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                            Referral to Speech and Language Therapy 
(Child) 
	Office use only  Date received
Date sent to Team:


	Name of child: 
	DOB:



	CHI No (NHS staff):                                             
	Unit No (NHS staff):                                                   

	Parent/carer name/s: Mr/Mrs/Miss/Ms


	Address:


	Home phone:

Mobile:

Best time to contact, if known

Other contacts?


	Name of School/Nursery: 
Nursery placement? am/pm  
Phone:
	GP and practice name:


	Parental permission obtained for referral?      written (signature overleaf)  (    or verbal Essential information (overleaf) completed with date obtained?    (


	Relevant medical background / condition if known:
Any known or suspected hearing problems? NO 
If so, has a referral to Audiology been made? NO       Date referred:


	Relevant family/social information 
Concerns re Home Visit Yes □  No □

	Other professionals involved, e.g. physiotherapist, educational psychologist, medical consultant



	Reason for referral 

Play and social interaction….
Child’s ability to understand spoken language …………
Using language………………..


Speech sounds…………………
Stammering…………………….
Voice……………………………. 

Eating/drinking/drooling……..
Other…………………………….
	Why are you concerned?



	
	Degree of concern (very/fairly/slightly/not at all)

Carer …………………. Child ………………...  You……………………..




NAME of CHILD……………………………………

CHI (NHS staff)……………………………   DOB …………………………………….     
Please answer the following four questions, along with the family:
1. How does the difficulty affect the everyday life of the child/family? e.g. impact on relationships, activities and opportunities

2. What is currently being done to support the child’s communication at home and in school?
3. Has the child previously been referred to Speech and Language Therapy? If so, what was the outcome?

4. What are your expectations from referral at this time? 

Date discussion took place………………………
Is English a second language?    NO / YES

Child Protection involvement?   NO  / YES

	Name of referrer:

	Job Title: 

	Signature of Referrer: 
(required only on paper copy)
Date referral sent:
	Signature Parent/Guardian:    
(required only on paper copy)

                             


PLEASE RETURN FORM TO :  
Sheila Hardie
Rehabilitation Administrator

AHP Support Services
Room 1GW8

Rehab Unit, BGH

Melrose TD6 9BS

Thank you!
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