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REFERRAL FORM FOR CHILD/YOUNG PERSON 
WITH A LIFE LIMITING CONDITION
PLEASE COMPLETE IN BLOCK CAPITALS
	Date of Referral
	
	Referred by
	


	Have the child’s parents (those with parental responsibility) consented to this referral?
	Yes / No

	Has the young person consented to this referral? (if applicable)
	Yes / No / NA

	Have the child/young person/family agreed to share their health care record with other professionals involved in their care? 
	Yes / No

	I confirm that the above answers are the wishes of the family
	Signature…………………………………………………………..


	Child/Young Person’s Name
	Parent/Carer Name 1
	Parent/Carer Name 2

	
	
	

	Diagnosis
	Relationship to Child
	Relationship to Child

	
	
	

	
	Has parental responsibility
	
	Has parental responsibility
	

	Child/Young Person’s Address
	Address (if different to child/young person)
	Address (if different to child/young person)

	
	
	

	
	
	

	
	
	

	Gender: 
	
	Telephone
	Telephone

	Date of Birth:
	
	(
	(

	NHS Number:
	
	Mobile
	Mobile

	Hospital Number:
	
	(
	(

	Religion:
	
	Email
	Email

	Ethnicity:
	
	(
	(

	Language:
	
	(please tick to identify preferred contact number)

	Brothers and Sisters

	Name
	
	Date of Birth
	
	M / F

	Name
	
	Date of Birth
	
	M / F

	Name
	
	Date of Birth
	
	M / F

	Name
	
	Date of Birth
	
	M / F


	CCG
	


	Does the family receive respite care from any other service(s)?
(if yes, please state details below)
	Yes / No

	


	Attends school?
(if yes, please state details below)
	Yes / No

	


	Reason for referral: (Diagnosis/Prognosis/Any additional factors)

	Please continue on a separate sheet if necessary



PROFESSIONAL CONTACTS

NB: Full details of GP and Lead Consultant (including job titles) must be completed in full to enable us to process the referral

	Title and Name of Referrer:
	Address of Referrer:

	
	

	
	

	
	

	Postcode:
	

	Telephone Number:
	

	Email Address:
	


	Full Name of GP:
	Name and Address of GP/Medical Centre:

	
	

	
	

	
	

	Postcode:
	

	Telephone Number:
	

	Email Address:
	


	Title and Full Name of Lead Consultant:
	Name and Address of Hospital:

	
	

	
	

	
	

	Postcode:
	

	Telephone Number:
	

	Email Address:
	


	Other professionals involved:

Please record name, designation, address and contact details.  Please continue on a separate sheet if necessary.
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Additional Information:

	


	PLEASE POST REFERRALS TO:

BLUEBELL WOOD CHILDREN’S HOSPICE

CRAMFIT ROAD

NORTH ANSTON

SHEFFIELD, S25 4AJ

TEL: 01909 517369 

Or email to Bluebell.Referrals@nhs.net 
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