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CHILDREN’S OCCUPATIONAL THERAPY REFERRAL FORM

Making great occupational therapy referrals - RCOT

Information about referral eligibility and assessment process as well as advice and strategies are available at:
Children's Occupational Therapy - Betsi Cadwaladr University Health Board (nhs.wales) 

	Child’s Name: 
	Child’s Official full name	Date of Birth dd/mm/yyyy
	Dd/mm/yyyy format 	Age:
	Age : yy/mm
	Address:
	Home residence	Gender:
	☐M       ☐F     ☐Other

	Postcode:
	Full postcode	Preferred Mobile:
	Parent/Carer mobile number.
	Parent email:
	Essential.
	Home Tel:
	Home phone number 
	School:
	Registered school
	Preferred Language:
	Preferred language for correspondence.


	Describe the activity or routines causing a problem at home, school or nursery: 

	Please keep this functional and related to participation and performance in everyday activities that the child needs to achieve to be independent. 
Particularly make sure it’s an age appropriate activity. 
Please ensure children cannot do the activities for which they are being referred – donot refer children that can do things but refuse to. 


	Explain what the child or young person would like to do, or what you would like them to be able to do: 

	Please keep this functional and related to participation and  performance in everyday activities that the child needs to achieve to be independent




	What strategies or approaches have already been tried: 

	
Please tell us what strategies you have tried and for how long? 







	Diagnosis: 

	What is the child’s diagnosis/es.
	Other information (Please check as appropriate): 

	☐ Additional Learning Needs/IDP,   
☐ Known/referred to Neurodevelopmental team,  
☐ Child protection register, 
☐ Looked After Child. 

	Please list other services known to be involved:

	☐ Neurodevelopmental Team
☐ CAMHS
☐ Children’s Nursing 
☐ Physiotherapy
	☐ Educational Psychology
☐ LIFT Team
☐ Speech and Language Therapy
 
OTHER:  Please list other services involved




	REFERRER: Fill out in full

	Referred by:
	[bookmark: Text12]     Referrers Name please.

	Position:
	[bookmark: Text13]     Official Job title

	Address:
	[bookmark: Text14]     Address for correspondence 

	Postcode:
	[bookmark: Text15]     Postcode.
	Tel
	Referrers Telephone number.
	Email:
	[bookmark: Text16]     Email address



	You have an obligation to obtain the parent’s/guardian’s permission to make this referral to our service. We will receive and process this request in good faith that you have met this obligation. 
	Date of referral:
	dd/mm/yyyy.


Please email or send paper version to addresses above. If emailing please observe your own organisation’s guidance on data protection and confidentiality.
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