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	Redcar & Cleveland Borough Council

Children & Families
School Nursing Service

Redcar Coast Family Hub
Redcar

TS10 1RR
Tel: 01642 444011
Email: 0-19HVSNService@redcar-cleveland.gov.uk



SCHOOL NURSE REFERRAL FORM
	CHILD/YOUNG PERSON NAME: ___________________________________________________

ADDRESS: __________________________________________________

                    __________________________________________________

DOB: ______________________  TEL N0: _________________________ 

	PARENT/CARER NAME: ______________________   GP: _______________________

SCHOOL: ___________________________________ CLASS: _____________________
CLASS TEACHER: ___________________________________________________________

	HAVE PARENT/CARER BEEN INFORMED OF REFERRAL                   YES               NO
HAVE PARENT/CARER GIVEN PERMISSION FOR REFERRAL            YES              NO

	WHAT ARE YOU WORRIED ABOUT?



	WHAT EXISTING SUPPORT IS IN PLACE /OFFERED FOR CHILD/YOUNG PERSON


	WHAT SUPPORT IS YOUR AGENCY PROVIDING/ WHAT WILL YOU CONTINUE TO PROVIDE?



	WHAT INTERVENTION DO YOU THINK WILL MAKE A DIFFERENCE TO CHILD/YOUNG PERSON?



	WHAT OUTCOME DO YOU HOPE THIS REFERRAL WILL ACHIEVE?



	EARLY HELP ASSESSMENT COMPLETED – YES/NO

(An EHA should be considered if more than one agency is required to meet the needs of the child/young person)

	NAME OF REFERRER________________________ TELEPHONE NO.___________________

EMAIL ADDRESS________________________________________

SIGNATURE________________________JOB TITLE______________________________ 
DATE OF REFERRAL________________

DATE RECEIVED BY SCHOOL NURSE __________________



