DAY TIME WETTING REFERRAL FORM

Please note that referral cannot be accepted if

e Child is under 5 years old
e Has not been seen at level 2
e Any sections of this form are incomplete.

e Constipation has not been ruled out or affectively treated (evidenced by stool diary)

e The FVC shows less than 4 voids per day
e The FVC shows fluid intake below expected for age (see appendix B)
e Bladder irritants are being consumed

Reason for referral: Red flag concerns

Name of person completing form:

Designation:

Contact details:

Date form completed: Signed:

Child’s name: Date of birth:
Male/Female

Parents’ Names:

NHS Number/Hospital ID:

Address:

Home phone: Mobile
Parent’s email:

GP name and address: GP phone number:

Other relevant health care professionals involved:
Social worker
Safe guarding involvement or concerns

CAMHS

Age:



DAY TIME WETTING REFERRAL FORM

Past medical history:

Medication history:

Drug Dose Timing ________
Drug Dose Timing ________
Drug Dose Timing ________
Drug Dose Timing ________

Results of physical examination to rule out underlying organic cause - ‘red flags’

with date performed

USS and PVR result

Spine and reflexes

Genitalia

Gait

Abdominal examination

Please include recent:

Stool Diary Minimum of 7 days [ ]

Frequency volume chart Minimum of 2 days [ ]

Any other comments:




