
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 
form back to us via:

Email
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. 

Ages 5+

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

Ages 5 +

You can send this 
form back to us via:

Email
intake@dpvhealth.org.au 

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

Yes No Can/does the child:

Follow simple rules and complete rou�nes independently

Complete a 40-piece puzzle independently

Play and stay at ac�vi�es for at least 20 minutes (not including TV/iPad)

Si�ng at a desk, following teacher instruc�ons, and independently doing simple in-
class ac�vi�es

Have obsessive interest(s)? If yes, please describe:

Difficulty wri�ng a short story (7-8 year olds)

Difficulty reading



You can send this 
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intake@dpvhealth.org.au 

Post  

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

Motor 

Play

Yes No Can/does the child:

Runs well and able to turn corner sharply

Rides a two-wheeler bike (without trainer by seven)

Can catch a small ball

Runs up and down stairs

Enjoys par�cipa�ng in team games

Jumping over an object and landing with both feet together

Skipping

Holding and moving across monkey bars without support

Seems clumsy (e.g. falls over while running or poor balance)

Seem to have weak muscles and �res easily

Decreased levels of endurance and fitness

Frequently walks on their toes

Hold pencil with tripod grip and draw shapes with good control

Using knife and fork for most foods (7-8 year olds)

Cut and paste shapes (eg cra� ac�vi�es)

Forming most le�ers and numbers correctly (by 7 years)

Tying shoelaces (by 7 years)

Using fingers and hands in coordinated manner (eg building with small legos)

Yes No Can/does the child:

Play with the same toy or do things over and over again

Par�cipate in structured play (e.g. turn taking games)

Play imagina�vely with other children and/or adults (e.g. can create stories and
play them out)

Engaging in play which includes themes never personally experienced (e.g. going to
space)

Enjoy lining up and organising toys

Difficulty nego�a�ng during play.



Emotional 
Regulation 

Talking 
Clearly 

Language
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Yes No Can/does the child:

Respond when spoken to

Answer who/what/where/when/how questions

Follow 3-step instructions (e.g. “put your pencil in your pencil case, put on your
coat and then sit on the mat”)

Hold a to-and-fro conversation on a range of topics (e.g. take several turns when
talking about a shared topic)

Tell a long story that makes sense to an unfamiliar listener

Use correct grammar for age (tense, pronouns, joining words)

Ask a variety of questions

Stop using words they once had

Get stuck or repeat words or sounds

Yes No Can/does the child:

Easily understood by unfamiliar people

Get frustrated or upset when not understood

Have difficul�es with specific sounds in words? If yes, please describe:

Yes No Can/does the child:

Move from one ac�vity to the next with li�le difficulty

Show consistent fears or worries in more than one environment

Is stubborn and finds it hard to change their mind

Seems to significantly resist instruc�ons from adults

Get upset if rou�ne is changed

Find it hard to manage emo�ons (angry outbursts / tantrums)

Displays flat affect (doesn’t show much emo�on when you would expect it)

Is easily impulsive (engaging in behaviours without thinking)

Try to resolve conflict with other children (e.g. walk away or tell an adult)

Able to separate easily from caregivers
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Sensory 

Social 
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Yes No Can/does the child:

Allow other children or adults to join in play

Understand and respect others’ personal space

Have an established friendship group

Avoid or use overly intense eye contact

Confidently contribute ideas in play

Be overly directive in play

Take turns and share without adult involvement

Respond to others’ needs and feelings

Yes No Can/does the child:

Use the toilet independently including wiping and hand washing

Dress/undress top and bo�om independently

Packing a bag for school or other ou�ngs without assistance.

Preparing simple meals (e.g. cereal, sandwich)

Brush teeth independently

Have sleep difficul�es? If yes, please describe:

Difficulty comple�ng morning rou�ne independently

Yes No Can/does the child:

Dislike hair washing/cu�ng, nail clipping, brushing teeth etc.

Coping with ge�ng hands dirty (e.g. sand, playdough, food, markers)

Show sensi�vity to everyday loud noises

Eat a limited range of foods or have strong food preferences/sensi�vi�es

Sniff, lick, bite, chew or mouth non-food objects (e.g. fingers, clothing, toys)

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

Poor body awareness (eg., appearing clumsy, bumping into things and falling)

Fixated on toys or objects that light up, spin or are shiny

Dislikes wearing certain clothes (eg., resists tags, seams, long sleeves)

Dislike hair washing/cu�ng, nail clipping, brushing teeth etc.

Self-care 
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