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Occupational Therapy Referral Form
This referral form can be completed by the child’s parent/caregiver, teacher or referring health professional. 

Date of referral:	_________________________________
Child’s name:		_________________________________
DOB:			____________________________________
Parent’s name 	_________________________________
Home Address: 	___________________________________________________
___________________________________________________
Parent’s email:	_________________________________
Phone number: 	____________________________________

REASON FOR REFERRAL 
Please tick the areas that apply.
· Fine Motor (hand skills, handwriting)
· Gross Motor (balance, ball skills, catching/throwing)
· Sensory processing (sensitivities to sounds, touch, affecting self-care, seeking movement)
· Attention/Concentration (difficulties sustaining attention to complete a task, easily distracted) 
· Behaviour 
· Functional skills (feeding/sleeping) 
· Learning
· Play skills

What are your main concerns about your child’s development?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Teacher’s name:	____________________________
School:		____________________________
Year:			____________________________

Has your child ever had any formal testing by any other health/education professionals? 
Please tick and provide additional detail where possible. 
· Developmental Paediatrician    _____________________________
· Speech Pathologist		________________________________
· Physiotherapist		________________________________
· Clinical Psychologist	________________________________	
· Child/Adoles Psychiatrist 	________________________________
· Educational Psychologist	________________________________

Does your child have an NDIS plan? 	Yes / No 
If yes, please circle whether you are      NDIA,      Plan   or     Self-Managed

Parent/Caregiver Consent 
I _______________________ give consent for this referral to be made for my child.
Parent signature: 	________________________________
Print name:		________________________________

If this referral is being made by school staff, GP or other health professionals please complete the following.
Name of referrer: 		_______________________________	
Occupation:			_______________________________
Organisation/Agency:	_______________________________
Address:			__________________________________________
Email address: 		__________________________________________
Phone contact:		__________________________________________


Please email this completed referral form to kristy.casellaot@gmail.com
If you have any further queries, please phone Kristy on 0412 502 545 

Thank you for your referral for Occupational Therapy. Kristy will be in touch to discuss your referral. 
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