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Parental signature MUST be obtained prior to the referral being made.

	SPEECH & LANGUAGE THERAPY (SaLT) PAEDIATRIC REFERRAL FOR COMMUNICATION 

Note: any missing information will delay the referral process. 
PLEASE COMPLETE FULLY AND LEGIBLY IN BLACK INK. 
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D.O.B.          /           /         M □   F □                             

G.P. Name:                                    Practice:
School/Nursery/Preschool: 
Health Visitor/School nurse:

	Parent/Carer Name(s):
Relationship to Child: 

Address (if different to child):        
Postcode:                       

Telephone No(s):

Names of those with Parental responsibility:

Other Members of the Household:

Languages spoken at home:



	Referrer Information

	Name (please print):                                                                     Signature:                                           
Job Title:                                                                                Tel. No:                                     
Email address:         
Address:                                                                                                                            
                                                                                                                                           Date:           /          /      
                                                                             

	Reason for Referral - please outline the difficulties observed below:

	Area of difficulty (relative to overall ability)
	Yes/

No
	Comments/observations:

	Attention & listening

	
	

	Verbal comprehension (understanding of spoken language)

	
	

	Expressive language


	
	

	Speech sounds/intelligibility

N.B. If difficulties with speech sounds are identified, you must also complete and attach the speech sound screen (Appendix 1).
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	Area of difficulty (relative to overall ability)
	Yes/

No
	Comments/observations:

	Play & interaction


	
	

	Social communication (i.e. use of language for a range of purposes e.g. asking questions, making  jokes,and use of non-verbal communication e.g. eye contact, facial expressions)
	
	

	Fluency (e.g. stammer)


	
	

	Voice NB: We can only accept referrals for voice difficulties once ENT have assessed vocal cord function; our service can only give one-off advice for voice difficulties.
	
	

	Other


	
	

	Please outline what is already in place to support the difficulties described above: 

	

	Please add comments about other aspects: e.g. child’s general level of ability, coordination, reading and writing skills etc (include information about areas of strength as well as difficulty):

	

	What is the desired outcome of this referral to the Speech & Language Therapy team?


	

	If targets and/or strategies are recommended by the Speech & Language Therapist, who will be able to carry these out or support their implementation?
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	Safeguarding issues

	Any Child Protection Issues?
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Y          N
	Is this child known to Social Services?
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Y          N
	Is this child a Child in Need?
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Y          N

	Is this child subject to a Child Protection Plan?

[image: image10.png]


[image: image11.png]


Y          N
	Is this child a Looked After Child?
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Y          N
	Has a CAF been completed?

Y          N

	If yes to any of the above, please add the following information, as appropriate:

Name of social worker:
Name of family support worker:
Name(s) of foster carer(s):
Who has parental responsibility?:


	Does the child have any vision or hearing difficulties?

Date of last hearing test:



	Are there any relevant diagnoses or medical problems?


	Names of other key professionals involved: (E.g. Paediatrician, Portage Worker, Educational Psychologist) 


	Any other concerns:



	Has the Child previously been referred to Speech & Language Therapy?

Details:

If the child has had previous targets set by a Speech and Language Therapist, please outline the progress that they have made with these:

	Target:
	Progress made/other comments:

	
	

	
	

	
	

	Any other comments about progress made since last seen by SaLT:



	Note: Home visits are often made by a lone worker. Are there any issues / concerns about lone workers and this family?         Yes                    No

Details:
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	Parental consent for referral to ECCH Speech and Language Therapy team

	Child’s name:
	D.o.b.:

	Name of person with parental responsibility giving consent:
Relationship to child: 
Parent signature:……………………………………………………………….   Date:          /          /

Information about parental responsibility:

· A mother automatically has parental responsibility for her child from birth

· In England and Wales, if the parents of a child are married to each other at the time of the birth, or if they have jointly adopted a child, then they share parental responsibility

· For couples who are not married: from 1.12.03 a father shares parental responsibility if he jointly registers the birth of the child with the mother (i.e. he puts his name on the birth certificate); before 1.12.03 an unmarried father must have signed a parental responsibility agreement with the mother or have obtained a parental responsibility order from court in order to share parental responsibility for the child

Parents do not lose parental responsibility if they divorce; parental responsibility can be changed by order of the court

	Parental Consent for sharing information on electronic records
Do you consent to the information that is recorded about your child on the Speech and Language Therapy electronic records (SystmOne) being made available to other NHS care services that care for your child and also use SystmOne?

Yes                     No 

Do you consent to allow the Speech and Language Therapy service to view information about your child that has been recorded on SystmOne by other services where your child also receives care? (You must also have consented for the above i.e. for us to ‘share out’ our information to those services.)
Yes                     No

	I give permission for:

My child to be seen by a member of the Speech and Language Therapy service:   Yes   No
Verbal and written information to be shared with others involved with my child:

· Other Health professionals:     Yes    No

· Preschool/School:                    Yes    No

· Other agencies:                        Yes    No

An audio-recording to be made of my child for assessment or therapy purposes, if appropriate:      Yes       No

A video-recording to be made of my child for assessment or therapy purposes, if appropriate:        Yes        No

(Any such recordings are deleted once no longer needed.)
Photographs to be taken of my child for use in communication activities, if appropriate:                   Yes        No
An audio- or video-recording of my child to be used for training purposes:                                        Yes        No

A student Speech & Language Therapist to be present during sessions with my child:                     Yes        No



	I give permission for:

Email contact from the Speech & Language Therapy team:     Yes   No

My email address:……………………………………………………………………………………………………………
Voicemail messages to be left on my phone mentioning the SaLT team:    Yes    No
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	Language(s) spoken at home:                                                                                                                  
By my child:

By other family members:

Are the concerns noted in all languages spoken?      Yes      No
Is an interpreter needed for parent/carer?



	We are required by the Government to monitor that all health services are equally accessible to all groups within the community. Please indicate which of the following best describes your child’s ethnic origin:

	White
	British
	
	Black or Black British
	Caribbean
	

	
	Irish
	
	
	African
	

	
	Any other white background
	
	
	Any other Black background
	

	Mixed
	White & Black Caribbean
	
	Other ethnic
	Chinese
	

	
	White & Black African
	
	
	Any other ethnic category
	

	
	White & Asian
	
	I prefer not to say what ethnic origin is
	

	
	Any other mixed background
	
	Child’s religion:…………………………………………….

(please leave blank if you prefer not to say)

	Asian & British Asian
	Indian
	
	

	
	Pakistani
	
	

	
	Bangladeshi
	
	

	
	Any other Asian background
	
	

	Notes to referrer:

Please email scanned in copy of referral form securely to:

ECCH.access@nhs.net
If sending paper referral form, please post to:

ECCA, The Hive, Silverwood Portacabin, Northgate Hospital, Northgate Street, Great Yarmouth, Norfolk, NR30 1BU
Telephone: 01493 809977
Please allow time for referral to be received and uploaded when arranging a telephone triage call.

N.B. Any missing information will delay the referral process

N.B. Signature from parent/carer with parental responsibility must be on the form
Please attach any recent and relevant reports, and the speech sound screen if appropriate.

Please ensure you have consulted the referral guidelines on the ecch.org website before completing this referral - https://www.ecch.org/our-services/services/cf-speech-and-language-therapy-for-children-and-young-people/ 




Documents attached to referral:

Educational Psychologist report:                                                                  
Report from Advisory/Specialist teacher:                                                     

Report from Community Paediatrician:                                                         

ECCH SaLT speech sound screen:                                                              

Other speech/language screening tool 
   e.g. SpeechLink, Wellcomm (please specify):                                             
Other report/document (please specify):                                                       
18.12.17



(Page deliberately left blank)

Appendix 1: Speech Sound Screen

Speech & Language Therapy Department
Instructions for completing the Speech Sound Screen

The information you provide will tell us a bit more about your child’s speech. You should also have a picture and a record sheet.

What do I do?

Please ask your child to name the items in the picture, one at a time. As the child says each word, write down on the record sheet as best you can, how they have said that word. For example:

	Target Word
	                    Child's production of the word

	
	Date: 24.09.14
	Date:
	Date:

	house
	hou
	
	

	door
	soor
	
	


On the record sheet you will see space next to each word for you to write down what the child has said.

If the child doesn’t know what something is, say the word for them and ask them to repeat the word.

You will notice that there are 3 columns on the record sheet; this is so you can make up to 3 recording of your child’s speech over time so that you can monitor any change. The recordings should be made with an appropriate time gap between them such as a few months.

There is also space for you to add any other specific words you may be concerned about.

Will my child need speech therapy?

Not all children that have unclear speech need direct speech therapy. Some errors that children make with their speech sounds are appropriate for their age. We take into account the child’s speech, language and general development before deciding whether to offer them speech therapy.

Thank you for your help. 
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 Speech & Language Therapy Department

	Speech Sound Screen Record Sheet

	Child’s name:                                                                                       Date of birth:

	Target word:
	Child’s production of the word

	
	Date:
	Date:
	Date:

	house


	
	
	

	door


	
	
	

	roof


	
	
	

	chimney


	
	
	

	two (windows)


	
	
	

	sun


	
	
	

	cloud


	
	
	

	cat


	
	
	

	stick


	
	
	

	glasses


	
	
	

	hat


	
	
	

	flower


	
	
	

	five (flowers)


	
	
	

	shoe


	
	
	

	girl


	
	
	

	pram
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Name:


Address:








NHS Number:











