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Barnet 0-19 service 
Healthy Child Programme referral form

1. Child or young person being referred

	First name
	Click or tap here to enter text.
	Last name
	Click or tap here to enter text.
	Date of birth
	DD/MM/YYY
	Gender
	Click or tap here to enter text.
	NHS number
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	School/ nursery/ child minder
	Click or tap here to enter text.
	Please indicate if any of the below are applicable for this child (tick all that apply)
☐EHA
☐Child protection plan
☐CiN
☐Child looked after
☐SEND
☐Other (please mention below)
Click or tap here to enter text.




This referral has been discussed and agreed by parent/ carer/ young person.
Date: Click or tap to enter a date.


2. Details of individuals with parental responsibility:

	Name
	Click or tap here to enter text.
	Relationship to child
	Click or tap here to enter text.


	Name
	Click or tap here to enter text.
	Relationship to child
	Click or tap here to enter text.




Names and contact details of all professionals involved with the child/ young person:

	Education inclusion service
	Click or tap here to enter text.	0-19 Early Help
	Click or tap here to enter text.
	Social care

	Click or tap here to enter text.	Speech & language
	Click or tap here to enter text.
	Educational psychologist
	Click or tap here to enter text.	Youth Offending Team
	Click or tap here to enter text.
	CAMHS
	Click or tap here to enter text.	Occupational / Physiotherapist
	Click or tap here to enter text.
	Child development team
	Click or tap here to enter text.	Behaviour support
	Click or tap here to enter text.
	Dietician

	Click or tap here to enter text.	Other
	Click or tap here to enter text.



Information about additional family members:

	Child/ young person name
	Date of birth
	Nursery/ school

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



3. Reason for referral (tick all relevant with details)

	Health assessment
	☐	Add details here
	Emotional support
	☐	Add details here
	Developmental concern
	☐	Add details here
	Maternal low mood
	☐	Add details here
	Sleep management advice
	☐	Add details here
	Behaviour management
	☐	Add details here
	Feeding/ weaning
	☐	Add details here
	Accident prevention
	☐	Add details here
	Mental health issues
	☐	Add details here
	Sexual health advice
	☐	Add details here
	Child sexual exploitation
	☐	Add details here
	Dietary advice
	☐	Add details here
	Concerns about weight
	☐	Add details here
	Parental support
	☐	Add details here


	Support required
	Add details here


	Known medical conditions including disability
	Add details here
	Does the child/ young person have any communication difficulties? 
	Add details here
	Is an interpreter required?
	Add details here



4. Details of the person making the referral

	Name
	Click or tap here to enter text.
	Contact number
	Click or tap here to enter text.
	Job title
	Click or tap here to enter text.
	Team/ service
	Click or tap here to enter text.
	Signature
	Click or tap here to enter text.
	Date
	Enter a date.



5. This section is to be completed by the Barnet Public Health Nursing Team:

	Date referral received
	Click or tap here to enter text.
	By whom
	Enter a date.
	Action taken
	☐Acknowledgement receipt sent
☐Allocated to health visitor
☐Referral declined and response sent




6. Please add any further information that will support your referral

	Click or tap here to enter text.



Please send completed form to hcp.4barnet@nhs.net
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