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Islington Under 18’s Musculoskeletal Physiotherapy Service
Referral Form
We can only accept referrals with complete information. We cannot accept patient self referrals.  Parent / Carer must give their informed consent. Please attach relevant reports / documentation. 
	Child/Young Person’s Name: 
	DOB:



	Mobile telephone(s):
	NHS No:



	Parent/carer name:
	Email:



	Address:
	Post Code:


	GP Name & Address:


	Nursery/school:



	Interpreter required:   Yes (

No (


	Language: 


Current family and home situation (if known):
Are there any known risks………………………………………………………………………………………………………
Is this child Looked After? 
Yes (

No (


Other professionals involved (please include job role, name and contact details):
Reason for this referral:
Any previous treatment for this problem:      Yes (   No (  If yes, please provide brief details
Please give indication of physical activity levels: 
	Duration of problem
Less than 2 weeks (
2-6 weeks (
6 weeks + (
1 year + (

	History of problem
New problem (
Recurring problem (
Long standing problem (
	Present status

Improving (
Static (
Worsening (
	Neurology

Pins and needles (
Numbness (
Bilateral (
Gait changes (
	Peripheral joints

Swelling (
Clicking (
Locking (
Giving way (
Instability (



​​​​​​​​​​​​​​
Please indicate any relevent past medical history:
	Respiratory problems
	
	YES/NO
	Family history of:
	
	

	Cardiac Problems
	
	YES/NO
	Osteoarthritis
	
	YES/NO

	Epilepsy
	
	
	YES/NO
	Rheumatoid Arthritis
	YES/NO

	Diabetes
	
	
	YES/NO
	Osteoporosis
	
	YES/NO

	Operations
	YES/NO
	
	
	
	

	Poor General Health
	YES/NO
	Unexpected Weight Loss
	YES/NO

	Major Illnesses
	
	YES/NO
	History of Cancer
	
	YES/NO

	Current or Past Pregnancy
	
	YES/NO
	Fever or Night Sweats
	
	YES/NO

	Previous fractures
	
	YES/NO
	Unable to pass urine
	
	YES/NO

	
	
	
	
	Loss of control of bowels
	
	YES/NO

	Behavioural problems
	
	
	YES/NO
	Unremitting night pain
	YES/NO


If yes, Please provide more information and list of medications:

………………………………………………………………………………………………………………….……..……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Does the parent/carer give their informed consent to this referral? This is essential. Yes (
No (


Does the parent/carer have any additional needs or disabilities 

Yes (

No (
Please give details…………………………………………………………………………………………..

	Name of Referrer:
	Address


	Job title/role:
	Tel No



	Date:
	Email:


	Signed:




Please tick if you have any objections to the instigation of onwards MDT referrals if deemed necessary: 
Please email this form to: whh-tr.islchildrensreferrals@nhs.net   Or by Fax:  020 7690 2860
Islington Additional Needs Children’s Services central referrals  
2nd Floor, The Northern Health Centre

580 Holloway Road

London N7 6LB
Please send a copy to the child’s GP. 
If you have any further queries, please call us on 020 3316 1877.

