[image: image1.jpg]NHS

Bolton
NHS Foundation Trust




 Name :     

D.O.B: 

	
	


Referral to Paediatric Occupational Therapy and/or Paediatric Physiotherapy
Please ensure all sections are completed and legible
Please send completed form to Breightmet Health Centre, Brieghtmet Fold Lane Bolton BL2 6NT. Tel: 01204 462670
Email:  paedcommtherapyreferrals@boltonft.nhs.uk 
	Child’s Name: 

	Male/Female

	D.O.B: 

	NHS No: 

	Address: 
	GP Address: 

	Postcode: 
	GP: 


	Parent/Carer Name: 

	GP Tel: 

	Relationship to child: 

	Nursery/School: 


	Tel No: 

	Consultant/s: 

	Is an interpreter required?                

Language: 



	Diagnosis: 



	Difficulties (including impact on every day activities):


	What has been implemented already to address these difficulties?
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	Reason for referral to Physiotherapy

	Reason for referral to Occupational Therapy



	Does the child require Equipment following hospital admission?

YES                          NO
If you are aware of any specific equipment needs please list below
Seating
Are there any weight bearing restrictions (if YES please state)?

YES                 NO  



	Date of operation (if applicable):



	Date of planned discharge:



	Is there a discharge meeting planned (if YES please state date):     

YES                 NO  



	Are there any safeguarding concerns?
YES                 NO    

Social Worker:                                                 Tel:     

	Does the child have any behavioural difficulties?

YES                 NO    

Is there a positive handling plan? (If yes please attach)

YES                 NO    

	Has the child had previous physiotherapy? 
YES                 NO          

Date (if known): 
Reason:

Outcome:


	Has the child had previous occupational therapy? 

YES                 NO          

Date (if known):

Reason:

Outcome:



	Other agencies involved
Service:                                        Name:                            Tel:

Service:                                        Name:                            Tel:

Service:                                        Name:                            Tel:



	Is there an Early Help document?  

YES                NO          

Early Help completed by

Name:                                          Tel:   
If yes please use the early help document to refer to physio/OT

	Permission from parent/carer for physiotherapy/occupational therapy to liaise with other agencies prior to initial assessment.
YES                 NO          

	Parents/carers have agreed to this referral      YES                      

	Recent clinic letter attached     YES                 NO          


	Name of Referrer: 

	Address: 

	Designation: 

	Postcode:

	Signature:
	Tel: 

	Date: 


	Office Use:

	Date received


	Signed:


	Name
	Designation

	Pathway:


1

