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                                                                   Occupational Therapy

Referral Form

Please attempt to fill in every box and send any relevant reports to help support this referral.
SECTION 1
	I, the referrer, have discussed this referral with parent/legal guardian for this child.  They have consented to this referral and for information to be requested from other agencies. They have agreed to me signing on their behalf:
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 



	Is there any reason why this family would find it difficult to opt in?

If yes - why?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 


	     



Section 2

	Name:
	     
	DOB/CHI:
	     


	Address:
	     

	Post Code:
	     


	Parent/guardian name(s): 
	     


	Relationship to child:
	     


	Home Telephone no:
	     
	Mobile no:
	     


	GP Name:
	     
	GP Surgery:
	     



	Is the child Looked After & Accommodated (LAAC)?

If yes, please give details:
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 


	     



	Language spoken:
	     
	Interpreter required?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 



	Health Plan Indicator (HPI) number:

(to be filled in by Health Visitor only)
	     


SECTION 3

	Nursery/school attending:
	     
	Year started:
	     
	Is the child going through a school transition?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 



	Is the child seeing any other professionals?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 

	If yes, please state here:
	     

 FORMTEXT 
     



	Does the child have a recognised condition or diagnosis?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 

	If yes, please state here:
	     


	Will the child’s abilities deteriorate in the future?
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 

	If yes, please state here:
	


SECTION 4

	What are the parent/guardians main concerns for their child:

	     



	In relation to these concerns rate the parent/ guardian’s level of upset on a scale of 1-5 
(1=Not upset, 5=extremely upset):
	 FORMCHECKBOX 

1
	 FORMCHECKBOX 

2
	 FORMCHECKBOX 

3
	 FORMCHECKBOX 

4
	 FORMCHECKBOX 

5


	In relation to these concerns rate the parent/guardian’s frequency of upset :
	Daily

 FORMCHECKBOX 

	Weekly

 FORMCHECKBOX 

	Monthly

 FORMCHECKBOX 



SECTION 5

	Considering the child’s age, is the child having difficulties in any of the following areas which is impacting on their self care, play skills, hobbies, participating in nursery/school.  


	
	Description of Difficulty
	Impact for the Child

	Gross Motor Co-ordination
	     

	     


	Fine Motor Manipulative Skills
	     

	     


	Sensory Processing
	     

	     


	Self Care
	     

	     


	What impact are these difficulties having on family life?

	     



	How does the child feel about their difficulties?

	     



	Does the child perform differently in home and school? 

Please give details:
	Yes

No  
	 FORMCHECKBOX 

 FORMCHECKBOX 


	     



	What has been tried successfully and unsuccessfully to improve these difficulties?

	     



	What are your expectations from an Occupational Therapy Assessment?

	     



SECTION 6
	Name of Referrer:
	     


	Designation:
	     


	Address:
	     



	Telephone number:
	     


	Signature:
	     
	Date:


	     



To be filled in by OT Department:         Date Received __________   Date Accepted __________   Date of Child on Waiting List __________
Please return this form to :


Paediatric Occupational Therapist
Child Health Department

Lorn and Isles Hospital

Glengallan Road

Oban

PA34 4HH

