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SPEECH AND LANGUAGE THERAPY PAEDIATRIC COMMUNICATION  REFERRAL FORM
PLEASE ENSURE THAT THIS FORM IS FILLED IN FULLY. INCOMPLETE FORMS WILL BE RETURNED. THE REFERAL CANNOT BE ACCEPTED WITHOUT THIS INFORMATION.

Client Details                                             Parents/carers details

Name: ………………………..         Name……………………………………
Surname: …………………….






Surname……………………………….
DOB:…………………………..
Address: ……………………..
Address:……………………………….
………………………………….        ……………………………....................
Postcode: ……………………        Postcode ……………………..............
Telephone: …………………..        Mobile: ………………………………...
Email: ………………………...
Please give name of who has          parental responsibility
NHS number…………………         …………………………………………
Is the child looked after by the local authority?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

**If Yes Please give Details of Social Worker: 

Name: …….…………………….. 
Contact No: ……………………….

GP Name:……………………….     Health Visitor/School Nurse
Address: ………………………...    …………………………………………
…………………………………….     Base …………………………………..
School/Nursery attended

…………………………………………………………………………………….
Gender………………………

Religion……………………..

Ethnicity…………………….

Nationality…………………..

What is the child’s first spoken language?.................................................................................................
Is an interpreter needed?..........................................................................
Any significant medical information? 

…………………………………………………………………………………..
…………………………………………………………………………………...
Who lives in the home? 

……………………………………………………………………………………
General Developmental History

Milestones— Please comment on approximate age of:

Sitting ……………………………………………………………………………
Crawling…………………………………………………………………………
Walking………………………………………………………………………….
Babbling…………………………………………………………………………
1st Words ……………………………………………………………………….
Toilet Trained……………………………………………………………………
Has anyone in the family had Speech and Language Therapy input?  

Yes





No  


If yes please give further information: …………………………………………………………………………………………………………………………………………………………………………
Please comment on dummy and bottle use …………………………………………………………………………………………………………………………………………………………………………
Any concerns about hearing?
Yes

No 

Give details……………………………………………………………………..
……………………………………………………………………………………
Have they had a formal hearing test?      Yes


No

If yes when………………………………………………………………………
Please give information regarding other agencies involved.

Physiotherapy



Name……………………………………
Occupational Therapy


Name……………………………………
Educational Psychologist

Name……………………………………
Paediatrician



Name……………………………………
Social Services



Name……………………………………
CAF in place (attach copy)

Lead Practitioner………………………
Audiology




Name……………………………………
Portage




Name……………………………………
ENT





Name……………………………………
Any Other




Name……………………………………
Child’s Communication  

Please outline the main reason for referral

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Please give information about the child’s skills in the following areas:
1. Attention and Listening …………………………………………………………………………………………………………………………………………………………………………
2. Vocabulary 

…………………………………………………………………………………………………………………………………………………………………………
3. Following instructions 

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
4. Use of phrases/ sentences (e.g. uses about 50 single words or is putting 2 word phrases together) 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………...
5. Using clear speech (can understand the child’s speech)

…………………………………………………………………………………………………………………………………………………………………………

6. Play and social interaction skills

…………………………………………………………………………………………………………………………………………………………………………
7. Stammering

…………………………………………………………………………………………………………………………………………………………………………
Is the child on the SEN register? 
Please tick

Initial Concerns


 FORMCHECKBOX 






Early Years/School Action
 FORMCHECKBOX 




Early Years/School Action +
 FORMCHECKBOX 




Statement



 FORMCHECKBOX 
 
Please enclose a copy of the child’s current IEP targets if available
Are there any known risks associated with visiting/working with this family? No:

Yes:       (please state)
……………………………………………………………………………………
……………………………………………………………………………………

Referred by: …………………………..
Designation………………

Signed: …………………………..

Tel Number:………………

Date of referral …………………………

Correspondence address:………………………………………………………………………………………………………………………………………………………………
*Please note: if you have gained verbal consent only please tick this box to confirm that you have discussed and agreed the contents of this Referral with Parent/Person with Parental Responsibility.
**Please note this Referral will not be accepted otherwise**

Consent

Parent/Person with Parental Responsibility 
I can confirm that I give consent for:

(Name of Child)…………………………....being referred to Speech and Language Therapy service and copies of appointment letters being sent to ........................................... (e.g. Health Visitor/School etc)
Signed ………………………......  Print Name …………………………….

Date………………………………

Please email the completed form to: admin.PaediatricTherapy@bfwhospitals.nhs.uk
Or send to: 

Speech and Language Therapy, St Annes Primary Care Centre, Durham Ave, St Annes FY8 2EP


Tel: 01253 951101
Fax: 01253 957886
