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Feidhmeannacht na Seirbhise Sldinte
Health Service Executive



Application for Assessment of Disability Related Needs for a Child Under 5 Years

 Please Send Completed Application to:                     
Name of Assessment Officer
Title and LHO Area
Health Service Executive

Address
Address
Address
Child’s Details
Name: 
________________________________________________________
Address: 
________________________________________________________

________________________________________________________

________________________________________________________


Date of Birth: ____________________________      Male                 Female
Medical Card 
Number:  ________________________       PPSN:  ________________________
(If not known, this can be obtained from your local Department of Social & Family Affairs Office)
Parent’s/Guardian’s Details

Mother’s Name:  ____________________________________________________  
Address: 
________________________________________________________

________________________________________________________

Tel No.:
________________________________________________________
Father’s Name:   ____________________________________________________
Address: 
________________________________________________________

________________________________________________________

Tel No.:
________________________________________________________
Guardian’s Name: __________________________________________________
Address: 
________________________________________________________

________________________________________________________
Tel No.:
________________________________________________________
Please state why you are applying for a needs assessment for your child?

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

___________________________________________________________________
___________________________________________________________________

___________________________________________________________________

Have you been advised by a health or education professional to apply for this service?                                                           

Yes:

 
     No:

If yes, please state their name and profession 

___________________________________________________________________

Have you previously applied for this service? 


Yes:

 
     No:


Have you applied to your child’s school for a Special Educational Needs assessment?        


Yes:

 
     No:


Please indicate details of services now being received:
	Professional Services
	Name
	Existing Reports?
	Contact Details 

	G.P.


	
	
	

	Public Health Nurse


	
	
	

	Paediatrician


	
	
	

	Psychologist 


	
	
	

	Speech and Language Therapist
	
	
	

	Physiotherapist


	
	
	

	Occupational Therapist


	
	
	

	Social Worker


	
	
	

	Orthopaedics


	
	
	

	Audiology


	
	
	

	Preschool /Primary School


	
	
	

	Orthotist


	
	
	

	Others


	
	
	

	Voluntary Groups


	
	
	


Signature of person making the application:
 __________________________________________   Date:__________________
Relationship to child: ________________________________________________
Contact Details:_____________________________________________________
___________________________________________________________________

Consent

In making application for a disability needs assessment for 

(Child’s Name)______________________________  D.O.B __________________
I consent to allow access to all files and reports that exist within the HSE or with HSE contracted service providers that the Assessment Officer may consider necessary for purposes of assessment and subsequent service provision.

Signed:________________________________________________________
Relationship To Child: ___________________________________________
Date:__________________________________________________________
Where there is a need for referral to another statutory provider of service (e.g. education, local council) I consent to the sharing of assessment findings and reports with these Service Providers.  

Signed:________________________________________________________
Relationship To Child: ___________________________________________
Date:__________________________________________________________
NB.   Any such referral will only be made with your express permission.
For Official Use Only





Received:______________________________________








Acknowledged:_________________________________





Other Action:___________________________________








Tracking: month:________________ No.____________ 








Assessment of Need – Disability Act 2005 – Application Form – Version 1.

