
	
REFERRAL TO SPECIALIST LEVEL SENSORY PATHWAY


Before completing this referral, please make sure you have completed a sensory checklist applicable to the child’s age and this includes BOTH school and home views. Please also complete the Sensory Passport and include this within the referral. Referrals submitted without these documents will not be accepted.


Child’s name:			          	                 D.O.B:				

Address:	 

Telephone no:					Mobile no: 

Name & Address of G.P:	
						

Language spoken at home: 

 If English not the first language, please state which speaker and which language:

School/Nursery attended:	

Health visitor/School Nurse (if applicable):	
		
 
Other agencies involved please state:	
Name: 						Contact no:          			Base:                    
Name: 						Contact no:          			Base
Name: 						Contact no:          			Base									

	What’s working well?
· What strategies are currently in place?
· What previous support has been accessed?
	






	What are you worried about?
· Main concerns currently
· Where are these concerns noticed – e.g.; home, school or both? 
· What impact has this on the child
	






	What further support do you feel is needed from the Sensory Pathway?
· Consultation with Sensory Therapist
· Review of Sensory Passport
· Further recommendations & advice
	





NB: Parental/ legal guardian permission MUST be obtained as their consent is essential to process this referral.

Please tick box to indicate that this has been done      ☐                                    

Please tick the box to indicate that Parents/Guardians have given consent for information sharing between The Rotherham Foundation Trust, CAMHS, Education and Social Care  ☐
Please tick the box to indicate that a sensory checklist (with school and home views) and a sensory passport has been included with this referral ☐


Referred by: ………………………………………………………………………………………………………….
Designation: ………………………………………………………………………………………………………….
Address of Referrer: ………………………………………………………………………………………………………………
Contact (telephone or email) ………………………………………………….	Date: ………………………………………………..



Please return form:
Sensory Pathway Team,                                                                                             Via Email to: rgh-tr.cypstherapyservices@nhs.net                       
Children’s Occupational Therapy and Physiotherapy Service,
Kimberworth Place,
Kimberworth Road,
Rotherham S61 1HE
Telephone 01709 423834
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