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Paediatric Occupational Therapy & Physiotherapy Service

1st Floor Platt Bridge Health Centre

Rivington Avenue, Platt Bridge, Wigan

WN2 5NG


Tel: 0300 707 1476 







Email: wwl-tr.paedtherapyadmin@nhs.net










                          Web: www.wwl.nhs.uk

COMMUNITY PAEDIATRIC OCCUPATIONAL THERAPY REFERRAL FORM
***This referral must have been discussed with an Occupational Therapist within the pre-referral clinic via Microsoft Teams, and the referral agreed as appropriate.  Please provide the name of the Occupational Therapist you discussed this with and the date.***
Name of Occupational Therapist: 

Date of discussion:
	CHILD’S DETAILS

	Name
	
	D.O.B
	

	NHS Number
	
	Gender
	

	Address


	

	
	Postcode                                            Email:

	PARENT / GUARDIAN’S DETAILS

	Full Name


	
	Telephone

number
	

	Full Name


	
	Telephone

number
	

	GP DETAILS

	 GP


	
	Telephone

number
	

	Address
	

	
	                                                            Postcode

	SCHOOL / NURSERY DETAILS

	 Address


	

	
	                                                             

	SENCO/Teacher/ Nursery worker
	

	OTHER PROFESSIONALS INVOLVED 

	Consultant
	
	Educational Psychologist/ TESS 
	

	Social Worker
	
	Start Well/Embrace
	

	CAMHS
	
	Other
	

	SOCIAL CIRCUMSTANCES

	Please give details of living arrangements, family members and any support in place including Early Help or Child Protection Plans in place.  



	DIAGNOSIS 

	Please give details of level of physical, cognitive and emotional development, current investigations, or any other relevant information. 



	REASON FOR REQUEST FOR AN OCCUPATIONAL THERAPY ASSESSMENT

	Please list the activities of daily living the child is having difficulty with that are not in line with their developmental stage: i.e. child unable to dress or child unable to access dining hall due to noise levels etc.
What impact are the difficulties having on the child, family life or participation in school?



	What has been tried already to reduce the impact of these difficulties?

(E.g. strategies, activities, previous OT input, adaptations, equipment, support from other services)



	How do you think that Occupational Therapy input could reduce the impact of the child’s difficulties?

(How do you think OT can help?)



	Are there any other concerns/queries/comments about the child you wish to raise?
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Has this referral been discussed with the child’s parent/guardian?   Yes            No  
Signature of Referrer: …………………………………………Designation: ………………………………………

Referrers Address: ……………………………………………………………………………………………………..

………………………………………………………………………………………………………

Print Name: ………………………………………………………  Tel No: ……………………………………………

Date: ………………………………………………………………

By completing this referral form you are making a request for a Paediatric Occupational Therapy assessment. The referral will be triaged and accepted on the basis of identified difficulties impacting on the child’s functional ability.  

All sections of this form should be completed, or it will be returned. 
Please send the completed form with relevant supporting information to: 

wwl-tr.paedtherapyadmin@nhs.net



	If you have any questions about making a request for an Occupational Therapy assessment, please contact 0300 707 1476












