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	Section1: Referral Management Document Assurance Checklist

	Is this NEW / REVISED /Re-issue 
(no changes) (please circle or highlight)	
	
	Revised

	
	
	
What doc. does this replace? (Ensure correct document title is given):
Hull and East Riding Community Children’s Nursing Service Referral Form


	Document type (Referral Form, Clinical Guidance for external use) 
	Referral Form

	Document TITLE (This should match the title on the PPPG document - topic, service (unless organisational), document type)  
	Hull and East Riding Home CCN referral form 

	Version number:
	2

	Lead author: (include name and job title)
	Jayne Lowther – CCN Service Clinical Team Lead 

	Second author/s: (include name/s and job title)
	

	Service(s) that this document is relevant to:
	Children’s Community nursing 

	How is this document to be disseminated? Via ICB/PIP externally, CHCP website, CHIPs

	
ARDENS via ICB / PIP 

	Format and style (Place an ‘X’ in the box on each row to confirm compliance with format and style requirements)

	Arial font 
	☒	1.0 spacing (avoid underline )
	☒	Grammar & Spellchecked
	☒
	Min Font size 12
	☒	Justified paragraphs
	☒	CHCP logo & Page footers completed
	☒
	Verification of content – optional review section - At least ONE of the processes below MUST be undertaken.  Please complete/delete as appropriate

	Content reviewed and verified by service manager/clinical lead? (List all)
	Jayne Lowther (Clinical Team Lead: CHCP)

	

	· 
	Joanne Shaughnessy (Operational  Manager Specialist Nursing: CHCP)

	

	Content reviewed and verified by knowledgeable Clinicians/ GP’s? (List all)

	N/A – No change to criteria or service
	Yes/No

	· 
	
	

	Content shared for review/comment with ICB (if major changes) prior to submission (List 



	N/A – No change  to criteria or service
	Yes/No

	
	

	

	· 
	
	

	Content reviewed by lay person/service user group?
	N/A – No change to criteria or service
	        No




	Section 2: Equality & Health Inequality Impact Assessment (EHIIA) – (previously Equality Impact Assessment - EIA) 

	Will this change have a negative adverse impact of anyone from a protected group as Equality Act 2010 (see below)
	
YES
	
NO
	Briefly describe how any groups may be affected by the changes:

	AGE
	☐	☒	

	DISABILITY
	☐	☒	

	GENDER
	☐	☒	

	GENDER REASSIGNMENT
	☐	☒	

	MARRIAGE & CIVIL PARTNERSHIP
	☐	☒	

	PREGNANCY & MATERNITY
	☐	☒	

	RACE
	☐	☒	

	RELIGION OR BELIEF
	☐	☒	

	SEXUAL ORIENTATION
	☐	☒	

	ANY OTHER DISADVANTAGED GROUPS 
	☐	☒	

	Where an adverse impact has been identified, what measures have been put in place to mitigate any potential risk
	

N/A



	Does the change identify a positive impact in relation to any of the groups above?                
	
YES
	
NO
	If Yes, describe the impact and on which groups (should not have a consequential negative impact on any other groups)  

	
	☐	☒	




	Outcome(s) of equality impact assessment:
Is the negative adverse impact justifiable?
	YES – continue with change
	NO – review changes & adjust
	N/A – no negative adverse impact identified

	
	☐	☐	☒
	Arrangements for future monitoring of this change/policy review:
	
2 years – review date March 2027

	Name of person reviewing and approving this EIA (General Manager, Senior Operations Manager, Head of service, Director etc)
	Name
	Kerah McRae

	
	Job title
	Head of Service

	
	Date
	
13/03/25



	
Section 3: Ratification Form


	Name of group/committee/meeting undertaking ratification 
	
Integrated Nursing and Conditions Projects and Developments Meeting

	Date of meeting
	20/03/25

	Name of person attending the meeting in support of this document
	
Kerah McRae

	Outcome of meeting (only complete relevant section ensuring sufficient detail to action any changes or amendments required)

	Document ratified with no amendments 
	
Yes

	Document ratified subject to minor changes (to be made within 10 working days and resubmitted to Chairperson)

	List changes required:





	Deadline for amendments to be sent to Chair (10 working days from today):

	Document not ratified.

	State reasons for non-ratification and actions agreed:
N.B. SMT may escalate any document outside of their scope to relevant S&Q meeting/other



	Chairperson’s name

	Denise Everett

	Chairperson’s signature

	[image: IMG_1946]



	Once all the above has been completed and ratification given:
Forward completed PPPG document and checklist/ratification form in WORD format (i.e. not PDF) to chcp.sqhelpdesk@nhs.net

This assurance checklist/ratification form must accompany the PPPG document (may be scanned and kept for authors records) 

It is the ratification group attendee that must ensure this is undertaken – within 10 working days of the ratification group decision.




	Section 4: Document Management Team to complete

	Doc. Management Reference Number /Version control number 
	1062 (need to archive 1063 as this is now merged with 1062)

	Date received 
	26.03.2025

	Is assurance checklist and ratification form completed?
If no – what actions have been taken?

	Yes
	No

	
	
	Actions taken:

	Date Docs. Sent to ICB (48 hrs. from receipt)
	04.04.2025

	Date Docs approved for ICB publishing (4-6 wks)
	

	Previous document archived
	



	Version:
	
	Ref:
	
	Owner:
	Sue Pender. Quality Improvement Team
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	Issued:
	
	
	Referral Management Document Assurance Form



image1.jpeg




image2.emf









