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East Lancashire Paediatric Physiotherapy Service
Please post or email referrals to the address below:
Paediatric Physiotherapy Service

SPOA, The Holden Centre

Gisburn Road

Barrowford

BB9 8EH

paeds.physiotherapy@elht.nhs.uk 

Referral Criteria
	Neurodevelopmental
	Paediatric Orthopeadic conditions
	Paediatric MSK
	Specialist Respiratory outreach respiratory team
(SPORT)

	0-19 still in full time education
	0-19 still in full time education
	< 16yrs of age
	0-19 still in full time education

	Cerebral Palsy (CP)

Muscular dystrophy / muscular neuropathies

Congenital Abnormalities

Undiagnosed neurological conditions

Acquired Brain Injury (ABI)

Downs Syndrome / Other chromosomal abnormalities

Developmental Delay

Preterm <30weeks gestation

Balance / co-ordination problems
	Post Orthopaedic Surgery

Juvenile Idiopathic Arthritis 

DDH

SUFE

Perthes

Hypermobility

Plagiocephaly/Torticollis 

Gait Abnormalities

Foot Posture concerns

Tip Toe Walker

In-toeing Gait

*Outside of normal variant for age
	Post fracture

Post acute soft tissue injury


	Cystic Fibrosis

Bronchietasis

Asthma

	If over 16 and not in full time education please refer to 
	
	If over 16 please refer to IMPRES
	


	Paediatric Physiotherapy Service  Referral

	Please print and complete in black ink. Forms lacking detailed information will be returned resulting in a delay in the child being accepted onto the Physiotherapy waiting list.

All children will receive a telephone triage call within 72 hrs of their referral being received to enable us to direct them onto the appropriate pathway.

	Mr/Mrs/Ms/Miss
	     
	Forename
	     

	Surname
	     
	Preferred name
	     

	DOB
	     
	Male/Female
	     

	
	
	Ethnicity
	     

	Address


	     
	NHS No.
	     

	Post Code

	     
	RXR No.
	     

	Home Telephone
	     
	Mobile Telephone Number:
	

	First Language

	
	Is an interpreter needed?
	

	Has the parent/guardian consented to this referral?  
	

	Name of persons with parental responsibility:
	


	GP / Consultant Details:

	Name of GP:
	
	GP Tel Number 
	

	GP Address:
	

	Postcode
	

	Name of Consultant / Paediatrician
	
	Contact details:
	

	Address:


	


	Educational Setting:

	Name
	Address:
	Telephone Number
	Contact Person

	
	
	
	

	Does the Child have SEN?
	Yes / No
	Does the child / YP have an EHCP ?
	


	Safeguarding:
	

	Is the child / YP on a child protection plan?
	
	Does the child / YP have any safeguarding concerns?
	

	Does the child / YP have a TAC/TAF? 
	
	Is the child / young person looked after?
	

	Is the child / young person in foster care?
	
	Allocated Social Worker
	

	Email and contact details of Social Worker
	


	MDT involved in child / YP care  - (past or present)

	NAME
	Role
	Contact Details
	Reason for Involvement
	Active / Discharged from service

	
	
	
	
	


	Referral Details:

	Diagnosis -

	     

	Reason for referral - 
	

	Presenting Symptoms – 

	

	Investigations - 
	

	Medications - 
	

	Relevant Medical History 

(Including current mobility and functional levels)

	     

	Has the child received Physiotherapy input in the past? If so when?
	

	Known Risks to Staff


	     


	

	Signature of Referrer
	     
	Address:


     

	Print Name
	     
	

	Designation
	     
	

	Date
	     
	Contact Telephone No.      


[image: image2.jpg]Safe Personal Effective





[image: image1.png][image: image2.jpg]