham Hospital, Whielden Street, Amersham, Bucks. HP7 0JD

	Please use this parent/carer referral form if you would like to seek support from the School Nursing team. This is for non-urgent health and wellbeing related concerns for a child aged 5-19 years old.

If you would like to know more about the School Nursing Service or are not sure if you need to make a referral, please text: 

ParentCarerChat: 07312 263175
Health for Teens Chat: For 11-19’s only 07312 263295

There is a range of health advice on 
Health for Kids https://www.healthforkids.co.uk/buckinghamshire/   
Health for Teens https://www.healthforteens.co.uk/ 



			
	[bookmark: _Hlk219798763]
I confirm I have read and understood the Referral guidance, advice and recommended self-help resources. School nurse referral form - Buckinghamshire Healthcare NHS Trust - CYP Website

Yes [ ]

No [ ]




	
I confirm I am the child’s Parent/Carer with Parental Responsibility to make this referral, and I agree to be contacted by email/text/phone call.

Yes [ ]

No [ ]




Child and Family Details:

	Child's full name: 
	School:



	Child’s preferred name:

	Year:



	Address: 



	What is your child’s % school attendance: 


	Gender:  

	Date of birth:
	GP:

NHS number (if known):

	Is your child aware of the referral?


	Social Worker / Family Worker: Y/N


	If over 13, has the young person agreed to the referral?


	Contact details of social worker / family support worker:

	Ethnicity:
	Age:


	Details of Social Care involvement:

	Religion:
	Child’s main spoken language: 

	

	Does your child have any health conditions they are receiving specialist care for?


	Does your child take any prescribed medications?


	Are you in temporary accommodation or facing homelessness?



Parent/Carer Details:

	Parents/carer name (person making referral):

Daytime contact details:

Email address:


	Does another parent share parental responsibility? 

	Is the other parent/carer with Parental Responsibility aware of the details of this referral and can we link them? Please provide contact details.

	Do you require an interpreter or other communication adjustments? Y/N    



	Are both parents aware of details of the referral if appropriate?

	Other adults / children living at the same address:
	Relationship to child
	School /Nursery

	
	
	

	
	
	

	
	
	







Referral Reason Details:

	
Please indicate a MAXIMUM of 2 issues you feel you/your child needs support with:


	Resilience and emotional wellbeing
	
	Puberty advice and support
	

	Hearing assessment
	
	Self-esteem
	

	Healthy relationships (Not children who have experienced domestic/sexual abuse/crime)
	
	Attendance issues linked to long term medical conditions
	

	Healthy lifestyles (e.g. smoking, vaping, eating)
	
	
	

	Healthy bladder and bowels
	
	Sleep
	

	Other

	

	What support do you feel would help?

[ ] One-to-one sessions for the child

[ ] Advice and guidance for you (parent/carer) or school


	Please describe how the issue is impacting the child and your family.




	What have you and / or school tried so far?




	What self-help strategies have you tried?


	What did you find worked well?



	Anything else we need to know? e.g. EHCP, additional needs, previous looked after, armed forces? 



	Has your child had any difficult or traumatic experiences that might have impacted their wellbeing?



	What other services have supported you / your child with this referral reason and what support did they provide, now or in the past 12 months?
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