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Referral to Hull Royal Infirmary Paediatric therapies department



*Please ensure all relevant sections of this form are completed with full detail. If you fail to do so then the form will be returned to the referrer for completion, causing a delay in care being provided*
Please select the following which best relates to your referral:
   MSK  ☐                                            Developmental delay☐                          Head preference/torticollis☐	
Patient Details:
	Name 
	
	Telephone Number
	

	Gender 
	Male ☐
Female ☐	
Other ☐

	Address
	

	DOB
	
	Post Code 
	

	NHS Number
	
	Email address 
	



*SAFEGUARDING CONCERNS *
	Are there any safeguarding concerns?
	      Yes☐	No ☐

	If Yes, please give details of the concerns here

(If the circumstances change once the referral is sent, please inform the team)

	

	Social worker name and contact details
	Name:
Contact details:

	Looked after child?
	      Yes☐	No☐



General information:
	School/Nursery
	
	School/nursery telephone number
	

	School/nursery address 
	


	GP Address 
	

	Named GP 
	
	GP telephone number 
	


	Named Consultant 
	
	Consultant address and telephone number 
	



Family circumstances:
	Name of parent/carer(s)
	

	Relationship to child
	

	Who has parental responsibility?
	

	Have the parents consented to the referral?
	Yes/No



Other professionals involved:
	Occupational
Therapist 
	Name: 
Contact details:
	Speech and 
Language 
Therapist 
	Name: 
Contact details:

	Portage 
	Name: 
Contact details: 
	Health visitor 
	Name: 
Contact details: 

	Others – please state 
	
	 
	



Reason for Referral:
	Please give full details of the reason for the referral

	



*MSK referral only* 
	Location of pain 
	

	Duration of symptoms 
	

	Have any scans/x-rays been performed 

If so please give details. 
	

	How is this impacting the patient’s daily activities
	



*Developmental delay referral only*
	Please tick the box’s that demonstrate the patients current ability


	Sit with support 
	
	Roll independently supine to prone 
	

	Roll independently prone to supine 
	
	Sit unaided 
	

	Crawl 
	
	Walk unaided 
	



	Low muscle tone
	
	High muscle tone 
	
	Normal muscle tone 
	



All Referrals 
	Precautions/Contraindications 
	

	Any allergies 
	

	Relevant past medical history (including medications, weight, height where appropriate) 
	


	Is an interpreter required? 
If Yes, please state the language 
	



Referrer details 
	Name of referrer (PRINT) 
	
	Date of referral 
	

	Referrer signature 
	
	Referrer contact number 
	

	Referrer Address 
	
	Referrer Designation 
	



Please email completed referrals to:  paedphysio.hri@nhs.net
Or send completed referrals to: Children’s therapy team, 2nd Floor, Hull Royal Infirmary, Anlaby Road, Hull, HU3 2JZ
Any queries call: 01482 674539
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