
Children’s Health Ireland
Paediatric Intensive Care Referral

ACCEPT Cal l  Log 1800 222378

Date:_________  Time of call:________   Referring Consultant: _____________________        Direct Contact No:________________ _____

Referring Hospital:______________________________ Direct Line:____________________ Ward Area:________________________

Patient Name:___________________________________________       Age:__________      DOB:____________              Weight:_____ ___Kg

Reason for call:  Advice    Transfer           (Circle as appropriate) C.A.D Number: _____________________

Maintenance Fluids: % TFI: ___________  Fluid Type: ____________________________________________________________________

Antibiotics:   ___________________________________________________  Known Multi Resistant Carrier?________________________

Other Relevant Medications:_________________________________________________________________________________________

Working Diagnosis:__________________________________________________________________________

Relevant Background Hx:_____________________________________________________________________

History of Presenting Complaint:
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Advice Given on initial contact:   Advice Given By:___________________________________________

Pt known to CUHTS/OLCHC service: Accepted: Dr ___________________    CUHTS  /   OLCHC

Speciality service required: Cardiology  / Haem-Onc / Burns/ GI / Neurosurgery / Metabolic IPATS / NNTP   activated: Yes      No      Time______

Advice only required:     Y           N Planned call back:________       Form Completed by:                                          Bridge Call ended:       :



Children’s Health Ireland
Paediatric Intensive Care Referral

ACCEPT Cal l  Log 

Follow up call :      PICU → Referring       /     Referring → PICU      (circle as appropriate)

Date:__________ Time:________ PICU Contact: ____________________      Referring Hosp Contact:___________________________
Update / Issues:

Advice Given:

Decision to transfer?   Yes         No  Location of admission:    OLCHC   /     CUHTS          AND PICU     /     WARD     _________________

Follow up call :      PICU → Referring       /     Referring → PICU      (circle as appropriate)

Date:__________ Time:________ PICU Contact: ____________________      Referring Hosp Contact:___________________________

Update / Issues:

Advice Given:

Decision to transfer?   Yes         No  Location of admission:    OLCHC   /     CUHTS          AND PICU     /     WARD     _________________

Follow up call :      PICU → Referring       /     Referring → PICU      (circle as appropriate)

Date:__________ Time:________ PICU Contact: ____________________      Referring Hosp Contact:___________________________

Update / Issues:

Advice Given:

Decision to transfer?   Yes         No  Location of admission:    OLCHC   /     CUHTS          AND PICU     /     WARD     _________________

Patient Name:  _____________________________ DOB:______________________


