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When considering referring to Paediatric Occupational Therapy:

· If there are no functional difficulties identified – do not refer to Paediatric Occupational Therapy.

Examples of functional skills:  pencil skills/writing, scissor skills, dressing, using cutlery.

· Consider if referral to other services would be more appropriate eg:

· Wheelchair Services if a wheelchair is required.

· Social Services Occupational Therapy if home equipment or adaptations are required.

· CAMHS if there are concerns with mental health issues.

· Hand Therapy if hand splints are required or for post upper limb surgery rehab.

· If there are functional difficulties identified, use the table below to decide whether to refer to Paediatric Occupational Therapy.  The attached “Areas of Concern” form can be used to collate information on functional difficulties.

If you are unsure whether a child requires referral to Occupational Therapy, please discuss them with an Occupational Therapist.

	When to refer to 

Paediatric Occupational Therapy
	When not to refer to 

Paediatric Occupational Therapy

	More than one functional difficulty identified that are not in line with overall developmental abilities (this includes academic attainment).

Experiences pain and discomfort in hands and upper limbs when carrying out functional tasks eg, handwriting, cutlery and scissors.


	Functional difficulties can be met by Occupational Therapy universal resources

For example:

· Functional skills are in line with overall developmental abilities (this includes academic attainment).  See the “Age Norms” information below for details of functional skills expected at different ages. 

· Only one functional difficulty identified

· Sensory differences only.

· Functional difficulties are related to lack of experience or lack of interest in practicing those tasks.

· Functional difficulties are related to mental health issues.




Paediatric Occupational Therapy universal resources can be accessed using the following link:  
https://bedslutonchildrenshealth.nhs.uk/services/bedfordshire-and-luton-childrens-occupational-therapy-service/  

APPROXIMATE AGE NORMS – FOR GUIDANCE
	Hand dominance
	6 years
	Dominance established - may happen as early as 4 years and as late as 8 years

	Pencil skills
	12 months
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Holds pencil with radial cross palmar grasp  



	
	12 - 13 months
	Marks paper with crayon

	
	12 - 18 months
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Holds pencil with palmar supinate grasp



	
	16 months
	Scribbles spontaneously

	
	2 - 3 years
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Holds pencil with a digital pronate grasp



	
	2 years 10 months
	Copies vertical line

	
	3 years
	Copies horizontal line and a circle

	
	3 - 4 years
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Holds pencil with a static tripod grasp – movement originates from shoulder, elbow and wrist. No isolated finger movements.



	
	4 - 5 years
	Holds pencil with a dynamic tripod grasp – isolated finger movements
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NB// alternative, adapted pencil grasps do not require Occupational Intervention unless they are causing pain or impacting on ability to produce age appropriate written work. 



	
	4 years 1 month
	Copies +

	
	4 years 4 months
	Copies /

	
	4 years 6 months
	Copies square

	
	4 years 7 months
	Copies \

	
	4 years 11 months
	Copies X

	
	4 - 5 years
	Traces own name

	
	5 years
	Prints first name

	Scissors 
	18 – 24 months
	Uses both hands to hold scissors and open and close the blades

	
	2 – 2½  years
	Snips the edge of paper with scissors

	
	3 – 3½ years
	Cuts on line across paper.  Holds and starts to turn the paper with the other hand

	
	4 - 5 years
	Cuts out simple shapes.  Use the other hand to turn the paper fairly accurately 

	Feeding 
	4 - 5 months
	Pats bottle

	
	4½ - 5½ months
	Places both hands on bottle

	
	5½ - 9 months
	Holds own bottle

	
	6½ - 8½ months
	Feeds self a cracker

	
	9 - 12 months
	Finger feeds self


	
	12 - 15 months
	Brings spoon to mouth, turns spoon over

	
	12 - 18 months
	Holds and drinks from cup with some spilling

	
	15 - 24 months
	Scoops food, feeds self with spoon, some spilling

	
	30 - 36 months
	Uses fork

	
	5 - 6 years
	Cuts with a knife

	
	5.6 - 6.6 years
	Cuts with a knife and fork

	Dressing 
	10½ - 12 months
	Cooperates with dressing by extending arm or leg

	
	15 - 18 months
	Removes socks

	
	15 – 16½ months
	Removes hat

	
	16½ - 18½ months
	Places hat on head

	
	18 - 24 months
	Removes shoes when laces undone

	
	18 months – 4 years
	Pulls a large zip up and down

	
	21 - 30 months
	Puts shoes on with assistance

	
	2 - 4 years
	Unbuttons large buttons - 1 inch diameter, button holes larger than buttons

	
	26 - 32 months
	Undresses and dresses with assistance

	
	30 - 36 months
	Buttons large buttons (this is dependent on having opportunities to practice this)

	
	3 - 5 years
	Dresses with supervision, requires assistance with fastenings

	
	5 – 9 years
	Can hook and pull up a zip while wearing the clothing

	
	5.6 - 6.6 years
	Tie a bow in laces

	Self care
	19 - 24 months
	Washes and dries hands partially

	
	24 - 30 months
	Washes hands

	
	24+ months
	Brushes teeth with assistance

	
	18 - 36 months
	Uses toilet with assistance

	
	30+ months
	Helps with bathing self

	
	31+ months
	Takes responsibility for toileting, requires assistance in wiping

	Adapted from:

·        Revised HELP Checklist Birth to Three Years VORT Corporation

·        HELP for Preschoolers Checklist VORT Corporation

·        Beery K, Beery N. (2004) Developmental Test of Visual Motor Integration (VMI)
·        Peabody Developmental Motor Scales, Second Edition (PDMS-2)
·        Sheridan M, Frost M, Sharma A. (1997) From Birth to Five Years: Children's Developmental Progress
Please also see information on the following website: https://www.bedslutonchildrenshealth.nhs.uk/child-development-and-growing-up/milestones/ 




	BEDFORDSHIRE & LUTON Community

Paediatric occupational therapy REFERRAL FORM


	BEFORE CONSIDERING MAKING A REFERRAL TO OCCUPATIONAL THERAPY:
· Ensure that ‘Guidelines for making a referral to Occupational Therapy’ are met. 

              This includes: If the child’s skills are in line with their general development the referral will not be  

              accepted and a more relevant service should be contacted.   
               Please check pages 2 and 3 of this referral form for details of functional skills expected at different
              ages.  If this child’s skills are in line with their general development, please advise parents/carers to
              access our online resources to support further development of their skills rather than referring for a
              face-to-face assessment.
· Implement relevant strategies from our universal offer where appropriate
NB) Please also note that when a referral is triaged you may be asked to implement strategies from the universal offer for 12 weeks and re-refer following this if concerns remain.  This information is 
on our web page: https://bedslutonchildrenshealth.nhs.uk/services/bedfordshire-and-luton-childrens-occupational-therapy-service/ 

 

	Please provide as much information as possible to ensure we are the service who can best help you to meet the needs of your child. Please ensure:

	· The referral is completed by a professional who knows this child well eg School Nurse, GP, Paediatrician, Physiotherapist, SENDCo or class teacher.
· All sections of the referral form are completed with as much information as possible, including relevant medical history, physical development, language / communication skills, personal social development / behaviour, play skills.
· Relevant and up-to-date medical reports are included where possible.
INCOMPLETE REFERRAL FORMS WILL BE RETURNED

	If this referral is regarding a Looked After Child or where a child is known to a Social Worker, please ensure that parental responsibility information is completed in full.

	CHILD’S Information



	Name:

	Date of birth:
	Sex (M / F):
	NHS No:

	Child’s current address and postcode:


	Home tel no:
	Mobile tel no: 
	Religion:

	Ethnicity:

	Language spoken:


	Interpreter needed (Y / N):
Do parents have literacy difficulties and require assistance with reading appointment letters?    (Y / N):


	Parents / Carers:


	Relationship:
	Next of kin:

	Please provide names of family members (and their relationships to the child, including DOB of children) within the household:



	Please state any agencies or individuals who the Occupational Therapy Department should not provide information to: 


	safeguarding

	Legal parental responsibility:    Mother      Father     Local Authority-(LA)      Joint-(Parent & LA)     Other                     (Delete as appropriate)

	Is the child a “Looked After Child”?
	YES    ☐
	NO   ☐

	Does the carer hold a ‘Special Guardianship Order’ and hold legal parental responsibility?
	YES    ☐
	NO   ☐

	Does the child have a “Child Protection Plan”?
	YES    ☐
	NO   ☐

	Does the child have a “Child In Need Plan”?
	YES    ☐
	NO   ☐

	Does the child have a “Team Around The Child” in place?
	YES    ☐
	NO   ☐

	Is there any known reason why a home visit should not be undertaken?
	YES    ☐
	NO   ☐

	If the answer to any of the above questions is “YES”, give further information:


	SOCIAL CARE INFORMATION

	Would contacting parents put the child at risk?*
	YES    ☐
	NO   ☐

	*If the answer to the above question is “YES”, give further information:


	Are birth parents contactable?   
	YES    ☐
	NO   ☐

	*If the answer to the above question is “YES”, please give contact details if it is appropriate for us to make contact with birth parents:


	Social Worker Name:

Address:
Telephone number(s):

Email address:


	SUPPORT INFORMATION

	GP name / address:

	Tel:


	Consultant name / address:

	Tel:


	School / Nursery address & tel:

	Contact name:


	Please provide information on other professionals involved and how they are supporting the child or family eg Health Visitor, Social Worker, Specialist Nurse; CAMH (please give name and contact details):




	REFERRAL INFORMATION

	Referral date:



	Diagnosis / Relevant medical history:



	Reason for referral: (NB: Please use “Areas of Concern” table to provide further information)



	Are there any reasons why this child would not be able to / would find it difficult to cope with a clinic appointment?


	Name of person completing the referral:                                 Designation:
Address:                                                                                  Signature:

Telephone number:

Generic school email address :

Personal work email address:

NB: We may send you correspondence electronically.  Please ensure your email addresses are checked regularly to ensure emailed documents are not missed (ie do not go to a member of staff who has left their post / is on sick leave etc).    All emailed documents will be sent to you securely and encrypted.


	PLEASE NOTE THAT UPON RECEIPT OF A REFERRAL YOU WILL RECEIVE AN ACKNOWLEDGEMENT LETTER WHICH WE AIM TO SEND WITHIN 15 WORKING DAYS.  IF YOU HAVE NOT RECEIVED AN ACKNOWLEDGEMENT WITHIN THIS TIMEFRAME, PLEASE MAKE CONTACT TO ENSURE WE HAVE RECEIVED THE REFERRAL. 


COMPLETED REFERRAL FORMS SHOULD BE SENT AS FOLLOWS: 
	WE ONLY ACCEPT REFERRALS SENT ELECTRONICALLY
Please see email addresses below for each team.

NHS professionals can also refer via SystmOne.


	For Bedford Borough and North Central Bedfordshire children:
	For South Central Bedfordshire and Luton children:



	Community Paediatric Occupational Therapy Department
based at the Child Development Centre, Kempston
Tel: 01234 310274 
Email: ccs.beds.childrens.cdc.ot@nhs.net


	Community Paediatric Occupational Therapy Department 
based at Redgrave Children & Young People’s Centre, Luton
Tel: 01582 708141

Email: ccs.beds.childrens.ot.redgrave@nhs.net




For emailed referrals:  You must protect individuals’ data by only using an encrypted email system or password protect the document. 

Please notify us of any passwords in a separate email.
IF parents complete this section of the form please return it to the referrer so that all forms related to your child arrive at the service together. 
the referrer will then forward it on with the referral paperwork.

PLEASE do not return it direct to the PAEDIATRIC occupational therapy department.
	areas of concern RELATING TO THIS REFERRAL TO oCCUPATIONAL tHERAPY
PLEASE GIVE A FULL DESCRIPTION OF ALL OF YOUR FUNCTIONAL CONCERNS.   
NB: This referral form is used for children up to the age of 18 years.

	Name of child:
	

	DOB:
	

	NHS No (where known):
	

	Name of person completing form / relationship to child:
	

	Date form completed:
	

	If you have any concerns with the way your child handles items, for example: grasps or holds toys / opens tubs with lids or open packets / uses a key to open a door, please describe them below.


	Are there concerns with handwriting or the way your child holds a pen / pencil? 


	Is your child making marks on the paper with a pencil, or is your child writing? Do they write in print or cursive text / can they touch type?


	Is your child able to read?

	Are there concerns with the way your child holds scissors or cuts out? Can they cut out basic shapes such as a square or circle or more complex shapes such as a star?


	Does your child have any difficulties getting dressed / undressed independently?

E.g difficulties with zips, buttons, shoelaces, reversals of clothing:


	Does your child have difficulties at mealtimes e.g, using cutlery? Can they use a knife to cut up their food? Can they drink from an open cup?


	Does your child clean themselves after using the toilet? Are they able to adjust their clothing?:


	Does your child require assessment for toilet equipment at school?                                 Yes   /   No       (please circle)


	Does your child require assessment for supportive seating at school?                             Yes    /    No      (please circle)



	Can your child sit for 5 minutes to focus on a task? Can they follow instructions / remember equipment that is required for school?


	Do you have concerns about how your child responds to sensory information and please can you give us examples of how it impacts on your child’s daily home / school life?



	What has been put in place so far to support this child including strategies from the resources on our website (https://bedslutonchildrenshealth.nhs.uk/services/bedfordshire-and-luton-childrens-occupational-therapy-service/) and other professionals?



	Does your child have an EHCP                                                                                            Yes    /   No ( Please circle)

If “No” is this being applied for? 



	Which school does your child attend?



	What would you like the outcome to be for your child from an OT assessment with regards to the above issues?



	Please give details of this child’s academic attainment levels/developmental levels making it clear what age this is equivalent to.



	CONSENT FOR SHARING INFORMATION 

WHOMEVER HOLDS LEGAL PARENTAL RESPONSIBILITY FOR THE CHILD, 
PLEASE READ AND SIGN THE BELOW



	Liaising and sharing relevant information with health professionals / education / Social Services involved in your child’s care.  This may be verbally, electronically or in writing.

This may include sending a copy of your child’s Occupational Therapy Appointment letters to a professional who knows them well e.g., a SENCo.
Please state below if there are any individuals or services that you do not want information to be shared with:

…………………………………………………………………………………………………………………………….…….

……………………………………………………………….………………………………………………………………….
	Yes / No   
(please circle)

	Permission to send text messages:
Mobile number the text message can go to: ……………………………………………………………………….……
Permission to send emails

Email address:…………………………………………………………………………..…………………………………..
Permission to leave short telephone messages on your mobile phone or landline voicemail

Preferred tel no: ……………………………………………………………………………………………………….……

Please note: There is a risk that your telephone number could be misdialed when a message is left.  
It is your responsibility to inform us of any changes to your contact telephone number(s) to avoid incorrect numbers being dialed.


	Yes / No   
Yes / No   
Yes / No   
(please circle)


	Name of person signing this page:
(Please print name):


	

	Signature:
	

	Do you hold legal parental responsibility for this child?

If NO please state relationship to child


	Yes / No
(please circle)


	Date:
	


!!!!!   PLEASE NOTE   !!!!!





Parental consent is required for referral to this service.


REFERRER: Please confirm that you have discussed and agreed this referral with parents/carers:  





Please tick:�
�
YES�
�
NO �
�
�



NB) Please ensure that parents understand it is important that they bring their child to


appointments or inform the service if they need to re-arrange an appointment.

















If the referrer has signed this page (rather than the parent/legal guardian), please indicate that you have gained their verbal consent to do so:   





Please tick:�
�
YES�
�
NO �
�
�
   


NB) If we do not have consent (verbal or in writing) by parent/legal guardian we will be unable to access confidential information or leave answerphone messages, prior to initial assessment 
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