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					Division of Family Services
Children’s Speech and Language Therapy 
REFERRAL FORM
The Speech and Language Therapy Service aims to empower families 
to support and develop the communication of their child.
	
	AREAS OF CONCERN THAT MAY WARRANT REFERRAL – PLEASE TICK 
Specific details must be given.  Incomplete referrals will be returned (Referrals are not automatically accepted) 

	
	√
	Please give Details – this must be completed
(attach additional information if necessary)

	Speech is unclear. For example: not using correct sounds, please specify which sounds                       
	
	

	Difficulties understanding what people say 
(Comprehension)
	
	

	Difficulties stringing words together when compared to their age group.  (expressive language)
	
	

	Difficulties relating to others
For example: poor eye contact, poor awareness of others, limited facial expression 
	
	

	Stammering                                          
	

	

	Feeding (physical difficulty with eating/swallowing)
	
	






Name of Parent/Guardian: ……………………………………….................................
Consent from Parent/Guardian        Yes |_|    No |_|                              Signature: ………………………………………………………………
Consent for child to be treated by student therapist under supervision      Yes |_|    No |_|                              
Consent to share information with other health care or education professionals; these will be discussed with you 	Yes |_|	No |_|

	Child’s Name:

	Referrer Name, Address & Designation:


Tel No: 	
E-mail:	
	Date:





	Address:

	
	

	
	NHS No:

	DOB:

	Gender:


	Home Telephone No:

	Mobile No: 
	Work No:


	E-mail address:

	Preferred method of contact : 
Mail	 Home No	Mobile No	E-mail 

	GP Name & Practice:
	Language spoken: 

Is interpreter needed?	Yes / No 

	Medical diagnosis (if appropriate/known): 


	School/Nursery/Playgroup attended: 

	Any other agencies involved: for example: Social Worker, Educational Support, Hospital Professions, CIAT, LSS 
If yes please give contact names and brief details: 


	Please indicate additional needs:               MSP/EHCP 	                           CAF / CIN / CP  


Return completed forms to: Children’s SLT, Featherstone Health Centre, Victoria Street, Featherstone, WF7 5EZ
E-mail: myh-tr.mychildrenstherapy@nhs.net Tel: 01977 465417
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