CHILDREN’S FOUNDATION™

Jack and Jill Children's Foundation Referral Form

Please complete all relevant sections and attach supporting medical documentation.

1. Child's Details

Name of child

Date of birth (DOB)

Gender [J Female [J Male

Address

Eircode

2. Reason for Referral

Reason for referral [J Respite [J End of Life

Has Liaison Nurse Manager been contacted? [TYes [JNo

If yes, Liaison Nurse Manager name

3. Next of Kin

Name

Mobile number HNEEEEEEEEEEEEEN

Emil addess INEEEEENENEEEEEEEEEEEEEEEEEN

Nationality

First language spoken

Name

Mobile number HNEEEEEEEEEEEEEN

Email adcress IEEEEEEEEENEEEEEENEEEEEEEEEE

Nationality

First language spoken

Number of siblings I:I
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4. Referrer Details

Name

Location

Role

Phone number

Email address

5. Diagnosis

Part 1 - Diagnosis

Diagnosis

Part 2 - Care Needs

r

Severe cognitive delay [JYes [ONo [JUnable to say

Airway / respiratory [Joxygen [ Suction [ Tracheostomy [JCPAP [J]BiPAP [ Ventilated [ None
[ other

Feeding [ Oral feeding [ Enteral feeding [1PEG [ING [JJej [ Other

Seizures Cyes [ONo

Mobility [J Mobile  [J Non-mobile ] N/A
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5. Diagnosis Continued

Part 3 - Additional Information

Please include any other medical, care, communication or safety information relevant to this referral.

6. Health Professionals

Consultant / hospital

Public Health Nurse

GP

Social Worker

7. Community / Supports

1. Medical Card [JYes [J No [J Applied for
2. Domiciliary Care Allowance [JYes [J No [J Applied for
3. Has an HSE Home Care Package been applied for? [ Yes [J No I N/A

4. Has a CDNT referral been made? [JYes [J No

If yes, team name and contact details
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8. Consent and Supporting Documentation

| confirm that the parent(s) / guardian(s) have consented to this referral.

[[] Confirmed - parent(s) / guardian(s) have consented to this referral

Referrer signature Date

Supporting documentation attached (tick all that apply):

] Medical letter / report [[] Other relevant documentation

Please ensure all relevant sections are complete before submitting this form.

9. Liaison Nurse Manager Contacts

Anne Reilly
Cavan / Monaghan / Louth / Meath

Shirley Baskin Morris
Donegal

Caroline Thomas
Dublin

Anne McLoughlin
Dublin / Westmeath

Cathy Keighery
Galway / Roscommon

Erin Watt Sheperd
Mayo / Leitrim / Roscommon / Longford / Sligo

Eilin Ni Mhurchu
Cork

Emily McCarthy
Cork / Waterford

087 6612255 Joanne Doyle

Wexford / Carlow / Kilkenny

087 1934295 Sheila Hayes

Tipperary / Kilkenny (shared)

087 2724612 Fiona Callaghan
Dublin / Wicklow

087 1013054 Mary Joe Guilfoyle
Laois / Offaly / Kildare

087 6004118 Siobhan Reen

Kerry / Cork border / Limerick border

087 7204732 Aine O'Sullivan
Clare / Limerick

087 1232844 June Foxton
Dublin / Kildare

087 4868380 Sarah Bradford
Dublin

087 9134381

087 7469500

087 9733860

087 8302618

087 3508027

087 0565683

087 4620990

087 3323671
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