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Referral Form

Referral from Community Midwives, GP’s and Health Visitors (REF2) V4
	Patient Details
	
	Referral

	Name:


	Mother’s surname & first name:
	
	Referred by: (please print name & contact details)



	Address:

Post Code:
	Telephone:


	
	

	
	Date of birth:

                        /       /

Time of birth:
	
	

	
	Gestational Age at Birth:


	
	

	
	NHS / Local number:
	
	Referral Date:

                     /            /

	Reasons for Referral
	
	
	

	· Home Birth

· Out of County Birth (state place of birth)

· Transfer into County < 3 months old

· Missed (and has not DNA’d /WNB x 2)

· Screened abroad (repeat required)
· Other 

If Neonatal Unit we will screen up to 6 months old however you will need to refer to Community Audiology if child well and 12+0/52 

ccs.bedsandlutonchildrenshealthhub@nhs.net

	
	General Practitioner: (name & address)

Name:



	
	
	
	
	

	No Risk Factor
	
	
	
	(

	
	
	
	
	

	Risk Factors Present (Please specify)
	Tick all that apply


	
	Risk factor
	
	Tick all that apply

	
	Congenital Infection
	Proven or possible infection due to Toxoplasmosis, Rubella, CMV or Herpes as per TORCH screen, and notified at any age
	

	
	Craniofacial anomalies

And Syndromes
	A noticeable Craniofacial anomaly with known association to hearing loss. E.g. cleft lip or palate, Downs Syndrome, Waardenburg, Usher, Treacher Collins, Pierre Robin, Craniosynostoses etc. (excludes minor pits and ear tags)
	

	
	Family History
	Permanent childhood hearing loss (one or both ears) in parents, siblings, aunts or uncles and other close relatives. Not glue ear, not extended family. Please say nature of problem and relationship e.g. uncle hearing aid since childhood.
	

	
	Meningitis
	Confirmed or suspected viral/bacterial meningitis or meningococcal disease. 
	

	
	Baby on NICU for more than 48 hours days
	If more than 48hours , please state length of stay 
	

	
	Jaundice at exchange transfusion level
	
	

	
	At risk of neurodegenerative or neurodevelopmental disorder
	Developmental delay associated with neurological disorder or history of hypoxic ischaemic encephalopathy (HIE or birth asphyxia)
	


***Please provide all patient details requested above. Thank you***

Please EMAIL completed form to:


N.H.S.P. Programme Manager 


Deborah Cheshire  � HYPERLINK "mailto:deborah.cheshire1@nhs.net" �deborah.cheshire1@nhs.net�


07968819513


Luton NHSP Office 01582 718187


Bedford NHSP Office 01234 355122 ext ;5177








Referral Form 2 Community to NHSP

