
	            SPEECH & LANGUAGE THERAPY SERVICE REFERRAL FORM


The Speech & Language Therapy Service is pleased to accept referrals for children from doctors, health visitors, parents, teachers and others.   When making a referral please provide full and complete information, explaining in detail why you wish us to see the child.
Please check that ALL sections are completed as fully as possible and any supporting documents are attached.  If important information is missing, we will return this form.
IDENTIFYING INFORMATION (please complete in capitals)
	MPI No:
	(Office use only)

	CHILD
First name:
Last name:
Date of birth:
Male / Female:

Language(s) spoken at home:
What is the main language / dialect spoken by the child at home?
IS CHILD KNOWN TO SOCIAL SERVICES?    

                       YES  /   NO  

	PARENT/CARER
Name:
Address:
Tel:
Language(s) spoken at home:
What is the main language / dialect spoken to the child at home?
Is an interpreter required for parents /child?   
For which language / dialect?


	GP 
Name:
Address:
Tel: 

School:
Address:
Tel:

	HEALTH VISITOR / SCHOOL NURSE

Name:
Address:
Tel:
Code of Practice: (Please circle) 
       EYA   /  EYA+ /  SA  /   SA+  /   STAT.
Please provide supporting documents e.g. 

IEPs, current learning levels,  reports from other professionals                           



Hearing Status:
Date of last test: ___________________     Result: _____________________
Performed by: _____________________     At: ________________________
Medical Diagnosis (if applicable):
REASON FOR REFERRAL

Please complete the areas you are concerned about and describe as fully as possible the child’s difficulties.

1. Understanding of language
 (Does the child understand instructions without help? Please give examples.)
2. Use of language
(How does the child indicate what s/he wants? Please give examples of words and sentences used.)

3. Speech/Articulation 
(Is the s/he easily understood? Are there any sounds you have noticed that they have difficulty with. Please give examples.)

4. General Development 
(Are there any other concerns – e.g. physical development, attention skills, play skills?  Please give examples. Are any other Medical Professionals involved?)

5. Social/Communication Skills
(How does the child relate to other children/adults?)

6. Fluency
 (Are there concerns that the child may be stammering? From what age? Is there any family history of stammering?)
7. Feeding
 (Does the child have specific difficulties with eating, drinking or swallowing? Please describe.)
8. Voice Quality
 (Does the child have a persistently harsh or quiet voice? Has the child been referred to E.N.T.?)
PARENT/CARER’S CONSENT FOR REFERRAL:
(Parental consent MUST be obtained before referral will be accepted.)
……………………………………………                         Date: ……………………………
(Parent/Carer signature)
NAME & POSITION OF REFERRER: 

Name: ………………………………………………
Position:                                
Address:
Contact Telephone:                                                         Date: ……………………………….
Return to (
Speech & Language Therapy Central Referrals
Barham House, Wembley Centre for Health & Care,
116 Chaplin Road, Wembley, HAO 4UZ
Tel: 020 8795 6387
Acknowledgement of referral will be sent to parent/carers only    

 PTO for consent to share information form 

THIS MUST BE COMPLETED AND SIGNED BY PARENT/CARER

NHS BRENT COMMUNITY SERVICES
SPEECH and LANGUAGE THERAPY INFORMATION SHARING CONSENT FORM.

In order to assess children & deliver a co-ordinated therapy service it is usually necessary to liase with others involved in your child’s care, e.g. Doctors, Nursery / School staff, Health Visitors. This form is to gain your informed consent for us to do this.

	Surname: 
	
	Forename:
	

	Dob:
	          /           /
	Gender:
	                             
	

	Address:
	

	Postcode:
	
	Telephone No.:
	

	Parent’s Name/
Address if different:
	

	Preferred Language:
	


Any, or all, of the following Professionals may be involved with the care of your child either for a brief time or for a matter of years. Language & communication difficulties affect all areas of a child, so it is important that speech & language therapy information is shared with all those involved with your child so that everyone is aware of difficulties, knows what therapy is being provided & can support/help your child within their own area.
Therefore, we would share information / reports / therapy plans / programmes with any, or all, of the following colleagues:-
	OTHER PROFESSIONALS INVOLVED

	· Consultant Paediatrician

	· Physiotherapist

	· Speech & Language Therapist

	· Occupational Therapist

	· Health Visitor

	· Clinical / Educational Psychologist  

	· Sensory Support Services

	· Portage

	· Social Services

	· School/Nursery

	· Early Years SEN Support Team

	· Other  ( Fill in relevant name / position.)


	Guardian/Parent

I/We consent to my/our child being discussed with the professionals and agencies listed above, and information / reports / therapy plans / programmes shared whilst on the Speech & Language Therapy caseload.



	Signature:
	   
	Date:
	                      /                 /


Please note you may retract or change this consent at any time, by asking your Therapist for a new form.









