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                                                 SOUTHAMPTON CITY MULTI- AGENCY

LEARNING DISABILITIES TEAM

 Occupational Therapy Referral Form 
	Details of child or young person to be assessed

	 Forename:  
	Surname: 

	Address: 
Postcode: 
	Contact Tel No: 
Mobile Tel No:

	Male   (        Female    (                  

Date of Birth :     
	GP Name: 
GP Practice: 


	Parent / Carers’ Details (please list full address): 

Mother’s Name & Address: 

Postcode: 

Contact Tel No: 

PR   /   Main Carer   (indicate which applies)
	Father’s Name & Address: 

Postcode:

Contact Tel No:

PR   /    Main Carer   (indicate which applies)

	Are parent(s) aware of this referral?          Yes   (               No  (

	Who owns the property where the child resides?

Council                             (
Housing Association         (
Privately Rented               (
Privately Owned               (
Other, please state ……………………………………….
	Type of property:

House                    (
Flat                         (
Bungalow               (
Other, please state ………………………………………….

	Referrer Name:

	Designation:

	Agency (if applicable):  
                                     

	Address:

Postcode:                                                                                                         Tele:

	

	

	Reason for referral:


	Medical condition/s, diagnosis: 



	Social situation:  Who lives in the home with the child & their relationship to the child/young person.


	School/Pre-school attended:

Name:

Address:

Mainstream (      Special (        Unit (
Statemented?  Yes  (      No  (


	Ethnicity (please tick)

	White
	Black or Black British
	Asian or Asian British
	Mixed
	Chinese or other ethnic group

	White British
	(
	Caribbean
	(
	Indian
	(
	White & Black Caribbean
	(
	Chinese
	(

	White Irish
	(
	African
	(
	Pakistani
	(
	White & Black African
	(
	Any other ethnic group*
	(

	Any other White background*
	(
	Any other Black background*
	(
	Bangladeshi
	(
	White & Asian
	(
	Not given
	(

	
	Any other Asian Background*
	(
	Any other Mixed Background*
	(
	

	If other, please specify:



	Child’s first language:
	Parents’ first language:

	Child’s level/mode of communication:

	Is an interpreter or signer required?            Yes  (    No  (  
	Has this been arranged?                   Yes  (      No  (

	Details of any special requirements (for child and/or parent)


	Any identified risk factors for professionals/practitioners visiting (e.g. dangerous dog):-

None known.

	Development and Health of the Child/Young Person

	Mobility
	How does the child move around: 

· Indoors 


· Outdoors


	

	Transfers
	How does the child get on and off their: 

· Bed 


· Chair


· Toilet 


· In & out of bath/shower


	

	Independent

Skills
	How much help does the child need with:

· Washing


· Dressing


· Hygiene


· Going to the toilet
	

	Communication
	How does the child communicate?
	

	Behaviour
	Does the child have any behavioural issues?


	

	Other Agencies/Practitioners

	
	 Name
	Designation
	Agency

	(i)
	
	
	

	(ii)
	
	
	

	(iii)
	
	
	

	(iv)
	
	
	


Are you happy for us to contact the above named people       Yes   (      No     (
	Main areas to be addressed (please tick)

	( Toileting 
	( Bathing
	( Showering
	( Re-housing support  

	( Stairs
	( Access
	( Seating
	( Bed

	( Postural management 
	( Home safety (including falls)
	( Major adaptations
	( Manual handling and transfers


	Expected outcome of OT intervention:   



	

	Privacy Notice

	Southampton City Council and Solent NHS Trust are collecting this information in order to perform this service or function, and if further information is needed in order to do so, you may be contacted using the details provided. In performing this service, the Council and Solent NHS Trust may be required to share your information with other organisations or departments, but it will only do so when it is necessary in order for the service to be provided.

The Council and Solent NHS Trust may also share personal information for the purposes of the prevention, investigation, detection, or prosecution of criminal offences, but will not be shared or used for this, or any other purpose, unless provided for by law. The information provided will be held on file and may also be stored electronically and will be used for the purpose of its involvement in giving support and advice in relation to the child/young person as specified above.

More detailed information about the handling of your personal data can be found in the following privacy policies, which are available online, or on request:


Southampton City Council: http://www.southampton.gov.uk/privacy


Solent NHS Trust: ‘Your Information Your Rights’ https://www.solent.nhs.uk


	SIGNATURE:
	DATE COMPLETED:

	NAME:


	Your relationship to the child/young person:


Please return to: Occupational Therapy

North Block

Ground Floor

Civic Centre

Southampton, SO14 7LY
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