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Request for Moving and Handling Assessment / Staff Training

	PUPIL NAME
	

	SCHOOL
	

	ADDRESS
	

	TELEPHONE NO.
	

	PUPIL GENDER
	

	DATE OF BIRTH
	

	HEIGHT AND WEIGHT 
(IF KNOWN)
	

	NAME OF PARENT / CARER
	

	HOME ADDRESS
	

	HOME TELEPHONE NO.
	

	REASON FOR REFERRAL
	

	PUPIL’S LIMITATIONS
(for example, recent surgery, deteriorating condition)
	

	CURRENT MOBILITY STATUS 
(for example, non- weight bearing, wheelchair user)
	

	ANY ADDITIONAL INFORMATION
	

	CONTACT NAME
	

	JOB TITLE
	

	DATE
	

	HAS PARENTAL PERMISSION FOR THIS REFERRAL BEEN RECEIVED?

NB. no work can proceed without parental permission
	Y   /   N


Please return this form via e-mail to: ChildrensOT@nchc.nhs.uk 
Or send in the post to:

Children’s Occupational Therapy Team, 
Norwich Community Hospital, 

Bowthorpe Road, 

Norwich. 

NR2 3TU

If you have any queries about this form or any other enquiries, please call the team on 01603 506535
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