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Date of request:      

 FORMTEXT 
     
Date received:      

 FORMTEXT 
     
(For Service Use only
Children and Young People’s Occupational Therapy Service Request for Help
 (All sections must be complete. Incomplete requests for help will be returned)
Who is this request for help for? 
First Name(s):
     







Male   Female 
Surname: 
     







D.O.B:
      
NHS Number:








Hospital Number:      
 Full Address including Post code: 

     
GP Name and Practice: 

     
Daytime Telephone Number:      



Preferred Language:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Parent or Carer Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
 Interpreter Required? Yes    FORMCHECKBOX 
  No   FORMCHECKBOX 


Who is making this request for help?

Full Name:      






Signature:      
Designation/ Relationship to child/young person:      
Contact Address and Post Code:      
Telephone Number: 
     


Date of Request:      
I confirm that this request for help has been discussed with the parents/carers and/or the Child/Young person and they agree to it. Signature of requestor:      

Reason for request for help. How is this impacting on the child/ young person’s daily life?  ]

What do you hope to achieve for this child/ young person as a result of this request for help?     
Level of Concern

With 0 being not concerned and 5 being Very Concerned, please indicate on a scale of 0-5 how concerned the following are :

You 

Child/Young Person 

Parent/Carer 



Other sources of help requested (tick those that apply):   

Community children’s nursing     Paediatrician    Occupational Therapy  Dietetics 
Physiotherapy     School/Education        Social Care     Speech and language therapy 
Leisure       (please specify)   Other    Voluntary Sector Organisation 
Please provide detail of other sources of help and nature of request:      
What has already been done to support this child/ young person?      
Relevant medical or family history which may support this request for help (including details of any relevant investigations and medication) 

Child/ Young person’s:     Length     cm (      centile)  Weight     Kg  (      centile)   
BMI     (Please complete this section when requesting the help of the dietetics service)

Date Recorded:      

 FORMTEXT 
     
Please return this form to: childrens.OTServices.hdd@wales.nhs.uk or Children’s Occupational Therapy Service, St Annes Building, St Davids Park, Jobswell Road, Carmarthen, SA31 3BB
For Service Use Only
Details of any action taken (if any) following receipt of request for help:      
Duty to Act

Reassurance and support to requestor                   Education/Advice for safety and wellbeing 
Investigate further to assess risk                              Intervene 
Escalate (hand over imminent risk of harm) 






















































