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School Nurse Service Referral/Request Form for
Professionals
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/return Part A for school requests and Part B for individual referrals.




Who is making this referral / service request?

	Name:

Designation:                                        Organisation: 

Contact details:                                   Email address:




	[bookmark: _Hlk218870897]
I confirm I have read, understood and shared the pre-referral guidance, advice and recommended resources for schools and parents/carers. School nurse referral form - Buckinghamshire Healthcare NHS Trust - CYP Website

Yes [ ]

No [ ]





Part A:

	[bookmark: _Hlk219802231]
Have you identified a cohort of children who might benefit from Health Promotion / Health Education? Please select 1 

 Yes [ ] No [ ]


	General hygiene / oral Hygiene and body changes [ ]
	Pop up General Health and Well-being and School Nursing Promo [ ]
	Transition to adulthood/school leavers/ how to access healthcare services [  ]



	[bookmark: _Hlk219802271]
Have you identified a cohort of parents/carers who might benefit from Health Promotion Health Education e.g. coffee morning? Please select 1

Yes [ ] No [ ]


	Sleep [ ]
	Healthy Bladder and Bowels [ ]
	New parents talk [ ]



Part B:

	
Are you referring a child for one-to-one support?  Yes [ ] No [ ]

Are you requesting advice and guidance for the parent/carer? Yes [ ] No [ ]

Are you requesting advice and guidance about a specific child? Yes [ ] No [ ]




About the Child: 

	Child's full name: 
	School:



	Child’s preferred name:

	Year:



	Address: 




	What is the child’s % school attendance: 


	
	Does the parent require an interpreter or other communication adjustments? Y/N    



	Gender:  


	Date of birth:
	GP:

NHS number (if known):


	Age:

	Religion:

	Ethnicity: (form will be rejected without this)


	Child’s main spoken language: 


	If over 13, has the young person consented to the referral? Y/N

	Is the child/young person aware of the reason you are referring?


	Does the child have an EHCP, additional needs, previous looked after, armed forces? 




	Has the child/young person had any difficult or traumatic experiences that might have impacted their wellbeing (adverse childhood experiences)?




	Does the child have any diagnosed health conditions? Or take any prescribed medication?





About other services:

	Does the school the child attends have a Mental Health Support Team: Y/N
https://oxfordhealth.nhs.uk/camhs/bucks/mhst/ 



	If YES and you are referring due to emotional health / mental health issues was this discussed with the MHST link worker and what was the outcome?




	What other services have supported the child/young person/family and what support did they provide, now or in the past 12 months?



	Please include copies or details of safeguarding reports, plans or MARF – this supports a safer triage and swifter allocation

	What is your perceived threshold level based on BSCP Continuum of Need?

	1 – Universal services
Children and families with no additional needs.
	2 – Additional Services
Children with emerging needs that require extra support.
	3 – Comprehensive Support
Children with complex or multiple needs.
	4 – Statutory / Specialist Support
Children at risk of or experiencing significant harm.

	Has there been a MARF or Social Care Assessment in the past 6 months? Y/N

	Does the child/family have a Social Worker/Family Worker: Y/N


	Is the child subject to a Child Protection / Child in Need plan? Y/N

Please provide details and relevant dates on meetings / conferences / contact details?


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

	
	
	

	
	
	

	
	
	



About the Family:

	Parents/carer name who has consented to this referral:

Daytime contact details:

Email address:


	Does the family live in temporary accommodation or are they facing homelessness?

	Is there another parent/carer with Parental Responsibility who is aware of the details of this referral and can we contact them? 

	Are both parents aware of details of the referral?

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

	
	
	

	
	
	

	
	
	



About the referral:

	
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
	
	Sleep
	

	Healthy bladder and bowels
	
	
	

	Other


	Please describe how the issue is impacting the child and family




	What interventions or services have been accessed in the past?




	What was the impact and outcome of the support offered?




	What is the anticipated outcome by referring to School Nursing?

	Any additional information:
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