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INCOMPLETE FORMS WILL BE REJECTED AND RETURNED TO THE REFERRER

	Name of Child:  
	NHS Number:  

	Date of Birth:  
	Gender:  

	Name of Parents / Guardians:

	

	Address:	
	 	Postcode:  	

	Contact details
	Mobile:                                      Email:

	Please refer to our website for referral criteria and advice:- West Essex Children’s Physiotherapy Team - Essex Child and Family Wellbeing Service (essexfamilywellbeing.co.uk)
Reason for Referral (please include the area of the body).	
	…….
………………………………………………………………………………………………………………
Length of time this has been a problem	
Functional difficulties	
	


	Relevant Medical History………………………………………………………………………………………..
	
	
Investigations (eg X rays, scans and blood tests.)  	
	


	[bookmark: Check1][bookmark: Check2]Is an interpreter required?    |_| YES   |_| NO
	If YES, which language?  

	Child protection plan |_| YES   |_| NO                     Child in care           |_| YES   |_| NO

	West Essex GP Address: 	



	Early years setting/School:




	Other Health Professionals involved:






	Permission to share information  (please tick)
Has parent/guardian consented to a referral to our service? (Referrals without consent will not be accepted)  
                        Yes		No
Does parent/guardian consent to be contacted by text message?
                        Yes   [image: ]	No    [image: ]
[bookmark: _Hlk97721281]Does parent/guardian consent to us contacting external agencies such as schools, health visitors or other?		Yes		No

Parent/Carer:  I give permission for the Physiotherapy Service to assess and treat my child in his/her educational setting / Essex Child & Family Wellbeing hubs / home; to liaise with health, education and social care practitioners including sharing reports as appropriate.

Name of parent/ carer: ………………………………………………………………………………………

Signed: …………………………………………………….…………...Parent/Carer	Date: …….…..….

	Referrer’s Name (Print):   
	Signed:  

	Designation:  	

	Address / Base:  	

	Telephone Number:  
	Date:  




Please email this referral form to:
Email: WESENDtherapies.admin@hcrgcaregroup.com 

Or send to 
Address:
SPOC	
Essex Child and Family Wellbeing Service
Child Development Centre
Minton Lane
Church Langley Way 						
Harlow CM17 9TG
Essex                                          

Phone:
0300 247 0122 option 3 option 3
V29.05.26
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