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BIRMINGHAM & SOLIHULL TB SERVICE

151 Great Charles Street

Queensway

Birmingham B3 3 HX

Tel: 0121 424 1935

Fax: 0121 424 1979

BCG VACCINATION REFERRAL FORM
First name: …………………………………………   Surname ……………………….……………………… Gender: Male /Female
Date of Birth………………………………………………………… NHS Number…………………………………………………………..
Address……………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………… Postcode: ……………………………………………

Telephone Number……………………………………………….. Mobile No: …………………………………………………………….
GP Name: ……………………………………………………….………………………………………………………………………………………..

Address: …………………………………………………………………. Tel No: …………………………………………………………………
Reason for referral (Please tick one box, if no box is ticked an appointment cannot be sent)
	
	New Entrants
	
	Requests prior to any treatment or post treatment

	
	Looked after child

	
	Missed at birth  

	
	TB contact
	
	Has anyone in the family  been treated for TB in the last 5 years

	
	Any previously unvaccinated child with a parent, grandparent from high risk countries


Name of referring health care professional …………………………………........................... Date: ……………………….
Designation:………………………………………………………. 

Contact e-mail / Tel No: ……………………………………………….
Please e-mail to: FAO: Hanna Kaur – TB Lead Nurse, Birmingham and Solihull TB Service bhamandsoltbservice@nhs.net
