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Child’s Name: 	                                                           DOB:                                                                                                          NHS No. 
Referral Form for 0-19 Family Hub Service
This form is for all children from the ages of 0-19 who require level 3 intervention with unmet health needs. Please note, we will send the referral form back if there is missing or incomplete information. All referrals will be triaged by a specialist nurse and the most appropriate intervention will be offered based on your information and health records. 
All referrals must be submitted via email to our secure email address: wht.healthearlyhelpteam@nhs.net
	Child’s Personal Details

	Name of Child: 

Likes to be known as: 

Gender: 

Preferred pronouns 

	Child’s Home Address

	DOB: 
	NHS No. (if known): 
	Language spoken
	Ethnicity:


	GP:
	
	School/nursery
	


	Has the child (age/development appropriate) given consent for this referral? Yes ☐  No ☐

	[bookmark: _Hlk170205620]Child or Young Person’s status (tick all that apply)

	☐      Asylum seeker
☐      Young carer
☐      SEND needs
☐      Stepping down to Early Help
	☐      Supported by EHCP
☐      Known medical diagnosis
☐      Referral already made to medical specialist
☐      Missing from education

	Parent/carer details
	

	Name of person with parental responsibility 
	

	Name & address of person with legal responsibility if different from above
	

	Relationship to child 
	

	Telephone no. 	
	

	Parent’s email: 
	

	consent for email correspondence?  
	

	Does parent/carer give consent for referral?
	

	Does parent/carer consent to share information within health agencies?
	

	Reason for Referral. 
Please add as much information as possible, including the unmet health needs (see criteria), how long this has been a concern, anything that has been tried already and family structure. Please also state what interventions you are requesting and reason for Early Help plan if family already receiving level 3 support. 

	




Reason family are open to Level 3 Early Help:





	Name of Lead Professional 
	
	

	Date of last meeting 
	
	

	Date of next meeting 
	
	




	Details about other services who are supporting the child or young person

	
	


	School attendance
	Percentage attendance:

	Are there any concerns about the child’s attendance at school?
	If so please provide details

	Is EWO involved?

	Name and contact details of EWO:

	Details of referrer:                                                     Date of Referral:                  

	Name of referrer 
	Telephone details: 

	Address 
	Email 

	Role 
	Signature 



For completion by Health Practitioner ONLY. 
	For 0-5 years only

	When was the last Health Visiting Contact? 

	Is the child up to date with universal health surveillance? (If not, please state what intervention and why?) 

	For 5-19 years only

	Is the child open to school health nurses? 

	When were they last seen by school health nurses? 

	Have any workshops been attended? 

	Referral Outcome Decision

	Date of Triage: 	
Date outcome sent:
	Accept ☐         Reject ☐

	Name of Family Hub Practitioner: 
	Signature: 

	Rationale: 
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