
NHS NUMBER: 

HEALTHCARE PLAY 
TRANSFER FORM 

NAME: DOB: 

BRIEF MEDICAL HISTORY:

 PLAY INTERVENTION HISTORY:

LIKES: 

FAMILY DYNAMICS/IMPORTANT PEOPLE: 

DISLIKES: 

ADDITIONAL
NEEDS: 

IF YES,
PLEASE
EXPLAIN: 

COMMUNICATION
NEEDS: 

IF YES,
PLEASE
EXPLAIN: 

PHYSICAL/MOBILITY
NEEDS: 

IF YES,
PLEASE
EXPLAIN: 

SAFEGUARDING
CONCERNS:

IF YES,
PLEASE
EXPLAIN: 

YES YES 

YES YES 

NO 

NO 

NO 

NO 

FEARS & ANIEXTIES:

FAVOURITE PLAY ACTIVITIES: 

REFERRER
NAME:

REFERRER 
CONTACT NUMBER : 

REFERRER 
EMAIL: 

ADDITIONAL
COMMENTS:

REFERING
HOSPITAL: 

NHS
NUMBER: 

PATIENT DETAILS  
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