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Community Services Wandsworth

 CHILDREN’S OCCUPATIONAL THERAPY SERVICE 
TEACHER REFERRAL FORM
	Child’s Name:                       Male  (  Female  (    

	D.O.B:  
School:                                     

	Address:


	Referral date:
Name of Referrer:

Designation:



	Telephone No/s:
	GP Name: 

GP Practice/Surgery:
(Only children with a Wandsworth GP can be referred)

	Consent & signature must be obtained from parents   
Please tick to confirm that has this been done       (                          
Parent’s name:

	

	Eligibility Criteria: 

1. The child’s GP must be within the borough of Wandsworth                                              

 N.B. We do not accept referrals for home adaptations – these must be made directly to the Social 

         Services OT                                                               

	ETHNIC MONITORING – We ask you to complete this as everyone’s ethnic background is important to the NHS. It gives us a better picture of the local population which helps us plan new services and improve existing ones – different ethnic groups have different health needs.
White:

 FORMCHECKBOX 
    British
 FORMCHECKBOX 
    Irish

 FORMCHECKBOX 
    Other White background

Mixed:
 FORMCHECKBOX 

White and Black Caribbean

 FORMCHECKBOX 

White and Black African

 FORMCHECKBOX 

White and Asian

 FORMCHECKBOX 

Any other mixed background

Asian or Asian British:
 FORMCHECKBOX 

Indian

 FORMCHECKBOX 

Pakistani

 FORMCHECKBOX 

Bangladeshi

 FORMCHECKBOX 

Any other Asian background

Black or Black British:
 FORMCHECKBOX 
     Caribbean
 FORMCHECKBOX 
      African

 FORMCHECKBOX 
     Other Black background

Chinese: 
 FORMCHECKBOX 

Chinese

Other ethnic group:
 FORMCHECKBOX 

Other ethnic group

Prefer not to say:

 FORMCHECKBOX 

Prefer not to say
Is the child known to Social Worker/Under Child Protection? 
Does the child have a diagnosis/significant medical history? (If yes please specify)

Please expand on any information given above, explaining how this impacts on the child on a day-to-day basis

Please highlight functional difficulties for this child from the list below:
[image: image1.wmf] 

     Fine Motor Skills                         [image: image2.wmf] 

    Gross Motor Skills                      [image: image3.wmf] 

     Feeding

[image: image4.wmf] 

    Independent Sitting                     [image: image5.wmf] 

     Dressing                                     [image: image6.wmf] 

     Toileting                                     
[image: image7.wmf] 

     Access to school environment     [image: image8.wmf] 

    Sensory Difficulties                     [image: image9.wmf] 

     Bathing
Please give further details here:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
Does the child have an EHCP    (    on School Action  (          on School Action Plus   (   
If the child has an EHCP has OT been specified within outcomes and/or provision ( if yes please outline below.



	What actions have been taken to address these issues at school? (e.g. equipment, strategies, programmes, group work, 1:1 work). Give evidence of success of support in school e.g. review of I.E.Ps



	Is the child known to:     
	Yes/No 
	Name/Contact details
Please state:

	SLT

	
	

	Physiotherapy
	
	

	Portage/Play & Development
	
	

	Paediatrician
	
	

	Social Worker
	
	

	Early Years Service

	
	

	Wheelchair Services

Other


Has the child seen an OT before?
	
	


Please comment on the child’s Functional Skills when compared with their peers:
1. WRITTEN WORK






 

 Y

 N


Holds pencil with tripod grasp









Holds pencil with immature grasp e.g. thumb wrapped, fisted    


Complains of aching hand/arm









Has a strong dominant hand

Knows names and sounds of letters

Identifies appropriate starting and stopping points on paper or worksheet


Writes on lines or within designated space on worksheet


Can form letters correctly

Writes numbers and letters of appropriate size


Produces words and numbers of acceptable quality


Copies material accurately from nearby source (e.g. text book)












 Y

 N
Leaves appropriate spaces between words

Copies material accurately/legibly from a distance (e.g. blackboard)

Produces written work at necessary speed to keep up with peers

Write a piece of work independently


2. SITTING POSTURE


Good sitting posture


Props head in hands

Wraps legs around chair legs


Fidgets/twists on chair


3. ACADEMIC PERFORMANCE

Year Group: _________________

Key Stage: ______________________ 

Comparatively, what are this child’s:

Strengths   e.g. spelling, reading
Weaknesses

     4. TASK BEHAVIOUR/COMPLETION 





 Y

 N

    Listens/attends for at least 5 minutes

    Attends quietly to/stays focussed on audio or visual info for at 

    least 15 minutes


    Attends to directions/instructions given to a small group

    Unsure how to start an activity

    Stays on task at own work or play for at least 15 minutes

    Has an organised approach to constructional activities e.g. jigsaws,

    Lego, block patterns


    Able to complete set tasks independently


      5. BEHAVIOUR                                                                                            Y

 N
    Easily distracted in a busy class environment (e.g. audibly & visually)

    
    Easily frustrated with challenging tasks

    Tires easily

    Worries about not doing things right

    Avoidance/refusal to do some tasks

    Adopts avoidance strategies (e.g. emotional outbursts, class clown,

    constant chattering, self-deprecating “I’m rubbish”)

   

  6. SELF-CARE ACTIVITIES






  Y
         N

    Able to dress and undress independently e.g. for PE

    If No, what are the difficulties?


    Able to use cutlery to eat




















    Able to go toilet independently

    Able to clean self after toiletting









7. MOVEMENT ABILITY                                                                                Y

 N
Compared to peers, does child have difficulty in any of the following areas:

   Walking


   Running        












   Hopping


   Skipping


   Throwing/catching


   Hitting a ball

   
   Does child appear clumsy?



Language/s spoken at home:

If English is a second language please tick proficiency level of the parent:

Fluent   [image: image10.wmf] 

     Adequate  [image: image11.wmf] 

    Non-fluent  [image: image12.wmf] 

   

Is parent able to access written information? 

   Y [image: image13.wmf] 

  N [image: image14.wmf] 




Are you aware of any risks of visiting home?                        Y [image: image15.wmf] 

  N [image: image16.wmf] 


If you tick ‘Yes’ we shall contact you to discuss any potential issue
Have you enclosed the following with the referral form:

· Copy of child’s IEP

· An example of child’s handwriting

· A drawing sample

Send form to:

Intake Team

Occupational Therapy Service for Children

Queen Mary’s Hospital
Roehampton Lane
London 
SW15 5PN


Tel:  0208 725 5748 (admin)

N.B. This information will be used as part of the assessment process.[image: image17.wmf] 


ALL REQUESTED INFORMATION IS MANDATORY – 


FORM WILL BE RETURNED AND REFERRAL DELAYED IF INCOMPLETE









































Does the child have any adaptive equipment? Please list




















What are your expectations of an OT assessment for this child?
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