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Paediatric Physiotherapy Service
Please post or email referrals to the address below:
Paediatric Physiotherapy Service
The Holden Centre,
Gisburn Road,

Barrowford,

BB9 8NF

paeds.physiotherapy@elht.nhs.uk 

	Referral Criteria

	Child aged 15 years and under 
	Child aged 0-19 (if continues in full time education) 

Child aged 0-16 (if left full time education)

	Musculoskeletal Conditions
	Complex Needs

Cerebral Palsy (CP)

Muscular dystrophy / muscular neuropathies

Congenital Abnormalities

Undiagnosed neurological conditions

Acquired Brain Injury (ABI)

Downs Syndrome / Other chromosomal abnormalities

Developmental Delay

Plagiocephaly/Torticollis
	Orthopaedic Conditions

Gait Abnormalities/ Foot Posture concerns

Post Orthopaedic Surgery

Juvenile Idiopathic Arthritis 

Balance / co-ordination problems

Tip Toe Walker

In-toeing Gait



	
	Respiratory Conditions

Asthma

Cystic Fibrosis

Bronchiectasis

Acutely unwell / chest infection

Ventilated child


                              Paediatric Physiotherapy Service  Referral
	Mr/Mrs/Ms/Miss
	     
	Date of Birth
	     

	Surname
	     
	Forename
	     

	Preferred Name
	     
	Male/Female
	     

	
	
	Ethnicity
	     

	Address


	     
	NHS No.
	     

	Post Code

	     
	RXR No.
	     

	Home Telephone
	     
	Looked After Child?
	Yes / No

	Name of Parent/Guardian
	     
	GP Name Address & Telephone No.


	     


	School /Nursery attended 
	     
	
	

	First Language

	
	Has the parent/guardian consented to this referral?  




                    YES/NO

	Is an interpreter needed?
	
	


	Reason for Referral and diagnosis – how can Physiotherapy help?

	     

	Relevant Medical History 

(Including current mobility and functional levels)

	     

	Known Risks to Staff

(Including access to property –key safe?)

	     


	Other agencies involved – please attach any relevant reports:

Safeguarding Team

     …………………………………………………………………………

Educational Psychologist: 

     …………………………………………………………………………

Health Visitor / School Nurse:

     …………………………………………………………………………

Speech and Language/Physio


School / Nursery:

     …………………………………………………………………………

Social Worker:


Consultant:

     …………………………………………………………………………

Other:

     …………………………………………………………………………



	Signature of Referrer
	     
	Address:


     

	Print Name
	     
	

	Designation
	     
	

	Date
	     
	Contact Telephone No.      
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