SPEECH AND LANGUAGE THERAPY
FEEDING REFERRAL FORM

This form is for feeding assessment referrals only.  An additional referral using the speech, language and communication referral form should be completed if assessment is also required in these areas.

Please fill in all sections of this referral form. The referral may be rejected from the service if insufficient information is provided. We cannot accept referrals without documented consent from person with parental responsibility.

	Section 1: Personal Details

NHS Number:_____________________________

Child’s First Name:_________________________    Surname:_______________________________

Date of Birth:______________________                    Sex:  M / F

Parent/Carer Name(s): ______________________________________________________________

Who has parental responsibility? ______________________________________________________

Address:_________________________________    Home Telephone:_________________________

________________________________________    Mobile:_________________________________

Post Code:________________                                     

Inpatient at Arrowe Park Hospital?  Yes/No  Ward: ________________________________________

Is English an additional language: Yes/No   Other language(s): _______________________________

Is an Interpreter needed?   Yes / No   Language:  __________________________________________

Professionals involved:_______________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Nursery/Preschool/School: ___________________________________________________________

Are there any Safeguarding issues?  Yes / No      

If yes, what provision is currently in place for this? (e.g. LAC, Child and Family, Child Protection):

__________________________________________________________________________________

Social Worker’s name, base and contact number: _________________________________________





	Section 2: Medical History and Current Difficulties

Medical diagnosis: __________________________________________________________________

_________________________________________________________________________________

Medical history: ____________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Outline current difficulties with eating and/or drinking:____________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Current medication: ________________________________________________________________

_________________________________________________________________________________

Previous SLT input for eating and/or drinking difficulties: Yes / No

Details:____________________________________________________________________________

__________________________________________________________________________________

Is there history of:

Recurrent chest infections                             Yes/No  
Frequent coughing when eating/drinking   Yes/No
Gagging when eating/drinking                       Yes/No
Vomiting when eating/drinking                     Yes/No
Gastro-oesophageal reflux                             Yes/No                                             
Concerns on weight gain                                 Yes/No

If yes to any of the above, please provide details:  _________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 





	Section 3: Parent/Carer Consent

Consent: I agree that this information about my child can be discussed/referred to a Speech and Language Therapist for advice. If signature cannot be gained, please note that verbal consent has been gained.

Signed: _______________________________    Name: ____________________________________

Relationship to child: ____________________    Date: _____________________________________




	Section 4: Referrer Information

Name of Referrer: __________________________     Job Title: ______________________________

Address: __________________________________________________________________________

Telephone Number: ________________________     Signed: ________________________________




Please return this referral form to the Speech and Language Therapy Department either via post or email. If you have any enquiries, please call our office on 0151 514 2334.
[bookmark: _GoBack]Post: Speech & Language Therapy, Highfield Centre, Victoria Central, Mill Lane, Wallasey, CH44 5UF
Email: childrensalt.wirralct@nhs.net


