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Referral to the Specialist Healthcare Tasks Service

If you require any assistance completing this form please email the team at provide.specialisthealthcare@nhs.net

	Name:
	DOB:
	Child’s Age:
	Date of Referral:
	Sex
	Child in Care?

	[bookmark: Text35]     
	     
	[bookmark: Text39]     
	[bookmark: Text38]     
	     
	     


	Communication

	Language:
	     

	Preferred communication style (eg Makton, PECS):
	     

	[bookmark: Dropdown3]Is the child on the CP register or is there a children in need plan?:  
	[bookmark: Text8]Ethnicity:       

	Child’s Address:
[bookmark: Text12]     






[bookmark: Text51]Post Code:       

[bookmark: Text15]Parents Names:       
(or next of kin)


Parent’s Telephone No:       

	Referred by:
Name:      

Job Title:      

	
	[bookmark: Text10]Company Name:        

Contact Number:        

Contact Email Address:        


	
	[bookmark: Dropdown4]Is your service commissioned by ECC? 
**If NO then how is your service commissioned? (eg private provider, charity, voluntary sector)**

	Diagnosis:  
[bookmark: Text16]     





	Name of Child’s Social Worker:

Telephone No:
	[bookmark: Text18]     

[bookmark: Text19]     

	School Details:
[bookmark: Text20]     
	GP Name:

Address: 


Postcode:

	[bookmark: Text21]     

[bookmark: Text24]     


[bookmark: Text25]     

	Clinical Commissioning Group:
     
	Name of Consultant/Paediatrician:
(including hospital base)
	     

	
	Name of Dietitian:

	     



	Please tick to indicate that the family are aware of this referral & that we (Specialist Healthcare Tasks Service) will hold, request and share information about their child/young person with all agencies involved in his/her care in accordance with data protection legislation 
	
[bookmark: Check1]|_|


P-RP1000-15-13-01

	Healthcare Need
	Healthcare Task

	Epilepsy
	[bookmark: Check2]|_|
	
	Buccal Midazolam
	|_|

	
	
	
	Rectal Diazepam
	|_|

	
	
	
	Rectal Paraldehyde
	|_|

	
	
	
	Is there a care plan? (eg JEC) 
(please send as attachment)
	|_|

	
	
	
	
	

	Enteral Feeding
	|_|
	
	Bolus/Continuous Nasogastric Feeding
	|_|

	
	
	
	Bolus/Continuous Gastrostomy Feeding
	|_|

	
	
	
	Continuous Jejunal Feeding
	|_|

	
	
	
	
	

	Anaphylaxis or severe allergy
	|_|
	
	Auto-injector (adrenaline)
	|_|

	
Make: Epipen
           Jext
           Emerade
	
	
	Is there a care plan? 
(please send as attachment)

	

	
	
	
	
	

	Oxygen
	|_|
	
	
	

	
	
	
	
	

	Suction
	|_|
	
	
	

	
	
	
	
	

	[bookmark: Text29]Other (please explain, e.g. tracheostomy, ventilation etc):       



	Any other information we should be aware of?      








If your child receives enteral feeding, please complete the chart below. Please complete for the times your child will be accessing the place of referral.

	Time of feed
	Type of feed (e.g. Paediasure)
	Volume
	Bolus or Pump (if Pump please state make of pump)
	Pump rate
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Training Requirements (who do you want trained?):

If staff have attended a training course in the past 2 years then they will only require a 1:1 competency assessment for the healthcare need. If they have not attended previous training in the past 2 years or cannot provide evidence of this training then they will need to attend another course and have the 1:1 competency assessment.

	Name of people to be trained
	Contact telephone number
	Direct email address 

(Note this is required for video training link)
	Job Title
	Training Required
	Dates attended previous training. Please use codes EA, GA or AA next to dates

	
	
	
	
	Epilepsy Awareness (EA)
	Gastrostomy Awareness (GA)
	Anaphylaxis Awareness (AA)
	Other
	

	     

	     
	     
	
	|_|
	|_|
	|_|
	|_|
	     

	     

	     
	     
	
	|_|
	|_|
	|_|
	|_|
	     

	     

	     
	     
	
	|_|
	|_|
	|_|
	|_|
	     

	     

	     
	     
	
	|_|
	|_|
	|_|
	|_|
	     

	     

	     
	     
	
	|_|
	|_|
	|_|
	|_|
	     



If formal training has already been completed for any of the healthcare needs by another professional please send copies of certificates or records of competence as an attachment.


If you / your nominated staff have any specific individual learning needs, require documentation in a language other than English, have a disability or individual access requirements please inform the Specialist Healthcare Training Team of these by completing the box below.
	






Permission to Access Health & Social Care Information

	Name of Child/Young Person:
	[bookmark: Text40]     

	NHS Number:
	     


	Date of Birth:
	     


	Name of Parents:

	     

	Date of Birth of Parents
With Parental Responsibility:
	     

	Address of Parents:

	     

	Email address:

	     



Essential consent from parent/main carer (with parental responsibility)

Please note that without signed and valid consent we are unable to process the referral and deliver training. Due to restrictions in place following Covid-19, some of our training will take place virtually and some will be face to face.

	I give permission to the Specialist Healthcare Tasks Service to request, receive and share information relating to my child from and with all agencies involved in his/her care and support.

	Name of person giving consent:

	[bookmark: Text43]     

	Relationship to child:
(must have parental responsibility)
	[bookmark: Text44]     

	Contact telephone number:

	[bookmark: Text45]     

	Do you consent to your child’s records being used for audit and service evaluation purposes?
	Yes / No

	Address:
[bookmark: Text46]     


	Signed:
	[bookmark: Text50]     


	Date:
	[bookmark: Text47]     




Please send form to:   Email: provide.specialisthealthcare@nhs.net 


	OFFICE USE ONLY  (Delete where asterix*)

	Initials of Nurse Checked:
	
	EA full course* or EA Update* 

	Date entered on Database 
	
	EFA full course* or EFA  Update*

	Date referred into S1
	
	AA course

	JEC* or Healthcare Plan* Date:
	
	1:1’s for


	Consent Signed?
	
	Specialist Healthcare	           Short Breaks

	Panel Date:
	
	CCG:

	Outlook calendar check:
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