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SPEECH AND LANGUAGE THERAPY (SaLT) SERVICE REFERRAL FORM

PLEASE NOTE: A referral can only be accepted if ALL relevant sections are completed (pages 1-3 are relevant for all referrers), with detail of the functional impact of the child’s speech, language and communication needs.  Consent from the person with parental responsibility for the child must also be recorded.  

Child’s details:
	Name of child 	
	

	Date of birth
	

	Address
	


	Postcode
	

	Contact numbers 
	


	Parent/ carer name(s)
	

	Do parents/ carers have any literacy, learning or communication needs? 
	Yes*/ No
*Please give details below re: additional support that may be required

	Languages (and dialect) spoken in the home
	
	Interpreter needed? 

	Yes*/ No 

*Interpreter Language/ Dialect required:


	GP details (please note, child must have a Bolton GP to access Bolton SaLT)
	

	Education setting
	


	Are parents/ carers ready to engage with services to support their child’s speech, language and communication needs?
	Yes/ No* 

*If no, please provide details below



Additional information:
	Please provide information regarding:
· Referrals to other services made or planned, plus date of referral e.g. Audiology, Paediatrics, Woodbridge SEND Service, and Behaviour Support.
· Relevant information regarding the involvement of these services or other outside agencies such as private therapists or relevant voluntary sector partners.
· Details of EHCP provision or plan for EHC Needs Assessment 
· If applicable - please send a copy of EHCP and latest Annual Review report.
· Additional support needed by the family to access SaLT service.

	









· Please consider that if a child is known to multi-disciplinary teams, an early help assessment (EHA) should be in place to support the team around the child.  
· The latest EHA/review should be submitted alongside this referral form, as appropriate, to inform around the child holistically but will not be accepted as a referral without this accompanying referral form.


SPEECH, LANGUAGE AND COMMUNICATION NEEDS (SLCN)

Please indicate which areas the child is experiencing difficulties with and comment how these difficulties are affecting the child in their day-to-day life.

	Attention and listening skills
e.g. Ability to attend to an activity for an age-appropriate length of time
	

	Early communication skills 
e.g. Turn taking, eye contact, pointing
	

	Ability to understand language
e.g. Following age-appropriate instructions, responding to their name
	




	Ability to use language 
e.g. Use of words, signs, symbols, communication aids
	


	Clearness of speech
Please give examples of the errors a child is making
	





	Stammering
i.e. Characteristics evident when speaking which impacts fluency
	

	Swallowing/ feeding
	Referrer must complete feeding and swallowing supporting information (page 4) for any referrals whereby there are these concerns.

	Social interaction skills 

e.g. Sharing interest, smiling, interacting with peers, initiating interactions, eye contact

	Referrals for social communication assessment without any other SLCN will not be accepted.


	Strategies/ interventions undertaken or planned e.g. further assessment tools, education interventions.








	Additional notes or information relevant to this referral e.g. family support required to access the service, reported family concerns (not observed by referrer).









CONSENT FORM

Please note consent must be obtained from the person with parental responsibility for the child, as well as acknowledgement that they are ready to access support for their child through the service.

CONSENT FOR REFERRAL TO THE SPEECH AND LANGUAGE THERAPY SERVICE

As the person with parental responsibility for the child named below, I give consent for:

1. This child to be referred to the Speech and Language Therapy (SaLT) service by the named person below.
1. This child to access and attend appointments with the SaLT service, as required during the period of care following this referral.
1. Communications from the SaLT service via digital communication (text message), phone or letter.
1. The SaLT service to liaise and consult with other people involved with my child’s care, as required to support their speech, language and communication needs.
1. The SaLT service to share information with other services involved with my child, in both verbal and written formats.

	Child’s name:
	


	Parent/ carer name:
	


	Relationship to child:	
	


	Consent gained from person with parental responsibility (verbal or written):
	Yes                        No (referral will not be accepted)           

	Date:			
	




Referral made by:

	Referrer’s name:
	

	Signature:		
	

	Job title:			
	

	Correspondence address:
	

	Telephone contact:
	


	Email contact:
	

	Date of referral:		
	



What’s next?
Please take a copy and send this referral via email to: paedcommtherapyreferrals@boltonft.nhs.uk

Please remember to include a copy of this child’s final EHCP, and latest Early Help Review if appropriate, if these are not sent but are applicable to this child, then the referral will be rejected.

The child’s parent/ carer will then receive initial communication from the SaLT service via telephone, digital or paper letter, with further information regarding accessing their initial appointment with the SaLT service.  




FEEDING AND SWALLOWING SUPPORTING INFORMATION (if applicable)
	Birth history
	(e.g. born prematurely / birth injuries / health of baby at birth)




	Early feeding history
	(e.g. breast / bottle fed / tongue tie / reflux)




	Current health and development
	(e.g. any medical diagnoses, developmental delay, learning disability)




	What food/ textures does the child enjoy?


	

	What food/ textures does the child struggle with?
	(include what happens when they are struggling)




	Is the child following their expected growth / height trajectory?
	

	Are there any signs of aspiration when the child is eating or drinking?
	(e.g. coughing, spluttering, voice change, breathing difficulties, eye watering, facial colour change.  Please specify)


 

	Have there been any choking incidents?
	(Please describe frequency, what happened, did the child require first aid/ ambulance/ hospital admission?)

	Is the child having lower respiratory tract infections?
	(Please provide dates and treatment required)




	What has already been tried to support the child’s feeding skills?
	





	Is the child on any regular medication?
	




	Who else works with the child?  
	(e.g. Dietitian/ Physiotherapist/ Occupational Therapist)
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