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Childhood Stroke Support Referral Form (for Professionals)  

Please return to childhoodstroke@stroke.org.uk. 
If you would like to speak to us please phone:   0303 3033 100


	Child’s Details

	Child’s First Name:                                              Child’s Family Name:      

Child’s Date of Birth:                                           Gender:             
                         
Address:                                    
                                                     

	Contact Details:


	Main person to contact:  
Name


	Relationship to child


	Does this person have Parental responsibility for the child?

Yes / No


	Tel:                                Mobile:
Email:

Address: (if different from child’s address)
Postcode:



	Is there someone they would like us to speak to if we can’t get hold of them?    

Name


	Relationship to child


	Does this person have Parental responsibility for the child?

Yes / No


	Tel:                                Mobile:
Email:

Address: (if different from child’s address)
Postcode:


	Are there any accessibility needs we should be aware of?  

Yes / No 
If Yes please outline


	Stroke Details


	Date of Child’s Stroke or TIA: 

Previous Strokes/ TIA’s:


	Name of hospital:

Admission date:

Discharge date:


	Is there anything else you would like to tell us?  



	Your details

	Is the person aware this referral has been made to Childhood Stroke Support?
Yes / No 


	Name:                                                            
Profession 
Tel. No:                   
Email Address:
Date:  
Date received by service: 
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