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Division of Family Services
Children’s Occupational Therapy
Referral Form

This referral form is for Mid Yorkshire Children’s Occupational Therapy services only. All referrals will be triaged against the service criteria by a therapist (see referral criteria). This form can be completed by health professionals or parent/guardian. Referrals will not be accepted from education settings. 

Section 1: Referrer Details
	Name:
	
	Designation/Relationship to child:
	

	Address:
	


	Telephone Number:
	

	Email:
	
	Referral Date:
	



Section 2: Patient Details
	Patient Name:
	
	Address:
	



	DOB:
	
	
	

	Gender:
	[bookmark: Check11][bookmark: Check10]Male |_|      Female	|_|
	Telephone Number:

	Mobile	
Home	

	NHS Number:
	
	Email Address:
	

	GP Practice Address:
	

	Language Spoken:
	
	Interpreter Required:
	[bookmark: Check12][bookmark: Check13]Yes 	|_|  	No	|_|  

	School/
Playgroup:
	
	Does the child have any additional support?
	[bookmark: Check14][bookmark: Check15]MSP	|_|  	EHCP	|_|  

	Any safeguarding information
	Please include additional details of Social Care input below

[bookmark: Check16][bookmark: Check17][bookmark: Check18]CAF	|_|  			CIN	|_|  			CP 	|_|  
Common Assessment	Child In Need		Child Protection
Framework

	Medical diagnosis?



	
	








	Does the child have any difficulties e.g., vision, hearing, allergies
	Please give details:

	Other professionals involved (medical/educational)
	




Section 3: Consent
You must have parental consent to make a referral.
	Name of parent/guardian:
	[bookmark: Text17]


	Consent from parent/guardian:

	[bookmark: Check19][bookmark: Check20]                                      Yes   |_|                             No       |_|  

	Consent to be seen by student occupational therapist under supervision:
	[bookmark: Check21][bookmark: Check22]Yes	|_|  			No	|_|  

	Consent for information sharing with other professionals:

	[bookmark: Check23][bookmark: Check24]Yes	|_|  			No	|_|  



Section 4: Areas of Concern
Specific details must be given, please refer to the referral criteria document (on our website - is https://www.midyorks.nhs.uk/childrens-occupational-therapy for further information).  Referrals are not automatically accepted.

	REASON FOR REFERRAL (Please give as much information as possible)



	

	Has the child been referred to Occupational Therapy previously?
[bookmark: Check27][bookmark: Check28]Yes	|_|					No	|_|

If yes, please indicate previous input and what strategies have been used: 




Return completed forms to: 
Post: PGH - Children’s Therapy Team, Child Development Centre, Level B Gate 15, Pinderfields Hospital, WF1 4DG or PGI - Children’s Therapy Team, Children’s Outpatients, Pontefract Hospital, WF8 1PL
E-mail: myh-tr.mychildrenstherapy@nhs.net
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