	Name …………………. D.O.B………….….NWTS No……….

	Referral Number


	NWTS REFERRAL FORM

	


	Date
	Time
	Admin
	Consultant 

	Is the Child in cardiac or peri-arrest?
Yes /  No
	Is this a potential time critical transfer? 
      Yes /  No
	Is this a potential Trauma referral?
Yes /  No  /  Maybe

	If yes or maybe only take basic details and bring in NWTS consultant ASAP if trauma bring in TTL

	Referring Hospital

(If via other transport team please specify) 
	Referring Area

	Referrer’s Name


	Referring Grade and Speciality

	
Contact number
	Switchboard
Bleep number

	Referring Consultant - Name & Speciality

Referring Consultant? Present / Aware / Unaware
	Referring consultant in call? Yes / No

If not in call why?

	CHILD’S DETAILS

	First Name

	Surname
	DOB
	Weight 

	Address 

	
Postcode 
	Age
	Sex

	
	Gestation                 /40


	NHS Number
	Date & Time of current admission
	Has there been recent travel? 
Y  /  N             Where:

	Is the child known to PICU                  Yes / No/ Unknown 
	Is the child known to NWTS?          Yes / No/ Unknown


	If yes, which PICU?     RMCH   /  AHCH   / Other - Specify
	Does this child have an Advanced Care Plan /  Limitation of Treatment in place ?  Yes / No / Unknown

	Date transport agreed: 

	Time transport agreed:
	NWTS transfer date: 


	NWTS Admin
	NWTS consultants - Before closing case, please check the following

	Ambulance booking No
	
	24 hour follow up done
	Yes   /   No   /   N/A

	PICANet ID Referral No
	
	Notes & Prescription chart complete
	

	PICANet ID Transfer No
	
	Does this patient have a difficult airway? 
If yes has the been flagged on the database
	

	Transfer Form?  
	   Yes  /  No  
	
	

	Safeguarding Form?  
	   Yes  /  No  
	Incident? Yes  / No if yes please incident No
	

	Obs printout copied
	Yes  /  No  / N/A
	Excellence report?  Yes  / No  
	

	No of follow up sides
	
	Database complete  
	

	No of continuation sides
	
	Date closed & Consultant
	

	Admin check complete                  
	
	MDT Case Review
	Level 1
	Level 2 
	Level 3 

	NWTS Referral number: 08000 84 83 82   	NWTS Mobile 1: 07825 231737 Mobile 2: 07825 231822 Mobile 3: 07825 231 768 Admin mobile: 07825 231753   RMCH Senior Nurse:  0161-701-8022     RMCH Bed Consultant:  0161-701-8224    AHCH Number: 0151 252 5242/41 Security Birchwood: 01925 858853
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	NWTS call led by:

	NWTS Consultant in call?  Yes  /  No  -  If no why not?

	TTL in call? Yes / No / N/A
If No Why?
	Speciality conferenced in? Yes / No
Hospital?                Speciality? 
	Name / Grade 

	Provisional Working Diagnosis? 

	Blood Gas Results

	
	Date/ Time
	
	
	

		ASSESSMENT
AIRWAY   Difficult airway: Yes / No / Unknown 
Airway: Clear / Compromised / Adjuncts : 
ETT / Tracheostomy : Size:                  Length:                          Cuffed Y / N 
BREATHING         IWOB:  No / Yes:        Intercostal / Subcostal / Tracheal tug / Nasal flaring / Grunting / Head bobbing 
RR:                                  SpO₂:                                                 FiO₂:                                                ETCO₂:         
Exam findings: 

CXR findings:                                                                  
VENTILATION     NGT  /    OGT  / PEG           Aspirated: Yes / No 
FM / NC:               L/min          HighFlow:          L/min                    NIV: CPAP / BiPAP Pressures:          
Invasive ventilation:   Mode :                             Pressures:                               Rate :
CIRCULATION         HR:                     BP:                              CRT: central                peripheral           Urine output (last 6 hrs) :               Temperature:
Murmur: Y / N       Liver palpable: Y / N           Femoral pulses: Y / N    		    Heart size on CXR: Normal / Enlarged      Inotropes: Y / N Details: ACCESS / FLUIDS     IV Access: Peripheral / Central / IO     Fluid bolus total ____ ml/kg    Maintenance Fluid:DISABILITY          GCS ____ /15 (E ____ /4 V ____ /5 M ____ /6)            AVPU ____     
Pupils: L ____ R ____ 
CT head: Y / N       Seizures: Y / N            Sedation: Y / N           Paralysis: Y / N        
Hypertonic saline (2.7%):    Y  / N           Mannitol :   Y / N

SAFEGUARDING            Concerns: Yes / Suspected / No 
SEPSIS / INFECTION          Cultures sent: Blood / Urine / PCR / CSF / Sputum / NPA     Respiratory viruses:
Resistant organisms: MRSA / ESBL / CPE / Other                                                                           Positive cultures:                                        Antimicrobials given:
MENINGITIS (>3 months)            Dexamethasone given (0.15 mg/kg): Yes / No         Prophylaxis for parents/carers: Yes / No / N/A
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	Laboratory Results

	
	
	
	
	Date/Time
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	CRP
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	APTT
	
	Bilirubin
	

	
	
	
	
	APTT Ratio
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	ALP/GGT
	

	
	
	
	
	Toxicology

	
	
	
	

	
		

	
	

	
	



















Referral Clinical Details: 




























Name / Signature / Professional registration No /Job title:























	Referral Clinical Details:








































	Advised 

	PICU to PICU checklist
	Y / N

	STOPP document 
	Y / N

	Plan

	Decision to mobilise 
	Y / N

	Time of follow up 
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	CURES – communication tool

	Complete
	

	Understood
	

	Recorded
	

	Everyone agreed
	

	Senior/Specialist input 
	

	Name
Signature



	Name:
Signature:
Role:
Registration: 
Continuation/Follow up calls (Include observations & local team plan) 
Please document which team initiated the call / Which NWTS consultant was in the call and who lead the call
Date/Time: 


























Name / Signature / Professional registration No /Job title:

Name / Signature / Professional registration No/Job title:
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Continuation call/Follow up calls (Include observations & local team plan) 
Please document which team initiated the call / Which NWTS consultant was in the call and who lead the call
Date/Time:


























Name / Signature / Professional registration No /Job title:

Name / Signature / Professional registration No /Job title:






























	
Continuation/Follow up calls (Include observations & local team plans)
Please document which team initiated the call / Which NWTS consultant was in the call and who lead the call
Date/Time: 


























Name / Signature / Professional registration No /Job title:

Name / Signature / Professional registration No /Job title:































	PICANet Data Referral - complete for all patients once accepted for transfer or case closed

	Referring unit

	Referring Speciality

	Grade of referring clinician 
	Cons / Asso Specialist
	ST4 -8
	ST1-3
	F1/F2
	GP
	ANP
	Nurse
	Unknown

	Was the patient receiving invasive ventilation via ETT, LMA, or Tracheostomy at time referral was accepted for transfer?
	Yes
	No – not indicated
	No advised to intubate
	Unknown

	Advice Only Y   /   N   Indicate max support:  High flow / NIV / I&V for seizures & extubated / Inotropes / Other- specify:


	Referral Outcome 
	PICU
	NICU
	AICU-DGH
	HDU-DGH
	HDU-Tertiary
	Ward-DGH
	Ward-Tertiary
	Hospice / Home

	Accepted for NWTS transfer Yes / No
	Unplanned / Planned 
	Refused – no team
	Refused – time critical
	Refused – out of NWTS remit
	Died in DGH 

	Comments / reason NWTS refused:

	Transfer/Bed request from another transport team - Connect NW / KIDS / Embrace / Nectar / WATCH / CATS / STRS / COMET

	Admitted to AICU?  Yes / No - Reason 

	Unit 1
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Unit 2
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Unit 3
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Unit 4
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Unit 5
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Unit 6
	Time
	PICM Consultant
	Accepted – NWTS request
	Refused – no staffed bed
	Refused – out of scope of care 
	Bed request from OOR team accepted

	Transport
	NWTS
	NWTS/PIC extra -specify
	Neonatal team -specify
	DGH – Anaes /Paed
	Other PIC transport -Specify

	Referral Category
	Respiratory / Cardiac / ECMO / Sepsis / Poisoning / Palliative Care / Neurology / Metabolic / Renal / Liver / Haem-Onc / Endocrine / PICU back transfer / Burns / Surgical Neonate / ENT / Neurosurgery / Trauma / Other – specify: 


	Comments – If referral outcome is advice only, please include any excellence or adverse incidents here:
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Advice Given     1.     2.     3.     4.     5.     6.  


