WRIGHTINGTON, WIGAN & LEIGH NHS FOUNDATION TRUST
CHILDREN’S OCCUPATIONAL THERAPY & 

PHYSIOTHERAPY SERVICE
REFERRAL FOR PHYSIOTHERAPY ASSESSMENT
Please Type/Print Clearly

· Please Ensure All Sections are Completed in Full
	                                                                      Male                Female  
CHILD’S NAME:


	DOB:

	Address:
	NHS No:

	
	Next of Kin:

	Post Code:
	Relationship to Child:

	Home Tel No:
	NOK Tel No:

	G.P. Name and Address:

Tel No:
	School/Centre Attending:

Key Contact Person. Name & Tel No:



	Reason for Referral/ Presenting Problem:
Current Medical Diagnosis:


	Please explain how the child’s difficulties impact on their day to day function:
(Please note that the Physiotherapy service does not currently accept referrals from education)
Requesting:
Occupational Therapy
  

Physiotherapy
     
             Both


    P.T.O

	Parent Concerns/Child’s Concerns:



	Family History and social Circumstances

Ethnicity 




Religion  






Language  



   
Interpreter Needed?    Yes             No  


	Are there any safeguarding issues? (for example, child in care, child protection and name of social worker or child in care nurse and contact details)


	Current Medication and Investigation Results



	Other Agencies Involved (Please give name and contact number)

Paediatrician: ……………………………………………………………………………………………………………...

Health Visitor / School Nurse …………………………………………………………………………………………..
Speech and Language Therapist: ……………………………………………………………………………………...

Dietician: …………………………………………………………………………………………………………………....

Social Worker   Podiatry: ……………………………………………………………………………………………………………………
Other: …………………………………………………………………………………………………………………….....



	Details of Previous Therapy Input, Including Dates and Reason for Referral:


	Are Children/Parents aware of and understand the reason for referral to Therapy Services?

Yes [      ] (Please ensure “Yes” before sending referral).



	Signature of Referrer: …………………………………………Designation: ………………………………………

Referrers Address: ………………………………………………………………………………………………………
Print Name: ………………………………………………………  Tel No: ……………………………………………

Date: ………………………………………………………………




Please ensure all sections are completed and legible in black ink. Lack of relevant information will result in a delay in the child being seen.  Thank you

Completed Referral Form to be sent to:  

Community Paediatric Occupational Therapy & Physiotherapy Department

Children’s Therapy & Audiology Service

Platt Bridge Health Centre

Rivington Avenue  

Platt Bridge 

Wigan.  
WN2 5NG
Tel No: General Enquiries – 0300 707 1476
Email: wwl-tr.paedtherapyadmin@nhs.net
Date received in Therapy Department:
