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Surname of Baby……………………   	DOB:……………………
Forename of Baby:…………………………..  	 Male /Female
Baby’s NHS Number:……………………… 	Mothers Surname:……………………
Address:...........................................................................................................................................................................................................................................................................................
 Post Code:…………………………….  	Telephone No………………………………………….
GP Details: ……………………………………………………………………………………………………………………………
Country of Birth:		Ethnic Origin:
Mother:	............................                      ……………………
Father:		………………………….		………………………
Is there a family history of TB?		Yes /NO (please circle)	
Has the child travelled abroad to a High Incidence Country?	YES/NO 
Have you checked on CHIS to see if the child has received BCG vaccination?   YES/ NO 
SCID Result:	 YES/NO    		Parent Refused SCID:			YES/NO
Babies place of birth:___________________________	 
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++Person Referring Details:
Name:……………………………..	Job Title …………………………………………………………..
Base:………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………….
Signature:……………………………..	Date:………………………….
Please return this form to:
Kay Potts 
TB Nurse Support		Email: Kay.potts1@nhs.net
ESK House                       	 	Fax: 01384 244363
Russells Hall Hospital
Pensnett Road
Dudley 
DY1 2HQ
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