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Children’s Community Respiratory Physiotherapy 
Request for Assessment 

	

By completing this form you are making a request for a Respiratory Physiotherapy assessment.  A decision to accept this referral will be made according to the nature of the impact of the child’s challenges with activities of daily life. Referrals can be made by a healthcare professional or a parent following consultation with the child’s physiotherapist 

Please complete all sections – incomplete referral forms will be returned



	
PATIENT INFORMATION


	
Name:

Address:


Post Code:			

Date of Birth:

Tel / Mobile No:	

Email:			

Gender:	

NHS No (if known):

	
GP Name:
Address:



	
	
Consultant:

Hospital:


	
	
Name of Nursery / School attending:

	Ethnicity:

	
Language:
Interpreter required?

	OTHER INFORMATION
	COMMENTS

	Name of Parents / Carers:
	

	Who has parental responsibility?
Have they consented to the referral? 

	Is this a Looked After Child (LAC) Yes/No

	Social Circumstances (Please give details of living arrangements, family members and any support in place)



	OTHER PROFESSIONALS INVOLVED
Please provide name, location or a contact number for any other professionals who have previously worked with or who are currently working with the child.  

	Occupational Therapist 
	

	Physiotherapist
	

	Speech and Language
	

	Educational Psychologist
	

	Learning Disability Team
	
	Social Worker 

	

	Key Worker 

	
	Primary Consultant
	

	Community Paediatrician
	
	Other

	

	Identified risk: e.g. Domestic violence, known infections e.g. Measles, MRSA




	Is the child subject to: 
A Child Protection Plan Yes/No
	
A Child in Need Plan Yes/No
	
A Common Assessment Framework Yes/No

	
REFERRER’S DETAILS


	
Name:                                                                                   Designation:


	
Address:

Postcode:


	
Contact Telephone No:                                                          Date:                 
                    

	
Referrer’s Signature:                                                  Referrer email:


	Reason for Referral: 


	What difficulties is your child experiencing?





	If not self-referring: What is the child and/or the family concerned about?





	Please give details of how these difficulties impact him/her in the home? (if not already explained above)





	Please give details of how these difficulties impact him/her in school/nursery? (if not already explained above)





	What has been tried already to help? (e.g. Spoken to Health Visitor/activities/groups/exercises)










	What is your expectation of the service?




	

	Does your child have a current diagnosis?






	Are there any other concerns / queries / comments about the child/family life you think are relevant to this request?
Please give details of diagnosis, developmental milestones and any current investigations which you think are relevant to this request.  







	Please return your completed form with any supporting information to:

	
Liverpool patients:
commptotlpool.referrals@nhs.net 


Sefton patients:
seftoncommunity.physio-ot@nhs.net

Or:
North Sefton 
Ainsdale Centre for Health and Wellbeing, 164 Sandbrook Road, Southport, PR8 3RW

South Sefton
Blossom House, Park Road, Waterloo, Liverpool  L22 3XE
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