REFERRAL TO SPEECH AND LANGUAGE THERAPY (1)
From: (Name)
_________________________  Signature:  ______________________  Date:  ______________

(Designation)
___________________________________  Based at:  _________________________________

                                                                                                Courier Number: ___________________________
Child’s Name:
___________________________________  Date of Birth:  ______________________________
NHS number: ____________________________________
                        MALE                  FEMALE                             G.P: ___________________________________       

Address:
___________________________________
  Address OR courier number


___________________________________    _____________________________________


___________________________________
  ______________________________________
 Post-code:
___________________________________  
Home Phone No:   __________________________

Mother’s Name:  ____________________________  Mobile Telephone:_________________________

Father’s Name:     ___________________________  Mobile Telephone: ________________________
Name of Early Years setting/Nursery: ___________________________________________________

Nursery session Attended: i.e. am/pm __________________________________________________

Availability for appointments:  ie. am/pm ________________________________________________
Please tick all languages used: 

English 
                 Mirpuri              
    Patwari                             Urdu                       Panjabi              

Arabic                               Other                Please specify ____________________________________________

Please tick ethnic group:
	Asian/Asian Brit – Bangladeshi
	
	Asian/Asian Brit – Indian

	
	Asian/Asian Brit – Pakistani
	

	Asian/Asian Brit – any other Asian background
	
	Black/Black Brit – African
	
	Black/Black Brit – Caribbean 
	

	Black/Black Brit - Any other Black background
	
	Mixed - White & Asian
	
	Mixed – White & Black African
	

	Mixed - White & Black Caribbean
	
	Mixed - any other mixed background
	
	 White - British
	

	White - Irish
	
	White – any other White background
	
	Any Other Ethnic Group

	


	Other professionals involved eg. Paediatrician, Audiology, Social Services.

(Please specify name, profession and telephone number)

______________________________________________________________________________________

_______________________________________________________________________________________

Please give details of any relevant information from the above eg. test results.

                                          Also, please attach a copy of SOGS results if available.

________________________________________________________________________________________

________________________________________________________________________________________

Please give details of any relevant medical history, e.g. birth, family history

_______________________________________________________________________________________


This service involves sharing information with other professionals, as appropriate.  This will include the child’s G.P. and/or nursery/school. 
Parent’s Signature:  _______________________________________  Date:  ___________________________

Speech and Language Therapy Department,BHHSCC,Venture Way,Brierley Hill,DY5 1RU.  (Courier No:31)
REFERRAL TO SPEECH AND LANGUAGE THERAPY (2)

     POINTS TO CONSIDER:

· If the child has additional difficulties, have you referred to Specialist Early Years service (SEYS) or a Paediatrician? 

If yes, date referred: ________________________

· Has the child been referred for an up-to-date hearing test?

If yes, date referred: _______________________

· If the child has challenging behaviour, have you referred or signposted the parent to a parenting course 
available at some Children’s Centres?

· Has the parent been signposted to local Children’s Centres to access their services? 

ADDITIONAL INFORMATION:
Relevant referral checklist attached:      Yes             No              

Child Looked After:  Yes             No              

Name of foster carer:________________________________________

Name of Social Worker:  __________________________________                         

Legal Status: ___________________________________________

Who is responsible for consent:  ____________________________
Who is allowed access? (i.e. natural mother/father etc) ___________________________

Are there any Child Protection issues?  Yes               No

Name of Social Worker:  __________________________________                         

Legal Status: ___________________________________________

Who is responsible for consent:  ____________________________


Is there a history of DNA with this family?   Yes               No


Is it safe to visit at home?   Yes                     No

ADDITIONAL COMMENTS:
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