REFERRALS TO: The Royal Alexandra Hospital for Sick Children

Dyke Road

Brighton

BN1 3JN

URGENT APPOINTMENTS ONLY: FAX 01273 736685

Paediatric Outpatient Referral Letter


From: GP name, practice and stamp



Referral Date: 










GP assessment of urgency:









Rapid response (48 hours or less) 
(
Urgent (2 weeks)


(
Soon (6 weeks) 


(
Routine




(

Patients Details:


Name:









   DOB: 


Address: 


Contact numbers: 


Hospital Number/NHS Number: 


Nature of the problem/important question(s) to be addressed:


PMH (NB Is the patient known to RACH?)

Results of primary care investigations, if any (especially urine samples, including method of collection)

Growth (NB This is a crucial pointer to health.  Please ask parents to bring Red Book for patients under 5 years)

THRIVING
(
POSSIBLE CONCERN
(
DEFINITE CONCERN
(
NOT KNOWN  (

Treatment already tried and outcome


Information given to family/other family factors

GP Signature

~[Today...]





~[Free Text:Name of sender]








~[Date Of Birth]





~[Forename] ~[Surname]





~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3] ~[Patient Address Line 4] ~[Post Code]





~[Telephone Number]





~[NHS Number]








