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Paediatric Occupational Therapy Referral Form
	Notes on Filling Out This Application

	1. Please read this form carefully and then fill out as many of the sections on this form as you can. Only completed applications can be formally accepted. 
2. In order for the application form to be accepted the consent section (see final page) must be signed and dated by a parent or Legal Guardian for any child under the age of 16. If the young person is aged 16 or over they can sign on their own behalf. The signature confirms both the application details and consent under the Data Protection Act.

3. It would be very helpful if you were able to include, with the application, any reports that have been produced concerning the child or young person for whom you are making this application.

4. This application form will be held securely and for no longer than is necessary.


	Referrer Details: 
	(parents can refer; you do not need an external referrer)

	Name:                                    

                   
	Date:

	Address:


	Contact Number:

	Email:

	Relationship to the person to be assessed:

Parent                          Guardian                               Other  

	If ​​​​​​​​​​​​​​​​​​ other what is your role: ____________________________
Has Parent/Guardian consent for referral been received:  Yes               No    

	Parent/Guardian signature:                                                                             Date:


	Child/Young Person Details

	Name:                                    
                   
	D.O.B:
                                             (Age:                    )

	Gender: 
Male

Female

      Non-binary/Other 



	Date of Appointment:

	Family Address:
	Contact Number:



	Parent/guardian names: 


	Contact Email:

	Family (Brothers/Sisters & Ages):



	Languages spoken at home: 



	Relevant Medical History (allergies, hearing, vision, etc):



	Relevant Family Information: 




	Person to be assessed


	Tell me about the person to be assessed. What are their strengths, their interests and the things that make them unique?


	What are their top 3 strengths?
1.
2.
3.
 

	How would the person to be assessed describe themselves?



	Physical and Emotional Area of Need 
	Please detail the areas of concern for the person being referred? what are their support needs?

	Gross Motor Skills (i.e., walking, running, climbing)
	

	Fine motor skills
	

	Self-care (Bathing/ Grooming/ Toileting etc.)
	

	Dressing skills (buttons, zips, Velcro, laces)
	

	Managing emotions 
	

	Social Skills
	

	Sensory needs
	

	Other
	


	Education Area of Need

	Please detail the areas of concern for the person being referred? what are their support needs?

	School skills – Pencil skills/ scissor skills/reading & spelling
	

	Attention/ concentration skills
	

	Routine & organization 
	

	Other
	


	Education Details

	School name and address:



	School contact number:

	Class/Year:

Mainstream or Special Class



	Additional Support/SET Provision:



	Names and roles of school staff involved with your child:




	GOALS - What are your/your child/your family’s main priorities or goals at present?

	1.
	

	2.
	

	3.
	


	Occupational Therapy  Services
	Please include dates of attendance and/or discharge (current and past) and contact details.

	Is the person being referred currently receiving Occupational Therapy Services?  
	

	Has the person being referred previously received occupational therapy service?
	

	Is the person being referred currently on a waiting list for assessment? * 

*If the person is currently on a waiting list for assessment please detail how long they have been waiting and where about on the list they are in your response. If you are unsure we would recommend you contact your local service to clarify. https://www.hse.ie/eng/services/list/4/disability/disability-assessment 


	


	Is this child/young person receiving, or have they ever received, services from any of the other professionals listed below?
	Details and dates of service and contact details if known. If you have access to any existing reports, please include them with your application form.

	Professional/Agency attended
	

	G.P.
	

	Paediatrician
	

	Psychology (Educational, Clinical) 
	

	Speech & Language Therapist or Physiotherapist 
	

	Private Occupational Therapist 
	

	Referred/waiting for other service input (e.g. ASD, CAMHS)?
	

	Referred/currently waiting for HSE AON assessment? (Include date)
	

	Other relevant information/ services attended
	


	Any Other Notes/Comments



	Consent
Consent Statement (Please tick Yes or No for the following statements) 
Yes 
No
I consent to being contacted by Dyspraxia/DCD Ireland by email and/or phone including after my child has availed of the service. We will only contact you in relation to the service you have received from us.

I consent to personal data relating to my child being stored electronically on an online Cloud based service. This service is encrypted and password protected. Only staff with the appropriate level of security clearance will have access to the cloud based service. 

I consent  for the use of information included in documents, communications and reports between the service and the family to be used as part of the assessment and any subsequent intervention processes.  
I consent to my child’s emergency contact person (as outlined in my child’s questionnaire) being contacted in the case of an identified emergency 
I consent to my child’s GP being contacted 
(please note this will be on a needs-only basis and best efforts will be made to do this only with your permission and collaboration at the time)

I consent to my child receiving occupational therapy intervention from a registered occupational therapist (either face to face or via telehealth/online via zoom or teams)
I understand it is a requirement for health and safety that an adult is present at all times with my child during sessions. I understand that if this is not possible sessions may be ceased until arrangements for this can be made. 

I understand that my child will have to be supervised by an adult/caregiver while completing all exercises or recommendations during sessions or outside of sessions and that if there is any doubt in relation to the strategy or your child’s ability to perform this safely, it should not be completed. 
I understand that it is my responsibility to ensure that the location of any activities or interventions being undertaken by my child  is deemed safe for my child 

I understand that should my child experience any discomfort or strain he/she/they should stop the activity immediately and report it to the therapist present. 

I understand that I can withdraw my consent for my child to engage in this service at any time. In order to do so I will email stephen@dyspraxia.ie and request, in writing,  that my child be withdrawn from the programme. 
I (name)_____________________have read and understood the above statements. I understand I am free to ask questions about my child’s service delivery at any time, and consent to my child engaging in the above identified DCD/Dyspraxia Ireland and UL occupational therapy service. 


	Consent-To be Completed by Parent/Legal Guardian. Or by the young person if aged 16 years or over.

	   Child/young persons name
	

	Signed by Young Person (16 years+)
	

	Signed by Parent or Legal Guardian
	

	Relationship to the Child
	

	Date
	



Please attach all relevant reports and send to stephen@dyspraxia.ie
If you require assistance with completing this form please email us at info@dyspraxia.ie
(For further information on our data management and privacy policies, please go to our website https://www.dyspraxia.ie/Policies
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