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PLAGIOCEPHALY/TORTICOLLIS Referral Form for healthcare providers 

Section One: Child Information (please print) 

MSP Personal Health 
Number: 
 

Child’s First Name: Child’s Last Name: Date of Referral: 

Date of Birth: (DD/MM/YYYY) 
 
 

Child’s Gender: 
 Male          Female        
 Assigned gender at 
birth: 

Parent/Guardian First and Last Name: 
 

Home Address: 
 

City: Postal Code: 

Email (please provide to expedite service): 
 

Phone number: 

Section Two: Referral Information - Reasons for requesting plagiocephaly/torticollis treatment 

Please check each question: 
 
Preference for looking one direction:   □ Left     □ Right  

Looks the other direction □ Never   □ Sometimes   □ Often 

Head tilted to one side (ear closer to shoulder):   □ Left     □ Right  
                     □ Never   □ Sometimes   □ Often 
Ear shifted forward:  □ Left     □ Right    □ N/A    
Forehead bulging: □ Left     □ Right   □ N/A    

Flatness (check all that apply): □ Across back   □ Left   □ Right   □ N/A    

Other: (example: notable facial deviations, feeding/latching issues, gross motor): 
 
 
 

Section Three: Referral Source (please print): 

Title: 
 

Name: 

Service Requested: 

☐ Physical Therapy           Infant Development Program 

         ☐ Plagiocephaly       Occupational Therapy 

 Speech and Language  Inclusive Childcare Program 

Phone: 
 

Fax Number: 
 

Email: 

Section Four: Parent/Legal Guardian Consent (MANDATORY) 

Parent(s)/guardian(s) aware and in agreement of referral?  Yes         No  

Section Five: Required Documentation 

TO AVOID DELAYS, PLEASE ENSURE WE RECEIVE RELEVANT REPORTS/LETTERS (PHYSICIANS, THERAPISTS) 
    Reports attached 

 
Starbright approval 
for office use: 
 
 

 CLIENT CODE:  For office use: 

 


