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Referral to Children’s Acute Nursing Team (Manchester Team)
*Referrals with inadequate information may be returned* 
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Patient details


Referral details








Discharge information 
IV Therapy Referral Form
· Please DO not discharge the patient until the Manchester Community Nurses have confirmed that all information on the reconstitution guidelines and prescription chart are correct. 

· Please use this IV referral form for IV antibiotics / Line flushes / Chemotherapy 


GP name and address: 





Contact number:  





School name: 





Health visitor: 





Contact number:  





Name of parent:  





Relationship to child:  





Interpreter required: No





Language:  





Name:  





Address:  


D.O.B: 





NHS number:  





Diagnosis: 








No known drug allergies 








*if referral is for IVABs please complete overleaf*





Referrer location: 


Contact number: 





Referrer name & Designation: 








Past medical history/ other relevant information: none








Wound/Burn





Dressings supplied: 





Sutures: No





Absorbable/non-absorbable 





Removal date:





*All wounds/burns require at least 2 days of dressings to be supplied upon discharge & will be seen in a clinic*





Date of referral –  





Reason for referral-   





Consent for referral obtained: 


Date when visit/telephone call/Clinic appointment required  –   





*A telephone call assessment will be made prior to the arrangement of the visit





Additional information including any relevant social information or safeguarding concerns:











Social worker: 





Name:					Contact number: 








Discharge observations (if applicable):





Temperature:  





Heart rate: 





Oxygen saturations: 


 


Respiratory rate: 





Any other information: 








CCNT Acute contact details:


Longsight Health Centre


526-528 Stockport Road 


Manchester 


M13 0RR


Telephone number: 0161 529 6630


Emails: �HYPERLINK "mailto:mft.manchesterCCNT@nhs.net"�mft.manchesterCCNT@nhs.net� 


�HYPERLINK "mailto:LCOSPAmanchesterCCNT@mft.nhs.uk"�LCOSPAmanchesterCCNT@mft.nhs.uk� 


Preferred email LCOSPA


Working hours: 08.00- 22.00 (7 days per week








Discharge advice given:  


Any planned follow up:  








Infection status: 











If the referral is for IVAB’s or line flush please complete overleaf





Are levels or bloods required while on this treatment?: 


Yes / No 


If yes when and where: 








If treatment requires levels – levels on discharge: 




















Hospital follow up arranged?


Yes/No


If yes when? 





Infusion: 


Yes / No 


If yes how long is the infusion? 





Line insitu: 











CCN to remove line on last dose: 


Yes / No / NA  


(if No where is the line being removed): 

















Have antibiotics, flushes and equipment for full course been supplied: 


Yes / No





Diagnosis: 














IV antibiotic / line flush/ chemotherapy start date: 














Date and Time CCN to commence treatment: 











End Date: 














Drug Name and Dose: 











