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Please note: All referrals to the Evelina REACH Service are centralised and triaged to the appropriate clinic based on the information provided/needs of the child. To prevent delays, please ensure the form is completed in full as
incomplete forms may be rejected. Referrals are accepted from allied health professionals and medical professionals.  

Return completed forms to:  gstt.evelinareachreferrals@nhs.net. If you would like to discuss a referral, please email us or call us on 020 7188 9427.
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	SECTION 1: Patient details

	Child’s first name
	
	Child’s surname
	

	Date of birth
	
	NHS number
	

	Address
	



	Caregiver’s name
	

	Relationship to child
	


	Email
	

	Home/mobile number
	

	Interpreter required?
	 ☐ No       ☐  Yes – Language required:  …………………………………………………………….....


	Social Situation 
	Is the child on a Child Protection Plan or a Child in Need?   
 ☐ No        ☐ Yes - Please give details ……………………………………………………………………

Is the child looked after (i.e. under the care of the Local Authority)?
 ☐ No        ☐ Yes - Please give details  ……………………………………………………………………

	GP Details
	



	Name of Nursery/ School (if known)
	


	Educational Healthcare Plan (EHCP)
	☐ No        ☐ Yes

	Has the caregiver provided consent for…


	This referral to be sent to Evelina REACH?  ☐ Yes        ☐ No – Please provide reason …………………………………………………………………………….

Evelina REACH to liaise with the community therapist? ☐ Yes        ☐ No – Please provide reason …………………………………………………………………………….

	Has the child previously been seen by 
Evelina REACH
	☐ Yes        ☐ No

	SECTION 2: Clinical details

	Reason for referral 
· Functional impact of upper limb asymmetry in daily activities. 
· Please note whether increased tone is impacting progress. 
	





	Can their rehabilitation needs be met locally? 
	☐ Yes        ☐ No – Please provide reason …………………………………………………………………………….

	Can the community therapist partner to provide a programme, if recommended?
	☐ Yes        ☐ No – Please provide reason …………………………………………………………………………….

	Main medical diagnosis/es
(MRI results)
	




	Relevant medical/surgical/tone management history

	




	Previous therapeutic intervention 
	 




	SECTION 3: Local professionals involved

	Profession
	Name and contact details 
	Currently involved

	☐ Paediatrician 

	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No 

	☐ Neurologist 
	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No

	☐ Occupational Therapist

	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No

	☐ Physiotherapist 

	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No

	☐ Speech and Language Therapist

	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No

	☐ Other
(medical professions, psychologists, allied health professionals) 
	Name: 
Address:    
Telephone: 
Email:    
	☐  Yes

☐  No



Additional comments
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referrers contact details
	Signed
	

	Telephone
	


	Name

	

	Address
	




	Designation
	

	
	

	Date
	

	Email 
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