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	Bromley Children’s Occupational Therapy Referral Form 

	Please send referrals to: 
Postal Address:  Care Coordination Centre, Global House, 10 Station Approach, Bromley  BR2 7EH
Email:  bromh.cccpod5refs@nhs.net                             Tel:   0300 330 5777
For additional information, please go to: bromleyhealthcare.org.uk/childrens-ot

	Name of child:

	Name of main carer/s: 

	DOB:                                           Gender:     M  /  F
	

	Address: 


	Carer consent to Referral:      Yes / No

	
	Interpreter needed? Yes / No 

Language:
	           Language:

	Home tel:
	
	Is this child a Looked After Child?    Yes / No

Social Worker:

	Mobile:
	
	

	Work tel:
	
	Ethnicity:

	School/Pre-school/Nursery: 

Address: 

Tel:
	GP:

Address:
Tel:

	Does the child have an EHC or receiving additional support?

 

	Diagnoses: 



	Inclusions: 
· Children with physical disabilities/conditions or learning disabilities which results in difficulties with everyday functional activities of daily living. 
· The service is open to children and young people up to 19 years of age. 
· Either wth a Bromley GP, or usually resident in Bromley. 
· We may see some young people up to 25 where they have an EHCP and are in education and have         health needs.

For more information, please go to: bromleyhealthcare.org.uk/childrens-ot
Exclusions: 

The following exclusions to our criteria are covered by the London Borough of Bromley, tel: 020 8461 7777.  Please contact them where help is needed with the following:
· Home occupational therapy equipment for children who are not in receipt of continuing care funding. 
· Home occupational therapy equipment EXCEPT where it is required to support a hospital discharge.  In these cases, referrals should be made to Bromley healthcare.

	REASON FOR REFERRAL 


	WHAT would you like to achieve from the OCCUPATIONAL THERAPY assessment?


	Other relevant information: e.g.  social situation, safeguarding concerns, any perceived risks


	Main Areas of Difficulty
	Comment on Child’s Performance

MUST COMPLETE

	Complete this section if the referral is required to meet a safe hospital discharge

	· What is required in order to help meet a safe hospital discharge?
· Are there any post-surgical precautions? 
	

	Activities at Home

	· Getting on and off toilet 
· Toilet hygiene
	

	Toothbrushing and other grooming tasks including washing
	

	Using two hands in play or        self-care tasks
	

	Activities at school 

	Handwriting/Prewriting/Drawing Skills
	

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

	Using two hands in activities
	

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

	Toileting (e.g. getting on/off toilet, management of clothing, wiping)
	

	Using cutlery for eating
Using a cup for drinking
	

	Staying seated for circle time or assembly or table top tasks
	

	Organisation at school 
	

	Leisure activities

	Ability to learn new movement skills & games including ride a bike or learning to swim or skipping rope, and ball skills
	

	Using two hands in activities
	

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


	Name of Referrer:
Designation:

	Signature:

Date:



	Location:

	Tel No:



	Name of Parent/Carer:

	Consent given for assessment and treatment

Parent/Carer Signature:
Date:
We may need to contact school.  If you do not wish us to do this please tick the box     FORMCHECKBOX 
    


