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Referral Form 
	Name of child/young person and DOB 
	Name of referrer

	
	

	Address and telephone of child/young person
	Address  and telephone number of referrer

	
	

	Nature of disability and/or health care need

	Social Worker/ Community Nurse / other relevant professionals 

	
	

	Required support 
(nature of support, length, time & days required)
	Funding 

(Who is funding mileage/  activity expenses?)

	
	

	
	Siblings in the home (name and ages)

	
	

	Please send the completed form back to:

Appletree Support ltd 

2 North Street Arcade 

Havant 

Hampshire 

PO9 1PX                        02392 455888
	Preferred contact time to arrange Appletree manager to visit

and name of parent to contact. 

	
	


Please return form with an OT risk assessment if the child has moving and handling needs                           


 (AS032)
