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Public Health Midwife Referral Form

Name & Address (inc postcode)   
                             Consultant:

    
                            Unit No:

                                       NHS No:

             
                         Hospital ANC:

                                  EDD:

        Place of Delivery:

DOB:   






        GP name, address & tel no:

Ethnicity:

Telephone no: 

Partner’s name and DOB:                                                


	Questions
	Yes (tick)


	No 

(tick)

	1. Domestic Violence

	Is there a history of domestic violence?
Physical / emotional / sexual (please circle)

Please give details:
If HIGH RISK please complete MARAC and forward a copy with your referral.
Please list any support agencies involved e.g. WAVE


	
	

	2. Safeguarding 
	

	Are there any current / previous Safeguarding concerns?
If YES please give details: 
Refer to Social Care if concerns are current and attach a copy to PH midwife referral.

Complete yellow Special Circumstances Form & send copy with PH Midwife referral.

	
	


	3. Mental Health
	

	Are there any previous or current mental health concerns?

If YES please give details including any medication:

	
	

	Is the client involved with Mental Health Services?

Please give details:

	
	

	If you have significant concerns or the client has scored 5 or more predictive risk factors on the Notification Of Pregnancy Form, please attach a copy.


	
	


	If you have any other significant concerns regarding the client please give details below (IMPORTANT – Staff should be aware that their professional judgement should be used.  If a client appears to be high risk, these concerns will be taken into consideration)
Please contact a Public Health Midwife if you need advice prior to referral.  

Please ensure you attach a copy of the Yellow Special Circumstances form & any other referral you have done.


	 Referrer’s Name: …………………………. Position: ……………………………

                   Tel No: ……………………………………………………………………

                   Date: ………………………………………………………………………
Has consent been given by the Client to forward the information to the Public Health Midwives?             YES  /  NO


Please fax completed form to Public Health Midwife on:-  01942 482409
OR PHONE  
Office:-


01942 822772
Ashton :-

           077333 15171


Wigan :-

           077333 15160


Leigh :-

           077333 15157

OR POST AS EXTERNAL MAIL TO:
PLATT BRIDGE HEALTH CENTRE






RIVINGTON AVE







PLATT BRIDGE







WN2 5NG
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