
 

 

 

 

 

 

 
 

BRIEF REFERRAL FORM 

 

Name of Child:  

Date of Birth:  

Name of Parent:  

Address:  

Phone number: 

Email:  

Name of referring Doctor:  

Date:  

Is the assessment urgent?  Yes        No              Date required by:  

 

REASON FOR REFERRAL 

 

Poor reading, spelling, maths  Emotional or Behavioural Problems 

Failure to progress at school  Difficulty with Socialising/Friendships 

Disorganised  Problems Eating/Sleeping 

Poor attention/Distractible  Anxiety 

Overactive and Impulsive  Wetting/Soiling 

Difficulty following instructions  Interventions 

Forgetful/Poor Memory  Social Skills (i.e. Secret Agent Society Program)  

Poor Handwriting  Anxiety Management (i.e. Cool Kids Program)

Clumsy/Poor Motor Coordination  Organisation/Planning/Executive Functions 
 

SUSPECTED CONDITIONS 

 

Specific Learning Disabilities  Obsessive Compulsive Disorder 

Attention Deficit Disorder  Oppositional Defiant Disorder 

Intellectual Disability  Generalised Anxiety Disorder 

Language Disorder  Birth Trauma/ Traumatic Brain Injury 

Autism Spectrum Disorder  Low Birth Weight/Prematurity 

Non-Verbal Learning Disorder  School Readiness/Developmental Assessment 

Epilepsy  Giftedness 
 

SPECIFIC ASSESSMENT REQUESTED (if applicable) 

 

Full Neuropsychological Assessment   Memory and Learning 

Cognitive Assessment (WISC/WPPSI)   Working Memory 

Learning Difficulties Assessment   Executive Function 

Autism Spectrum Disorder  

Academic (Reading, Spelling, Maths)  Developmental Assessment

Attention   Bailey’s Developmental Scales 

 

OTHER MEDICAL ISSUES, CONCERNS, AND/OR COMMENTS 
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