
Child Health Team 
Referral Form

Who we are

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).

We provide services to children who are 
.

Parent/Carer consent

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

  Parent/Carer verbal consent 

Please tick if the child identifies as:   

Child details

Parent/Carer 1: Details Parent/Carer 2: Details

Full name:  ______________________________________________________________________________________________________________

Date of birth:   ___________________________________________  ___________________          Gender:  _____________________

Address:  ______________________________________________________________________________________________________________

 ________________________________________________________________________________________________

Interpreter required:     Yes      No  ________________________________________________________

Full name:  ________________________________________________

Relationship to child:  ______________________________________

Phone:  ___________________________________________________

Email:  ____________________________________________________

Full name:  ________________________________________________

Relationship to child:  ______________________________________

Phone:  ___________________________________________________

Email:  ____________________________________________________

Referrer details

 __________________________________________________________________________________________________

Position:   _____________________________________  ________________________________________________________________

Phone:   ____________________________________________ Email:  ________________________________________________________________

Date of referral:  _____________________________________________________________________________________________________________

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

You can send this 
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intake@dpvhealth.org.au 

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

experiencing difficulty with mainly one area of development, yet have typical 
development in other areas. 

Age 1 year 6 months - 1 year 11 months 

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

Details: ________________________________________________________________________________________________

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

Details: ________________________________________________________________________________________________



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.

Section A

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

_________________________________________________________________________

_________________________________________________________________________________________________________________________________

Section B

Learning 

Section C

Age 1 year 6 months - 1 year 11 months 

Yes No Can/does the child:

Know what ordinary things are used for (e.g. telephone, brush, spoon)

Explore the use of toys (e.g. cause and effect toys such as pull along toys, jack in
box, pop up toys)

Copy song actions (e.g twinkle, clap hands)

Points to nose, eyes and mouth in ‘game’ with adult

Recognises self in mirror and photos

Obsessive interests (describe if yes)
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Motor 

Play

Yes No Can/does the child:

Crawls or shuffles on bottom

Stands without support

Walks without frequent falls

Runs

Squats down and stands up again without support

Walks up and down the stairs with support

Frequently walks on their toes

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

Picking up small objects with thumb and one finger

Stack blocks on top of each other

Feed self using fingers or spoon

Turning pages of a book

Putting shapes into a shape sorter without assistance.

Yes No Can/does the child:

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

Pretend to feed dolls or stuffed animals

Enjoy lining up and organising toys

Play with the same toy over and over in the same way every time



Emotional Regulation 

Talking Clearly 

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

Say “no”

Shake head for “no”

Use 10–20 words (e.g. muma, dada, more)

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

Stop using words they once had

Yes No Can/does the child:

Begin to use a range of speech sounds  (e.g. ba, da, ma) 

Yes No Can/does the child:

Be comforted by physical contact with a parent

Explore alone with parent close by

Assists another in distress by patting, making sympathetic noises, or offering

material objects

Find it hard to calm down

Bang head when frustrated
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Self-care 

Social 

Sensory

Yes No Can/does the child:

Allow others to join play

Show you things (e.g. bring items to you or hold up for you to see)

Point with their index finger at things they are interested in / to request what they
want

Avoid eye contact

Flat affect (eg., not smiling when socially approached)

Wave goodbye

Show affection to familiar people

Imitation of another toddler: will imitate each other’s actions
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Yes No Can/does the child:

Tolerate nappy changes

May communicate when s/he has done a ‘poo’ to indicate nappy change

Try to dress/undress self (e.g. pants, socks)

Eating independently (minimal assistance ok)

Holding and drinking from cup independently

Have sleep difficulties (describe):

Yes No Can/does the child:

Dislike hair washing/cutting, nail clipping, brushing teeth etc.

Cope with getting hands dirty (e.g. sand, playdough, food, markers)

Sensitivity 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.)

Have difficulty with bath time, dressing or nappy changes

Bite or chew non-food objects (e.g. fingers, clothing, toys)

Excessively seek movement (e.g. constantly on the move or can’t sit still)
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