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MANCHESTER CFS/ME SERVICE FOR CHILDREN AND YOUNG PEOPLE REFERRAL FORM



Please note:  GP referrals must be generated through Choose & Book
NON GP 
REFERRAL FORM

Tertiary Paediatric Fatigue Service 

ROYAL MANCHESTER CHILDREN’S HOSPITAL
	1)  DETAILS OF CHILD



	Name:
	

	DOB:
	

	Address:


	

	Tel no:
	Home:
Parent/Carer Mobile:

	NHS no:
	

	Ethnicity:
	

	Religion:


	

	Parent name: 


	

	Parents Email address: 


	


	2) OTHER RELEVANT FAMILY ADDRESS (e.g. father’s address if different)



	Name:
	

	Address:


	

	Tel no:


	

	Who has parental responsibility?
	


	3)  DETAILS OF REFERRER



	Name:
	

	Designation


	· Please note:  GP referrals must be generated through Choose & Book

	Address:


	

	Tel no:
	


	4) CHILD’S CURRENT SCHOOL



	Name:
	

	Address:


	

	Tel No:
	

	Head Teacher:


	


	5) CLINICAL HISTORY, INCLUDING RELEVANT FAMILY AND DEVELOPMENTAL HISTORY

	

	6) DETAILS OF CURRENT TREATMENT PLAN AND PROGRESS, INCLUDING CURRENT MEDICATION (if any)

	


	7) DETAILS OF ANY OTHER RELVEVANT INFORMATION


	


	8) PLEASE OUTLINE WHAT YOU WOULD LIKE TO GAIN FROM THE INPUT OF OUR SERVICE

	


	9) ARE THE CHILD AND FAMILY AWARE OF THIS REFERRAL




Yes

□

No

□
	10) TESTS/INVESTIGATIONS (as recommended by NICE Guidelines)

	Test/Investigation

Date Performed

Result

Full Blood Count

Urea and Electrolytes

Liver Function Tests

Thyroid Function Tests

ESR or Plasma Viscosity

C-Reactive Protein

Random Blood Glucose

Serum Creatinine

Gluten Sensitivity Screen

Serum Calcium

Creatine Kinase

Serum Ferritin Levels

Urinalysis – Protein and Glucose




	11) ANY FURTHER TESTS/INVESTIGATIONS

	Test/Investigation

Date Performed

Result




	12) ARE THERE ANY KNOWN REASONS WHY A HOME VISIT SHOULD NOT BE CARRIED OUT? 

	 Yes                 □           No            □

	If yes, please explain potential risks:



	13)GP DETAILS

	Name :



	                                                                     

	Address: 


	

	Tel No.


	

	Aware of referral   


	Yes □      No □

	

	14) ARE ANY OTHER PROFESSIONALS CURRENTLY INVOLVED WITH THE FAMILY? 

	Name: 


	

	Title:


	

	Address:
	

	Tel No.


	

	Aware of referral   


	Yes □      No □

	Name: 


	

	Title:


	

	Address

	

	Tel No.


	

	Aware of referral   


	Yes □      No □

	Name: 



	

	Title:


	

	Address:
	

	Tel No.


	

	Aware of referral   


	Yes □      No □


	Completed by (Print Name below):


Signature:

Date:
	Please send referrals to:                                                                     Tertiary Paediatric Fatigue Service 

Harrington Building

Royal Manchester Children’s Hospital

Hathersage Road

Manchester, M13 9WL       
TEL: 0161 701 4516         
EMAIL: mft.rmch.lc@nhs.net 
Cfs.admin@mft.nhs.uk For general enquiries 
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