
Townsville Health Service District
Children’s Community Therapy Service
25-27 Acheron Ave, Cranbrook   Qld   4814
Ph: (07) 4728 2653      Fax: (07) 4728 2681

REFERRAL FORM
Date of Referral:
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Surname:  ______________________________________ Given Names:  _____________________________________________________

Date of Birth:  ______________________ Sex:  ____________ TDHS UR #:  ____________________ Child Health Chart:  yes  /  no / ?

Address: ____________________________________________ Suburb: _____________________________ Post Code:  _____________

School:  ____________________________________________ Teacher:  ___________________________ Grade/Class:  ___________

Medical Conditions / Disabilities:  ________________________________________________________________________________________

Current GP/ Specialist (eg Paediatrician):  _________________________________________________________________________________
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Mother’s Name:  _____________________________________________________________________ Phone No:  ___________________

Address:  ___________________________________________________________________________________________________________

Father’s Name:  _____________________________________________________________________ Phone No:  ___________________

Address:  ___________________________________________________________________________________________________________

Siblings:  ___________________________________________________________________________________________________________

Parents Aware of Referral (parents must support referral):        Mother:  �Yes   �No           Father:  �Yes   �No
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Name:  _________________________________________________________________________ Profession:  ______________________

Agency:  _______________________________ Address:  _________________________________________________________________

Phone No:  _____________________________ Suburb:  _________________________________________ Post Code:  _____________

Services Requested:

� Medical/Specialist � Occupational Therapy � Physiotherapy � Social Worker � Speech Pathology

TDHS Paediatric Intake Meeting Use Only                                          Intake Meeting Date: _____ / _____ / _________

Referral Assigned To: Med   /   OT   /   PT   /   SW   /   SP Agency: CCTS   /   CHS   /   CH   /   TTH

� Advice letter posted to parent/guardian                                            � Advice letter posted to referring agent
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REASON FOR REFERRAL – 
Please tell us why you are referring this child to us by identifying your concerns in any of the following areas.

Gross Motor Skills / Mobility (eg crawling, walking, running, jumping, balance/co-ordination)  __________________________

__________________________________________________________________________________________

________________________________________________________________________________________

Fine Motor Skills (handwriting, cutting, fine manipulative skills) ______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

_______________________________________________________________________________________

Speech and Language ______________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________

Eating & Drinking Skills  _____________________________________________________________________

_________________________________________________________________________________________

Reading Skills _____________________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________

Behaviour _________________________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________

Concentration / Distractibility __________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________

Other Concerns ____________________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________

OTHER SERVICES INVOLVED (eg. Specialist Medical, Hearing, Optometric, Ed Qld Therapy Services)

__________________________________________________________________________________________

__________________________________________________________________________________________

_______________________________________________________________________________________

ANY OTHER RELEVANT INFORMATION:

__________________________________________________________________________________________

__________________________________________________________________________________________

_______________________________________________________________________________________

Please Note:     For referrals for Speech Pathology, referring agents and/or parents may be contacted for further
information.


