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SPEECH & LANGUAGE THERAPY
DYSPHAGIA REFERRAL FORM

ALL SECTIONS MUST BE COMPLETED.   

IF THERE IS MISSING INFORMATION THE REFERRAL WILL BE RETURNED.  

IF A SECTION IS NOT RELEVANT PLEASE MARK WITH N/A.
	Name of Child: __________________________________________ D.O.B: ______ / ______ / ___________

Address: _______________________________________________ NHS No: __ __ __ __ __ __ __ __ __ __

 
Ethnicity: ________________________

Telephone No: ________________________________ G.P: ________________________________

Is this a re-referral to the Speech and Language Therapy Service?  ______________________________

Name of parent / carer and relationship to child: ______________________________________________

Date parent / carer permission given for referral: ______________________________________________

PLEASE NOTE A REFERRAL WILL NOT BE ACCEPTED UNLESS THE ABOVE DATE IS COMPLETED.

	PARENT / CARER MUST COMPLETE THE FOLLOWING BOX:

I agree that during the child’s care:

   - this record can be shared with other professionals involved in this child’s care

   - the therapist can view information recorded by other professionals

I understand that this information may be shared verbally, in the form of written reports or via computerised records.

I agree to my child receiving Speech and language therapy input if required in school or will attend appointments offered in clinic.   
The Speech and Language Therapy Service can leave voice messages from the service on my home/mobile number if I am unavailable.    
Yes  (   No      (
Yes  (   No      (
Yes  (   No      (
Yes  (   No      (
Yes  (   No     (
Name:

Parent/Guardian Signature:

Relation to child:




	
First language: ____________________________ Is an interpreter required and who for? __________________________
Nursery/Preschool/School: 
Does the child have an Education, Health and Care Plan or additional support at pre-school / nursery? Yes/No
Is this a Looked After Child? ______________________________ CP / CIN plan in place? _________________________

Named Social Worker: ____________________________________ Telephone No: ​​​​​​​​​​​​​​​​​​​​_________________________________

Other Agencies Involved: 
Agency

Named professional

When were they last seen?

Edwin Lobo Centre

Child Development Centre 

Luton & Dunstable 

Hospital

Bedford Hospital 

Audiology

Early Years Support Team/Special Educational Needs Team

Dietitian
Social Services

Physiotherapy

Occupational Therapy

Other (Please specify)

Please enclose copies of reports from any of the above agencies.
                                                                                                                                                                                                                                                                     




PLEASE PROVIDE AS MUCH INFORMATION AND DETAIL AS POSSIBLE AS INCOMPLETE OR LIMITED INFORMATION MAY DELAY THE REFERRAL PROCESS. 

	Current Method of Nutrition (Oral, NG tube, Gastrostomy, Combination):


	Medical Diagnosis:


	Medical History:


	Reason for Referral: 



	Does the child present with a history of :
Recurrent chest infections                                  Yes  (   No      (
Frequent coughing when eating/drinking           Yes  (   No      (
Changes in breathing when eating/drinking       Yes  (   No      (
Gagging when eating/drinking                            Yes  (   No      (
Vomiting when eating/drinking                           Yes  (   No      (
Gastro-oesophageal reflux                                 Yes  (   No      (
Concerns over weight gain                                 Yes  (   No      (
If yes to any of the above please provide details: 



	Referrer Information

	Name of Referrer: 

Job Title: 

Address: 

Telephone Number: 

Signed:  





Once complete please email this form to:

Single Point of Access Administrator, Speech and Language Therapy via our email address: 
ccs.bedsandlutonchildrenshealthhub@nhs.net
For enquiries please contact our Health HUB on 0300 555 0606

