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                                                                                                    COMMUNITY  PAEDIATRIC PHYSIOTHERAPY SERVICE     

                                                                                                            Barham House, Wembley Centre for Health and Care,
116 Chaplin Rd., Wembley, HA0 4UZ.

Tel: 020 8795 6385   Fax: 020 8795 6333      
	Child’s First Name:  

SURNAME:                                       M/F

           
	Parents’ Names. 

	Address: 

	Home Telephone Number:  

Mobile:

	Date of Birth: 
	School/Nursery: 



	ETHNICITY:

LANGUAGES
Dialect:
Interpreter required- Yes/No
	Statement of special educational needs- Yes/No
School Action/School Action +

Early years/ Early years +



	G P: - Name: 
Address:                              

Tel:
	HEALTH VISITOR/SCHOOL NURSE – 

Name:  

Clinic Base:  
Telephone: 

	MEDICAL DIAGNOSIS: 

Hearing Status:                                                        Date of last test:

Result:                                                                      Location:

	Reason for Referral:

	Relevant Medical History (please attach relevant reports)-         report attached- Yes/No
Medication:                                                                        Allergies:
Operations:                                                                        Fractures:

MRI/other scans or tests:

	Other professionals involved: (please tick box and write name)

(  SLT-



               (  Portage

(  PT-



                           (  Child and Family Services

(  OT -                                                              (   Consultant  

(  others-



	On C P R register:


YES/NO



Parent’s consent for referral: _____________________________________
Referred by: (Please print below) 
	Name:  
Designation:                               
Signature:
	 Address:
Telephone number:

Fax:

Email:


IDENTIFICATION OF THE NEED FOR PHYSIOTHERAPY EVALUATION FOR SCHOOL AGE 
CHILDREN

Check areas of difficulty; underline specific problems, star (*) prominent difficulties. If child has overall difficulty in one category, or shows several items in three or more categories, indicate a need for a Physiotherapy evaluation. 

GROSS MOTOR SKILLS:
1. _____  Seems weaker or tires more easily than other children his/her age.

2. _____  Difficulty with hop, jump, skip or running compared to others his/her age.

3. _____  Appears stiff/floppy and awkward in his movements.

4. _____  Tendency to confuse right and left body sides.

5. _____  Clumsy or seems to not know how to move body, bumps into things.
6. _____  Falls frequently.
7. _____  Hesitates to climb or play on playground equipment.

8. _____  Reluctant to participate in sports or physical activity; prefers table activities.

9. _____  Seems to have difficulty learning a new motor task.

10. _____  Difficulty pumping self on swing; poor skills in rhythmic. 
11. _____  Complains of pain- Day-            Night-             
FINE MOTOR SKILLS:
1. _____ Poor desk posture (slumps, leans on arm, head too close to work, other hand not assisting)

2. _____ Difficulty drawing, colouring, copying, cutting, avoidance of these activities.

3. _____ Poor pencil grasps; drops pencil frequently.

4. _____ Tight pencil grasps; fatigues quickly in writing or other pencil/paper tasks. 

5. _____ Pencil lines are tight, wobbly, too faint, or too dark; breaks pencil more often than usual. 

6. _____ Hand dominance not well established (after age six).

7. _____ Difficulty in dressing; clothing off or on, buttons, zippers, tying bows on shoes.

ACADEMIC:

Difficulties in:

1. 
_____  Reading


2. 
_____  Writing   
3. 
_____  Spelling

4. 
_____  Maths
5. 
_____  Organising work



6. 
_____  Finishing tasks


7. 
_____  Remembering information
8. 
_____  Following directions

ATTENTION SKILLS:

1. _____  Short attention span
2. _____  Distractible
3. _____  Restless 

4. _____  Hyperactive
TOUCH: 
1. _____  Seems overly sensitive to being touched; pulls away from light touch.

2. _____  Tends to wear coat when not needed; will not allow shirtsleeves to be pulled up.

3. _____  Has trouble keeping hands to self; will poke or push other children.

4. _____  Touches things constantly; ‘learns’ through fingers.

5. _____  Dislikes being cuddled or hugged, unless initiated by the child. 











