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CHILDREN IN CARE

Referral Form for Medical Assessments

(Please print clearly and complete details in full)
REFERRALS WITHOUT 1 & 2 ESSENTIAL INFORMATION LISTED BELOW WILL BE RETURNED
	Essential Information to be included with this referral 
1. This Referral Form completed in ALL sections

2.  Part A of BAAF form completed including signed consent. 

Additional Information: At time of child’s placement in care, the Social Worker should obtain/request the following that will be needed for the Initial Health Assessment:

1.    Child’s personnel child health record (’red book’)

2.   Mother & Baby form(s). these must be requested from the Named Midwife at hospital of the   

      child’s birth, if the child/young person was born in UK. 

3.    Copy of previous child in Care Health Assessment(s), where applicable

4.    Any previous medical/hospital reports if available

5.  Court request/court order, if applicable



	Please tick reason for referral:
	Please Tick

	Initial Health Assessment
	

	Medical as part of an Adoption Care Plan 
	

	Child already in care with complex health needs or disability where a review health assessment would be best done by a community paediatrician.

Please detail difficulties: 

	


	Child’s Family Name:
	
	First Name:
	

	Male:
(  Female (

	
	Date of Birth:
	

	NHS No: 

	
	Framework I No:
	

	Should the birth parents be invited to the appointment?      Yes   □             No    □

	Current School/ Nursery:
	
	Tel:
	

	Was the child born in the UK?

If yes, state name and city of Hospital: 

	Is the child the subject of a child protection plan? 
	Yes      No


	If yes, please attach recent minutes and information

	Has the child ever been a subject of a Section 47 Investigation?
	Yes      No


	If yes, please attach all reports (including medical assessments) and information

	Is the child on any medication?
	Yes      No


	If yes, please list:



	Does the child have epipen? 
	Yes      No


	


	Please detail past or present Child Protection concerns:

	

	

	


	Name of referrer:
	

	Position Held:
	

	Signature of referrer
	

	Name of Social worker if different: 
	

	Date form completed:
	

	Address of Referrer:
	

	Tel/Contact Details:
	


Please return this form by post with the essential information to:

CiC Secretary 

COMMUNITY PAEDIATRIC MEDICAL TEAM
Tower Block
T7
NORTH MIDDLESEX HOSPITAL
EDMONTON
N18 1QX
Tel: 0208 887 4368

Fax: 0208 887 4407
Email: ciccentral@nmh.nhs.uk
Please note that the child’s Social Worker must attend the Initial Health or Adoption assessment. The child cannot be seen unless this happens.
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