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Ministry of Health

Department of Health

Paediatric Referral Request

	Child’s Name:
	Date of Referral:

	Date of Birth: 
	Tel: (H)

	Parent/Guardian:
	       (W)

	Address:
	E Mail:

	
	Diagnosis:

	
	School/Nursery:

	
	Child’s Physician:


Services Requested:  ( Occupational Therapy ( Physiotherapy ( Developmental

                                      Follow-Up ( Physician notified   ( Parents notified

Reason for Referral: 
Birth History (comment on all if applicable)
Birth Weight __________Gestational Weeks ________ Apgar Scores ________
	( Full Term
	( Vaginal Delivery    

	( Uncomplicated Pregnancy

	( C-Section

	(Congenital Anomalies
	( Breech

	(Medication ( Yes              ( No
	( N/A

	( Oxygen (length of time)
	( NICU (duration)

	( Bili Lights (length of time)
	( Retinopathy

	( Feeding Tube (length of time)
	( IVH (haemorrhage) Grade

	( Transfusions (how many?)
	( Neurological Test Results

	( Plagiocephaly
	( Torticollis

	( Other
	


Additional Information: 

____________________________________

___________________
                      Signature & Discipline




         Date
Community Rehabilitation
P.O. Box HM 1195, Hamilton HM EX, Bermuda

Phone: (+1 441) 278-6428  
Fax: (+1 441) 295-7636
E-mail: slthornhill@gov.bm
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