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	Coventry and Warwickshire Two Week Referral Services

Before completing this form, please be aware that the Paediatric 2WW pathway via Consultant Connect is the preferred route for all Paediatrics 2WW referrals.
To use the service, please use the Consultant Connect App or your practice’s dial-in number to place a call to the ‘Paediatrics – Suspected Childhood Cancer’ line.  This service is provided by University Hospitals Coventry and Warwickshire NHS Trust and is available Monday-Friday, 9am-5pm. The referrals are directly accepted via messaging service in this system after a telephone discussion with a consultant.

For full information on how to access the service, please refer to the Consultant Connect Paediatric 2WW User Guide.

This form will still be accepted as a referral via ERS:
if there is any technical difficulty accessing the consultant connect system 
or if preferred for Paediatric skin and ophthalmology referrals

This referral is made on the basis that the referring doctor considers that the child or young person has clinical indications of a new malignancy. For full details see NICE update CCLG Referral guidance https://www.cclg.org.uk/Referral-guidance
Further information is also available on the GP gateway website
https://www.coventryrugbygpgateway.nhs.uk/pages/paediatrics/

PAEDIATRICS & ADOLESCENTS (New 2022)

	REASON FOR REFERRAL

	RETINOBLASTOMA: TWW referral for ophthalmological assessment in infants with an absent red reflex 
	[image: ]

	Other reason for referral
	[image: ]



	Description of abnormality / area of concern. Additional history/comments (including medications and/or any recent investigations)


















	Interpreter required
	YES
	[image: ]
	NO
	[image: ]
	If so, Language: 

	Patient Details
	GP Details

	Surname:
	
	Name:
	

	Forename: 
	
	Address:
	

	Address:
	
	
	

	Hospital No:
	
	Practice Code:
	

	
	
	GP Code:
	

	NHS No:
	
	Phone:
	

	Date of Birth:
	
	
	

	How can we communicate time and date of this urgent appointment to the patient?
	Date of decision to refer:
	

	Phone (day time contact number):
	

	Evening contact number:
	

	IS PATIENT AWARE OF THE REASON FOR THE REFERRAL     
	Yes	[image: ]
	No	[image: ]

	IS PATIENT AVAILABLE IN NEXT TWO WEEKS                           
	Yes	[image: ]
	No	[image: ]

	IF NO PLEASE STATE WHEN PATIENT IS AVAILABLE:      


	

For Hospital Use Only

	Criteria for referral met        Yes/No                             Further investigations for suspicion of cancer       Yes/No

Discharge back to GP         Yes/No                             Further investigations NOT suspicious of cancer  Yes/No

Time and Date received:                                         
Signed: ………………………………………………….    Printed: ……………………………………………………….
Date of appointment: …………………………………...  Comments: …………………………………………………..
…………………………………………………………………………………………………………………………………



Summary of Information 
Repeat Medications
Allergies
Major Medical History
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