ALL HEALTH CARE PROVIDERS & PARENTS

Consult Provider Referral Pathwav

'

If @) not child’s PT or
b) unsure if child appropriate for surveillance

- Complete Provider Referral Form and fax to Coordinator

v

If PT and sure child appropriate for surveillance

Child Health BC Hip Surveillance Program For Children with Cerebral Palsy

Program Process June 2016

COMMUNITY PT

Legend:

CE = Clinical Exam

GMFCS = Gross Motor Function Classification System
Hemi Type IV = Winters, Gage, Hicks Hemiplegia Type IV
HSC = Hip Surveillance Coordinator

MD = Medical Doctor

MP = Migration Percentage

PT = Physiotherapist
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