7~ VERMONT

Department of Health

PEDIATRIC PALLIATIVE CARE PROGRAM

EXPRESSIVE THERAPY REFERRAL FORM

PARENT/GUARDIAN NAME:
PHONE NUMBER/EMAIL:
ADDRESS:

PREFERRED COMMUNICATION METHOD:
BEST TIME TO CONTACT FAMILY:

WHO IS THE REFERRAL FOR?
(IF A SIBLING, PLEASE LIST
NAME AND AGE)

REASON FOR REFERRAL:

SCHOOL/GRADE:

DESIRED LOCATION (HOME,
SCHOOL, TELEHEALTH,
OTHER) AND PREFERRED
AVAILABILITY:

FAMILY COMPOSITION:

SUMMARY OF PT’s
DIAGNOSIS:

OTHER THERAPIES:
COMMUNICATION (VERBAL,
NONVERBAL, LIMITATIONS,
ETC), FUNCTIONAL LIMITS:
Music/ART PREFERENCES,
GENERAL INTERESTS:

SYMPTOM MANAGEMENT: OPAIN COANXIETY
CIFATIGUE CIDEPRESSION
CJRESPIRATORY SYMPTOMS CJAGITATION
[ISECRETION CONTROL CIFATIGUE/ACTIVITY
OGI DISTRESS INTOLERANCE

Date:



7~ VERMONT

Department of Health

CULTURAL CONSIDERATIONS:

PsycHosOCIAL
CONSIDERATIONS:

OTHER COMMENTS:

REFERRING PROVIDER/AGENCY:

REFERRING PROVIDER CONTACT INFO:

Date:
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