ABERTAWE BRO MORGANNWG UNIVERSITY NHS TRUST
DEPARTMENT OF COMMUNITY PAEDIATRICS

REFERRAL TO THE DEPARTMENT OF COMMUNITY PAEDIATRICIANS

This form should be completed by the Teacher and the consent section signed by the Parent/Guardian.

After completion, please post it to the Child Health Department, Central Clinic, 21 Orchard Street, Swansea.

SA1 5AT.  Telephone: (01792) 651501.
Please not that the referral cannot be accepted without the Parent/Guardian’s consent.

TO BE COMPLETED BY THE HEAD TEACHER  (Please use BLOCK CAPITALS)

Child’s Surname

______________________________________________________

Forename(s)


______________________________________________________

Date of Birth


______________________________________________________

Home Address

______________________________________________________





______________________________________________________





______________________________________________________

Name of School 

Attended


______________________________________________________

Reason for

Referral


______________________________________________________

HOW DOES THE PROBLEM CONCERNED AFFECT THE CHILD’S FUNCTIONING IN SCHOOL?
DOES THE CHILD HAVE ANY GENERAL SPECIFIC LEARNING DIFFICULTY?

IF SO, HAS THE CHILD HAD AN EDUCATIONAL PSYCHOLOGIST ASSESSMENT?
___________________________________________________________________________________________________________
PLEASE COMMENT ON:-
1. Child’s academic progress:-

       ________________________________________________________________________

2. Behaviour in classroom/playtime:-

      ___________________________________________________________________________

3. Any difficulties socialising with peer group:-

       __________________________________________________________________________

      Does the school or parents have any concerns regarding

      VISION/HEARING/SPEECH & LANGUAGE/CO-ORDINATION?

      If so, please give reasons for concern

      ___________________________________________________________________________

      ___________________________________________________________________________

      If referral is for suspected ADHD, please attach IEP Review reports and EBD Specialist

      Teacher/Educational Psychologist views on the child’s Functioning (See Appendix 4 of

      ADHD Guidelines).

      Signed


______________________________________________________

                                                                          (Please Print Name)

      Designation

______________________________________________________

      Date


______________________________________________________

      PLEASE ATTACH RELEVANT REPORTS AVAILABLE ON THE CHILD TO SUPPORT THE
      REASON FOR REFERRAL
      TO BE COMPLETED BY THE PARENT/GUARDIAN OF THE ABOVE NAMED CHILD
      I confirm that I am happy for my child(ren) to be referred to the School Medical Services

      for:
· Paediatric Examination

□
· Release of Medical Information
□
(Please tick as appropriate)

· Hearing Assessment

□

· Vision Assessment


□

· Other – please specify

□
      I confirm that I am happy for the school to send the following report to the

      School Paediatrician

      ___________________________________________________________________________

      Sign

____________________________________________________________

                                                                            (Print Name)

      PARENT/GUARDIAN  ________________________________________________________
