Please return form to:

Epilepsy Nursing Service for Children & Young People, Unit 4 Warehouse K, 2 Western Gateway, London E16 1DR
Tel: 020 7059 6513  Fax: 020 7059 6518    e-mail epilepsy@newhampct.nhs.uk

	Epilepsy Nursing Service for Children and Young People – Referral Form


Details of client being referred:

 

*Forename:




*Date of birth:

*Address:








*Postcode

*Telephone number: 



e-mail:





*Surname:     




Prefers to be known as: 



*Gender:





*RiO No. 

*NHS number:  

*Ethnicity:




*Advocate required: YES     NO  
*Preferred Language:


	


Details of Parent/Carer Next of KIN:

*Name:  






Relationship:



Name:  






 Relationship:



*Consent to Share information (Please circle): YES   NO 

*Have you discussed this referral with parent?
Yes

*Do they agree to the referral?
Yes


Alerts if any: 












	


Details of General Practitioner:

*GP Name:
Dr 



Address:







Postcode: 


 
Details of School Nurse / Health Visitor

Name:






Base:






Tel:      


      Fax:__________



Tel:                           Fax: __________________
	


Details of Nursery/School:                                                             Details of local paediatrician
*Name:




 
                      Name:  Dr_______________









                     
      Hospital: 












     

                                                                                                                        Hospital no: 
	


*Please tick, to your knowledge, which other services are involved :

CDC

(
CCNT

(
CFCS

(
Sp & Language 
(
Physio

(
OT

(
Social Services
(
Diana Service
(
Voluntary Sector
(
PSHVT

(
*Are there any child protection concerns about this child/young person?

Yes 

No

About you the referrer:

*Name:




 
*Job Title:




 
*Base/ service: 



 
*Telephone:





*Date referral sent:











*Signed:



  

PLEASE TURN OVER  –  ALL *  ITEMS ARE MANDATORY. INCOMPLETE REFERRALS WILL BE RETURNED. 

	


Reason for referral:

Have you attached a letter specifying reason for referral?

YEs


No

Please give the family our information leaflet
If you need more information about our current waiting times please contact us.

	Our office use only                                                                                   Initial registration with admin



Date referral received:





RiO No: 






Details of cancelled appointments and client DNA’s:


Client DNA’d


date:




Client cancelled

date:




ENS Clinician cancelled
date:

Co- worker cancelled 

date:

	Our office use only


Details of initial contact    




Date 


               Location


           Appt time::
                         Appt start: 
  



Duration


 mins
Discharge code:
  

   Onward referral:























































Referral Form Dec 02/updated July 11

