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Royal Far West Paediatric Developmental Program (PDP)

Thank you for considering a referral to the Royal Far West Paediatric Developmental Program.
To ensure timely and appropriate access to our services, we ask that all referrals meet the following
eligibility criteria and include the required medical referral and supporting documentation.

Age Requirements
Royal Far West Paediatric Developmental Program (PDP) sees children aged 2 to 12 years and
assessments provided by Royal Far West must be completed by the child’s 12th birthday.

Referrals may be declined if, due to current waiting times or other factors, it is unlikely that
services can be delivered before the child turns 12.

Geographical Eligibility
¢ The child must reside within the program’s NSW catchment area:
o North of Taree
o West of the Great Dividing Range (Lithgow)
o South of Nowra

Multidisciplinary Assessment (MDT) Need
¢ The child must require a multidisciplinary assessment involving input from 2 or more
disciplines
e The referral must clearly justify the need for multidisciplinary assessment for complex
developmental, learning and/or behavioural concerns
¢ The child must not be able to access assessment services locally

Paediatric Support
e |fthe child is under the care of a paediatrician but referred by a GP, a supporting letter from
the paediatrician must be included

Required Documentation
To process the referral, please ensure the following are included:
e Copies of paediatric, allied health and school counsellor reports/assessments
e Contact details for the child’s parent or carer, including name, phone number, and email
address

Due to high demand, referrals that do not meet our criteria or have the required documentation
will be declined.

If you believe the parent or carer may experience difficulty with our referral process,
please refer them to Family Connect and Support.

We appreciate your understanding and cooperation in helping us deliver the best possible care to
children and families.

Royal Far West - Child & Family Intake Team
Call: (02) 8966 8500
Email: intake@royalfarwest.org.au
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Royal Far West
Medical Referral Form
Paediatric Developmental Program

This form can be completed by a Paediatrician, GP or Psychiatrist and sent to the RFW Intake Officer. Following receipt of
the Medical Referral Form, the child’s parent/carer will receive an email with a link to complete the online Parent/Carer
Questionnaire (PCQ) and School Questionnaire (SQ). Both forms are completed online so there is no longer the need to

complete paper forms.
Please return completed referral to intake@royalfarwest.org.au or fax 02 99777134

REFERRAL DATE

SURNAME. FIRST NAME:

Date of Birth Age Male O Female O Indeterminate/unspecified O

Address

Town Postcode

Who does the child live with? Mum O Dad O Foster Carer O Other O

Carer Name Phone

Email *(required)

*Please note: A parent/carer email address is required

Medicare # Expiry Position on card

Aboriginal or Torres Strait Islander Yes O No O

OOHC Caseworker Yes O NoDO Name Phone

Interpreter Required Yes O No O Language

Diagnosis: Yes O No O Detail

Name When/Diagnosis Date

Reason for Referral:

Significant Medical History including birth history if relevant

Immunisationsup todate Yes O No O Notknown [
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Allergies Yes O NoO Details
Pathology Yes O No O Brainlmaging Yes O NoO
Genetics Yes O NoO Other Yes O NoO
Please attach copies
Current Medications
Medication Dose Commenced
Prescribed by
Medication Dose Commenced
Prescribed by
Medication Dose Commenced

Prescribed by

Referrer details
GP 0O Paediatrician O Psychiatrist O

NAME

ADDRESS

PHONE EMAIL *(required)

Sighed

Name

Practice

Provider Numlber

*Please note: A Practice email address is required

Please return completed referral to intake@royalfarwest.org.au or fax 02 99777134

RFW INTAKE
PO Box 52 Manly 1655
Phone: 02 89668500

Additional copies available at www.royalfarwest.org.au

Completed referrals go through intake process and are prioritised for admission
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