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Continence and Urology Service 
Referral Form (PAEDS 5-19yrs) May 26 version

Date of referral…………………………….
	PATIENT DETAILS 
Name:     
D.O.B:
NHS Number: 
	Address:

Post Code:       
Tel. No:                                                                

	DETAILS OF PARENT/GUARDIAN
Name:
	
Relationship:
Tel. No.

	REFERRED BY                 Name:                                                               Tel. No:            
Please tick below: -
Paediatrician    ☐                          Consultant     ☐                      GP       ☐                                  Specialist Nurse     ☐
Ward     ☐                                     0-19 Services     ☐                   Self-referral  ☐                         Other please state:   ☐                     

	EXCLUSION CRITERIA 
Referrals received for patients with the following will be declined: - 
· The service cannot provide support to children who are toilet trained experiencing nocturnal enuresis (bed wetting) or faecal incontinence due to constipation. 
· Children under 5 years are not accepted by the service. 

	INCLUSION CRITERIA  
For the referral to be accepted the child MUST fulfil all of the following three criterium (please tick to confirm):  
☐ have a Statement of Educational Needs / Education, al Health and Care Plan.    
☐ be under the care of a Consultant Paediatrician.   
☐ have continence problems due to having a physical or learning disability that affects ability to become continent.  

	REASON FOR REFERRAL (Please tick the primary reason for referral):         
Bladder ☐            Bowel ☐                                                                                           
What is the child experiencing? (General symptom description)              

How is the child being managed currently? (Current management / self-care)
Tick if child is using continence aids already ☐
What continence aids are they using currently (Type, Model, Size):


	MEDICATION




	PAST MEDICAL HISTORY / DISABILITIES / MOBILITY 





E-mail completed referrals to: rightcarebarnsleyintegratedspa@swyt.nhs.uk
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