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Children’s Occupational Therapy Referral Form
(Please complete all sections of this form. Failure to complete all sections of this form may result in it being returned to you)

	FIRST NAME:
	
	Name of Main Carer:

	SURNAME:                                       M / F                                               
	
	Consent given to Referral                                   Yes/No

Parent to sign bottom of form

	D.O.B:
	
	Interpreter Needed                                              Yes/No

	
	
	Ethnicity 

	Address:


	
	

	Tel No:
	
	*Mobile:

	
	
	(*please put mobile number on form)

	School/Nursery/Clinic
	
	Any extra support in school?



	Address:

Tel No:
	
	Child Statemented?

	
	
	

	G.P:
	
	Other Professionals Involved
	Name (& contact no. if known) & location

	Address & Telephone No:
	
	Physiotherapist

Speech & Lang Therapist

Psychologist

Social Worker

Health Visitor

Paediatrician

Other
	

	On CPR                                           Yes/No
	Has this child been referred to OT before            Yes/No

	DIAGNOSIS AND RELEVANT MEDICAL & SOCIAL HISTORY

(including details of medical investigations, vision and hearing testing, allergies, health precautions)




	REASON FOR REFERRAL/RE-REFERRAL

(If motor skills are in line with global development please do not refer to Occupational Therapy.)


	Main Areas of Difficulty
	Tick if concerned
	Comment on Child’s Performance

	Handwriting/Prewriting/Drawing Skills


	
	

	Tool Use (e.g. pencil, scissors, etc)


	
	

	Manipulatory skills (e.g. threading, stacking, screwing etc)


	
	

	Seated posture/seating


	
	

	Presentation & organisation of work & materials i.e. Maths
	
	

	Attention & listening
	
	

	Negotiating obstacles and people
	
	

	Avoidance of handling different textures
	
	

	Catching/throwing ball
	
	

	Balance & climbing on equipment
	
	

	Following directions
	
	

	Ability to learn new movement skills & games
	
	

	Dressing (e.g. laces, buttons, fastenings)


	
	

	Toileting
	
	

	Eating (e.g. using knife and fork)
	
	

	Play/Social Skills
	
	

	OTHER please outline any other areas of development the child is having difficulty in or is delayed in


	
	


	Name of Referrer:
	Tel No:



	Designation:


	Signature:

Date:



	Parent’s signature 

Consent given for assessment and treatment

We may need to contact school if you do not wish us to do this please tick the box            (                                       


	Date:

We may telephone you at home if you do not wish us to do this please tick the box    (                                                      

We may need to leave a message on the answer phone if you do not wish us to do this please tick the box      (



PLEASE RETURN TO:    THE OCCUPATIONAL THERAPY DEPARTMENT, PHOENIX CHILDREN'S RESOURCE CENTRE, 40 MASONS HILL, BROMLEY BR2 9JG.  020 8466 9988         OT Direct Line:  020 8315 4697             Fax:  020 8466 8855           U/OT/forms/ Referral Form                                                                                                                                      

