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� EMBED PBrush  ���





Child’s surname:____________________________________________ Date of Birth _____/_____/_____





Child’s first names: ___________________________________________ Boy                   Girl











   Area            Points           W/L








In this section we would like to find out about what types of difficulties the child is facing, and 


how severe these problems are.  Please tick the appropriate box.

















If you need advice when you are filling in this form, please telephone us on 0208-250-7339 and we will be happy to help.  Incomplete forms will be returned with a request to complete all the questions.








Vision





Hearing





Communication





Learning Disability





Physical Disability





Developmental Delay





Emotional / Behavioural 


Difficulties





       No problems                Mild to Moderate                  Severe to


                                                   problems                     Profound problems





Address: _____________________________________________________________________________





Full Postcode:________________ Telephone number:________________________________________





Names of parents/carers:________________________________________________________________





Permission gained from parents/carers:                                   		            Yes    /    No





Family’s preferred language: __________________________________Interpreter required   Yes / No


                                                                                                                         [this will not delay treatment]


Name of Nursery/School: _______________________________________________________________





Does the child have a statement of special educational needs?            	 Yes    /    No





Name of G.P:__________________________________________________________________________





Address of G.P:________________________________________________________________________





Diagnosis/medical information (if known): _________________________________________________





_____________________________________________________________________________________





Are there any known child protection issues 					  Yes   /    No





Is there a safety risk to either the child or carer? (e.g. lifting)                              Yes    /    No


[if ‘yes’ please specify]___________________________________________________________________





_____________________________________________________________________________________





____________________________________________________________
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Referral Form





OCCUPATIONAL THERAPY


Services for Children


84 West Ham Lane, Stratford


London E15 4PT














 The following areas can be assessed by an occupational therapist.  Please tick the boxes you feel


 are most relevant for the child / baby: 


 


  











 In comparison to other children / babies                                 same 	                     slightly                 a lot slower


 of a similar age: 			                                                                slower 





			


-- hand skills [eg holding/letting go of objects]





-- body co-ordination [eg to be able to move well]





-- perceptual skills [ie visual awareness of environment]





-- play skills [ie children under 7 yrs old]








Please comment:__________________________________________________________________________





________________________________________________________________________________________











________________________________________________








In this section we want to find out if the child / baby needs more help, or if the parents need to give more help, at the following times:





 Please return it by hand or by post to: Community Occupational Therapy Service for Children, 84 West Ham Lane, Stratford, E15 4P 4PT





                      





                                                                                        











In this section we want to find out how the child / baby is coping with the following skills:











  In comparison to other children / babies                                same                  some  additional      lots of additional


  of a similar age: 		                	                       		         help 		 help


			


-- at mealtimes                                  





-- at dressing times





-- at bath time





-- at toiletting time 





Please comment: _________________________________________________________________________





  _______________________________________________________________________________________
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The need for treatment / equipment to promote:                                                       Yes                            No


-- independence





-- better posture





-- improved co-ordination





-- normal child development





-- improved tolerance to activities





The provision of:





-- carer training





-- educational support [ie starting nursery, primary/secondary school]





Please tell us about any other agencies involved in meeting the child’s needs (e.g. Social Services) and attach


 any reports or further information which you think may be useful:


 ________________________________________________________________________________________________





 ________________________________________________________________________________________________





REFERRED BY (your signature): _______________________________________________ DATE: _____/_____/_____





NAME [BLOCK CAPS] ____________________________________ DESIGNATION: ____________________________


         


 ADDRESS:  __________________________________________________ PHONE NO:________________________
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