Annexure 25: Referral and back referral form for WBPHCOT

Referral Form (from outreach team to provider)

g3y A person has been referred to your service by a member of the outreach team working
S1& hea|th in your ward. Community healthcare workers are mandated by the National Department

@\  Deparment of Health to identify community members in need of primary health and social services.
V REPUBLIC OF SOUTHAFRICA | Thank you for seeing this client, we look forward to working together for improved health

and welfare for all South Africans.

Client referred to (facility name) Date referral is made Ward No
Name of CHW referring client Outreach team leader name
Contact number Team leader
for CHW contact number
Client details
Client address Client name and surname
Date of birth (dd/mm/yyyy) Age Gender
Client contact
telephone
number
Referred to clinic (Tick all that apply)
MCHW Under 5 Treatment related problems Other

Antenatal care Newborn care TM symptoms Other health problems

Postnatal care Low birth weight STl testing (specify below)

Pregnancy test Immunisation Mental health

Family planning Vitamin A Treatment adherence

Emergency contraception Persistent diarrhoea Chronic health problem

Cervical contraception Pneumonia Chronic health problem

PCR test for infants Nutritional/growth HCT

problems CDA4 test
Ols
Referred to social services Referred for home-based care
(tick all that apply) (Please write condition that needs home care)

Child-headed household Protection services

Food support Grant support

Other (specify in box Mental health

below) Support groups

Housing
Vital documents

Provide a brief explanation for the referral (Include place client is being referred if not above and reason for referral)

Please complete Back-referral Form on the other side of this paper so we can ensure follow-up care. Please contact the
outreach team leader noted on this form if you have any further questions regarding this referral.

Signed Date
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N Back-referral Form
s health (from provider to outreach team)

Department:

Health
V REPUBLIC OF SOUTH AFRICA

This client was seen by (provider name) Date client seen (dd/mm/yyyy)
Facility name Facility telephone number
Name of referring CHW Name of team leader

Client details
Client name and surname Telephone number

Findings (include diagnosis with patient consent)

Actions taken (including medicines given/prescribed if relevant)

Follow-up actions to be monitored or completed by CHW

Please send client back to this provider on/by for further follow-up
(dd/mm/yyyy)

Signature Date (dd/mm/yyyy)
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