Referral Pathway from Neonatology to CDC


A. Babies from SCBU (HIE, Downs, Premature):

· Neonatologist to identify baby with difficulties.
· Neonatologist to complete early referral to CDC. Referral to be sent via email to
· generic CDT : SC-TR.CDT@nhs.net
· Nursing  team : SC-TR.SHVT-Haywards-Heath@nhs.net

· Baby discussed at CDC triage then MDT. 
· Nurse to be allocated to visit family while in SCBU.
· Discharge planning at SCBU – 
· At planning meeting CDC to be informed of neonatology follow up appointment for child so nurse/physio/relevant professional can attend.
· Child to be offered MDT or initial appointment at CDC .

B. Babies that have not got an identified difficulty on discharge from SCBU, but then are picked up as having a difficulty from neonatology at follow up appointment:

· Child to be referred to CDC by neonatologist.
· Referral to be discussed at triage.
· Referral discussed at MDT. 
· Paediatrician to allocated to make contact with neonatologist to book a slot on a Wednesday 12.30pm to discuss the child. Other professionals can be included in this discussion if appropriate.
· MDT or initial appointment to be booked at CDC.

C. Children who are referred to physio from neonatologist following birth injury (Erbs palsy etc.)

· Physio to receive referral from neonatologist. 
· Physio to be informed of neonatology follow up appointment so that they can attend.
· Physio to see child at NPCC.
· Physio to refer child to paediatrician at NPCC if required.
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CHILD DEVELOPMENT CENTRE REFERRAL FORM


PRIVATE & CONFIDENTIAL   PATIENT DATA INFORMATION

Please complete these details and discuss with the parents, before sending the form to the Child Development Team. These details will provide the basis for any decisions about how best to help the child and their family, so it is important that you give us as much information as possible at this early stage.  




Surname.……………………………….
First Names……………………………………

Age:………yrs………..mths  DOB:
…….  NHS No:…………………………………… ……………

Male  (      Female   (                                      Religion (optional) ……………………………………..

Parents' preferred language:  English (   Other  (    (Please state) …………………………………

Is an interpreter required?  Yes  (    No  (

		Ethnicity



		White


· White British


· White Irish


· Other White




		Mixed


· White & Black Caribbean 


· White & Black African


· White & Asian


· Other mixed  

		Asian or Asian British


· Indian


· Pakistani


· Bangladeshi


· Other Asian




		Black or Black British


· Black Caribbean


· Black African


· Other Black




		Other Ethnic


· Chinese


· Other ethnic category 


· Not stated





Address.………………………………………………………………………………………………………………

Postcode
 Tel No:……………………….......Mobile No:………………………......

G.P.Name
Surgery……………………….………

A RECENT NFER must be completed and attached for all children under 5 years old -  Enclosed (



Name of Preschool/Nursery/School
……………………………………………….

Name of contact person: 
 Tel No: ……………………………….

A RECENT Early Years or School Age report should be sent with the referral form     Enclosed (

Name: 
Designation: 
…………..

Base: …………………….  Tel No………………….   Email……………………………   Date……………………..

Is there a CAF in place?
Yes (              No  (

Lead Professional Name…………………………….  Contact details………………………………...


Is the child subject to a child in need/child protection plan?                  Yes (              No  (

  As the referrer, what kind of assessment do you think child needs?...........................................................

Are there any personal safety issues for professionals?
 Yes    (
          No    (

		FAMILY DETAILS



		Main Carer 1

		Main Carer 2



		Last Name ……………………………………..


First names: .................................................

Female    (                Male       (

Home tel no  ..................................................

Mobile tel no.…………………………


Email:   …………………………………………

Mother’s Address (if different from child's)


………………………………………………………



		Last Name ……………………………………..


First names: .................................................

Female    (                Male       (

Home tel no  ..................................................


Mobile tel no.…………………………


Email: ……………………………………………


Father's Address (if different from child's)


………………………………………………………..








Preferred method of contact::  Letter  (      Tel Home (     Tel  Mobile    (       Email    (

Parents’ relationship - Married / Separated / Divorced / Single / Partnership / Other

Siblings - Names:               Dates of birth    Male/Female      Siblings - Names:     Dates of birth   Male/Female        

………………………..        ………………..       M  F                ..............................   ………………..      M  F

…………………………       ………………..      M  F
       ...............................    ………………..     M  F

…………………………       ………………..      M  F
       ...............................
    ………………..     M  F



Birth weight: …………………   Apgar scores……………………………………………………….


Admitted to NNU/SCBU    Yes  (   No  (     If yes enclose NNU discharge summary


Any problems                   Yes  (  No  (

If YES please give details:-


Illnesses (please give details including diagnosis, age, any specialists involved, hospital admissions etc.   Include copies of reports if possible).


…………………………………………………………………………………………………………………


Accidents/Injuries (give details as above) ……………………………………………………………….


		COMMENTS AND CONCERNS FROM PARENTS/MAIN CARERS


Including parents/carers' expectations of referral







		MAIN CONCERNS


Please describe reasons for referral, including referrer's expectations of referral.   


Referral made to Portage   Yes  (       No    (





		If speech or language concerns, please give details e.g. stammering, understanding of language, use of language, clarity of speech, play, feeding, social communication etc. Referral made to SALT Yes ( No (

Referral made to Audiology Yes ( No  (  





		Any physical developmental concerns including mobility, hearing and vision, self care     


Referral made to Physiotherapy Yes ( No (.






		Emotional and social development






		Behaviour






		Learning






		CURRENT SUPPORT

What interventions/strategies have been tried and with what effect? e.g. Portage, Children & Family Centre, Family Link Worker or other, please give details





		PARENT/CARER CONSENT



		It is normal practice for staff in the Child Development Centre to share information with professional colleagues in the Health Service and partner organisations e.g. Social Care, Education.  If you do not wish this to happen please tick this box  (

Parent/Carer Signature ………………………………………………………………………………..  


 Print Name   …………………………………………………………………………...........................


 Relationship to child…………………… …………

Date …………………………………








CHILD’S DETAILS                      (All details on this page MUST be completed)







REFERRER















PRE-SCHOOL / SCHOOL DETAILS







BIRTH HISTORY/CHILD HEALTH
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