Child Health Team
Referral Form

Age 1year O months - 1year 5 months
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Your Healthcare
Your Way

Who we are

development in other areas.

We provide services to children who are experiencing difficulty with mainly one area of development, yet have typical

The Child Health Team at DPV Health consists of Speech Pathology (15 months up until school entry), Occupational Therapy
(15 months up until 8 years) and Physiotherapy (birth up until 12 years of age).

Parent/Carer consent

Parent/Carer consent is required to complete this referral. Consent was obtained via:

Parent/Carer verbal consent

Parent/Carer signature:

Child details

Parent/Carer 1: Details

Full name:

Full name:

Date of birth: Age: Gender:
Address:

Please tick if the child identifies as: Aboriginal or Torres Strait Islander Refugee or Asylum Seeker

Parent/Carer 2: Details

Full name:

Relationship to child:

Relationship to child:

Phone:

Phone:

Email:

Email:

Language/s spoken at home:

Interpreter required: Yes

Details:

No Language of interpreter:

Is there Child Protection or Orange Door involvement? No Previously Currently

Are there any Court Orders/Custody Arrangements? No Previously Currently

k Details:

Referrer details

Person completing referral:

Position:

Organisation:

Phone:

Email:

Date of referral:

You can send this @

form back to us via:

Family’s preference for location of appointment: Hume LGA Whittlesea LGA

&)

intake@dpvhealth.org.au

Either

Intake Team, DPV Health, PO Box 58, Epping, 3076




Please complete all sections (A, B and C) to ensure this referral is processed by our team.
If there are blank sections, it will be returned to you for completion.

Tell us in your own words why you are referring this child:

Section B

Has the child’s hearing been assessed in the past 12 months? Yes No

If yes, please provide location and results:

If no, would you like a referral to be made to our Audiology service for a hearing assessment? (highly encouraged) Yes
NDIS/Early Intervention: Yes Applied & awaiting outcome Applied & rejected No

Northern Health Allied Health: Yes Waiting List No

Paediatrician: Yes Waiting List No

If yes or waiting list, provide details:

Any other services involved (e.g. Preschool Field Officer, ENT, private allied health) Yes No

If yes or waiting list, provide details:

Has the Maternal Child Health Nurse (MCHN) completed the Brigance assessment with the child? Yes No

Please note all referrals completed by MCHNs need to attach a copy of the Brigance for the referral to be processed

Has the Ages & Stages Questionnaire been completed with the child? Yes No

If yes, this must be attached for the referral to be processed

Please attach any other letters, reports or assessments completed

If there are other DPV Health services you would like to refer this child to (e.g. Dietetics, Counselling), please
call: 1300 234 263 (select option 4)

Age 1year O months - 1year 5 months

Learning

No Can/does the child:

Explore the use of toys (e.g. pushing buttons on a pop-up toy)

Play
Yes No Can/does the child:

Do simple pretend play (e.g. stirs with a spoon, bangs with a toy hammer)

Copy everyday activities (e.g. feeding doll, reading book)

Enjoy lining up and organising toys




Motor

Yes No Can/does the child:

Sits without support

Crawls or shuffles on bottom

Pulls to stand

Stands and plays in front of furniture

Cruises (walking sideways) along the furniture

Stands alone

Takes a few steps without support

Walks independently

Seem to have weak muscles

Seem to have stiff muscles

Has a difference in movements between the right and left side of their body

Reach and pick up small objects or toys

Hit at dangling objects with hands

Stack two blocks

Take 1-2 steps independently

Feed themself food using fingers or spoon

Language

Yes No Can/does the child:

Look at you when you call their name on the first call

Point to 3 body parts

Respond to simple questions (e.g. “Where’s the ball?”) by looking/ gestures

Shake head for “no”

Use a few specific words (e.g. “dada” and “mama”)

Copy some simple words immediately after hearing them (e.g. “ball”)

You can send this ﬁﬁ
form back to us via:

intake@dpvhealth.org.au @ Intake Team, DPV Health, PO Box 58, Epping, 3076




-

Talking Clearly
No

Can/does the child:

Beginning to use a range of sounds when babbling

Emotional Regulation

Yes No Can/does the child:

Be comforted by physical contact with the parent

Find it hard to calm down once they are upset

Bang their head on hard surfaces when frustrated

Social

Yes No

Can/does the child:

Allow another person to join their play

Play peek-a-boo and copies their caregiver (e.g. poke out tongue)

Point with their index finger at things they are interested in

Avoid eye contact

Wave goodbye

Self-care

Can/does the child:

Tolerate nappy changes

Hold bottle/cup while drinking

Take off own socks/hat

Have sleep difficulties? If yes, please describe:

Sensory

Yes No Can/does the child:

Strongly dislike hair washing/cutting, nail clipping, brushing teeth etc.

Cope with hands/face messy

Sensitive to loud noises (e.g. vacuum, hairdryer, shopping centres)

Eat a limited range of foods OR strong food preferences/sensitivities (e.g. texture,
presentation etc.)

Difficulty with bath/dressing/nappy changes

Cope with going in the car to the shopping centre, park or playgroup
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