
 
Child Health -  Family and Clinical Support Services 

Basingstoke and North Hampshire Hospital 
Aldermaston Road 

Basingstoke 
Hampshire 
RG24 9NA 

PATCH REFERRAL FORM FOR CHILD HEALTH ASSESSMENT 
PLEASE COMPLETE ALL SECTIONS (Incomplete referrals will unfortunately have to be returned) 

     
Name:  ……………………………………………………………………….     DOB: ………………………………….…………………….                                              

Age:  ……..…years………months Language spoken at home:  …………………………………………………….. 

Address: ……………………………………………………………………………………………………………………………………………….. 

Postcode:  ……………………………………………………………………... Tel No: …………………………………………………... 

 School/Preschool:  ………………………………………………….…….. GP:………………………………………………………….  

MAIN CONCERNS/AREAS OF DIFFICULTY: 
 
 
 
 
 
 

 Concerns/Description of Current Abilities: 
Motor skills 
(including fine 
motor): 
 

 

Speech and 
Language 
(including 
understanding): 

 

Hearing and 
vision: 
 

 

Self care skills: 
 
 

 

Social Skills 
(including play 
skills): 
 

 

Learning ability: 
 
 

 

Behaviour  
(including 
evidence of 
pervasiveness): 
 
 
 

At home: 
 
 
In educational setting: 
 
 



  

Other agencies involved with family or child (Please state if referral has been made and/or name of 
relevant professional if already known): 
   √               √ 
Paediatrician: 
 

  Audiology: 
 

  

Health visitor/ 
School nurse: 

  Eye Clinic:   

Speech and  
Language Therapy: 

  CAMHS: 
 

  

Physiotherapy: 
 

  Area 
INCO/SENCO: 

  

Occupational 
Therapy: 

  Educational  
Psychology: 

  

Portage:   Children’s  
Services: 

  

Primary Behaviour  
Service: 

  Locality  
Team: 

  

Parent support  
Advisor: 

  Other: 
 

  

 
Additional information/reports provided?  Yes/No 
 
Any other support already in place at school/nursery? e.g. ELSA, 1:1 support:  
 
 
Please state if parents have attended a parenting course: Yes/No  (If yes, please give details) 
 
Desired outcome from this referral (i.e. what do you hope this referral will achieve for the child/young 
person and their family?): 
 
 
Please confirm that the child’s GP is aware of this referral     (Please tick) 
 
Do you intend to attend the Patch Team meeting?   Yes/No  

 
Referrer’s Name: …………………………………………………..…………… Designation:……………………………………………. 
 
Referrers Signature: ……………………………………………………………………………………………… Date: ……………………. 
 
Parents’/Carers’ Views:  
 
 
Please confirm that: (Please tick) 

1.  I am/We are aware of and consent to this referral.   

2.  I/We have been given and have read the parent information sheet. 

3. I/We agree to the Patch Team gathering information from and sharing the report with 

other relevant professionals.   

Parent/Carer’s name:…………………………………………….……….Mother/Father/Other (please state):  …………. 
 
Parent/Carer’s Signature:……………………………………………………………………………………… Date: ……………………. 
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Information for Parents/Carers about Patch 

 
Your child is being referred to the Patch team because you and/or a professional have concerns about 
their health, development or behaviour. 
 
This information sheet explains what you can expect to happen following your child’s referral being 
received by the Patch team. 
 
All referrals are discussed in a Patch meeting. The meeting is attended by Paediatricians (Children’s 
doctors) and may also be attended by other professionals who may know your child, such as the Health 
Visitor, School Nurse, Therapists etc. Occasionally professionals representing Education or Children’s 
Services may also wish to attend these meetings to discuss individual children. 
 
There are three Patch Teams, each representing a different geographical area. Each team meets once a 
month.  
 
The aim of the meeting is to prioritise an individual child’s health needs and advise on an appropriate 
course of action. In order to reach the best decision for your child, the Patch team members will look 
at existing documentation and share relevant information between professionals. 
 
There are several possible outcomes for your child following the meeting: 

1. A request for the referrer to provide more information in order to inform the decision making 
process 

2. The school nurse to gather further information by liaising with both you and the school staff 
3. A request for you to attend a parenting course in the first instance  
4. A referral to a different service such as Children’s Therapies, CAMHS etc. 
5. An offer of an outpatient appointment with a General Paediatrician (where the concerns are 

mainly medical) 
6. An offer an outpatient appointment with a Community Paediatrician (where the concerns are 

mainly developmental, behavioural and/or educational) 
 
The referrer will always be informed of the outcome following the meeting. 
 
If your child is seen in a Paediatric outpatient clinic (outcomes 5 or 6) the doctor will first spend time 
discussing the concerns about your child, as well as their medical and family history. He/She is also 
likely to examine your child and may undertake further assessments or tests. In most cases it will be 
important to gather additional information about your child’s behaviour and/or progress in their 
educational setting. This may be in the form of written reports and/or may be via telephone 
conversations between professionals.  
 
Following the clinic appointment a letter will be written to the referring professional summarising all of 
the above. A copy of this letter will also be sent to you and to other relevant professionals who know 
your child. This usually includes staff at your child’s pre-school/school. 
 
Therefore by consenting to the Patch referral, it is important to understand that you are agreeing to 
the whole process outlined above, including sharing of relevant written and verbal information 
about your child between relevant professionals. If you have any questions or concerns about this, 
please discuss these with the professional making the Patch referral or with the Paediatrician at the 
time of the appointment. 
 

Community Paediatric Team (RM, July 2015) 
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