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	Paediatric Speech & Language Therapy Referral Form – Dysphagia Referrals only 
(Do not use for Communication referrals e.g. attention & listening, play, interaction, receptive language (understanding), expressive language (use of words), speech or stammering, a separate referral form is available)


	Referral Guidance Notes:
· Please ensure that all sections are completed fully – incomplete referrals will be rejected
· Referrals will be accepted for children with a Solihull GP or accepted exception (e.g. attending a Solihull Special School).
· Referrals will be considered if any of the following signs of aspiration are present:
· Face changes colour 
· Gagging or frequent coughing 
· Eyes tearing 
· Breathing changes 
· Consistent refusal of food or drink 
· Gurgly cry or voice during or after 


	Patient Details: Parents/Carers should ensure that the service has the most up to date information including home address / telephone number / email address / setting information

	Child’s first name/s:                                                            
                                                                                             
	Child’s Family name:                                                        
                                                                                           

	Date of Birth:                                                                      
                                                                                             
	NHS Number:                                                                   
                                                                                           

	Address:                                                                             
                                                                                           
                                                                                           
                                                                                             
	☐ Male
☐ Female
☐ Prefer not to say

	Postcode:                                                                           
                                                                                             
	Preferred Contact Number:                                              
                                                                                           

	Preferred Email Address:                                                   
                                                                                             
	Consent to leave answerphone message:
	☐ Yes
☐  No

	Consent to receive correspondence on this email (reports/appointments/resources etc)?
	☐ Yes
☐  No
	Consent for text message liaison:
	☐ Yes
☐  No

	Is this child on a child protection plan? 
	☐ Yes
☐  No
	Is this child entitled to NHS treatment? 
	
	☐ Yes
☐  No

	Please indicate ethnic code:
	Asian/Asian British- Pakistani
	☐      

	White - British
	☐     
	Asian/Asian British – Bangladeshi
	☐        

	White - Irish
	☐     
	Any Other Asian Background
	☐      

	Any Other White Background
	☐     
	Black/Black British Caribbean
	☐       

	Mixed - White & Black Caribbean
	☐     
	Black/Black British African
	☐       

	Mixed – White & Black African
	☐     
	Any other Black Background
	☐         

	Mixed – White & Asian
	☐        
	Other Ethnic Groups – Chinese
	☐       

	Any Other Mixed Background
	☐     
	Other Any Other Ethnic Group
	☐        

	Asian/Asian British- Indian
	☐     
	Not Stated
	☐        

	Child’s GP:

	Name of GP:                                                              
                                                                             
	Telephone Number:                                                                                
                                                                                                                 

	Address of GP:                                                                                                                                                    
                                                                                                                                                                            
                                                                                                                                                                              

	Language/s used at home to speak to child:

	Language/s used at home:                                                                 
                                                                                                              
	Interpreter needed?
	☐ Yes
☐  No

	Preferred Language for Appointments:                                                                                                                
                                                                                                                                                                              

	Details of all persons with Parental Responsibility:

	Name:                                                                                   
                                                                                                
	Name:                                                                            
                                                                                         

	Relationship to child:                                                             
                                                                                                
	Relationship to child:                                                      
                                                                                         

	Language spoken by parent:                                                 
                                                                                                
	Language spoken by parent:                                         
                                                                                         

	Address:                                                                                
                                                                                              
                                                                                                
Postcode:                                                                              
                                                                                                
Contact Number:                                                                  
                                                                                                
Email Address:                                                                        
	Address:                                                                         
                                                                                       
                                                                                         
Postcode:                                                                       
                                                                                         
Contact Number:                                                            
                                                                                         
Email Address:                                                                 

	Relevant information needed for home visits:                                                                                                     
                                                                                                                                                                            
                                                                                                                                                                              

	Details of other children/young people in the family:

	Names of children in family:                                                  
                                                                                              
                                                                                              
                                                                                                
	Dates of Birth:                                                                 
                                                                                        
                                                                                         
                                                                                        

	Professionals Involved in the child’s care: e.g. Paediatrician, Health Visitor, Occupational Therapy, etc. 

	Name/s
	Title/Profession
	Contact Information

	                                                                                                                    
                                                                        
                                                                      
                                                                        
                                                                          
	                                                        
                                                        
                                                        
                                                        
                                                         
	                                                       
                                                       
                                                       
                                                       
                                                         

	Legal Care Status: Please only complete this section if the child has a ‘Looked After’ status.

	Name of organisation with parental responsibility (PR):

	                                                                                                                
                                                                                                 
                                                                                                   

	Designated Contact Person / Social Worker:

	                                                                                                                 
                                                                                                                 
                                                                                                                  

	Contact Details: 
Including contact number, email address, work address
	                                                                                                                 
                                                                                                                 
                                                                                                                  

	Safeguarding / Risk Management: Please include any relevant information e.g. lone working considerations / health and safety / family safeguarding concerns / parental support needed for appointment letters and reports etc.

	                                                                                                                                                                             
                                                                                                                                                                              

	Educational Setting: School / Nursery / Childminder

	Name of Setting:                                                                       
                                                                                                   
	Setting Address:                                                            
                                                                                         

	Contact person and role:                                                          
                                                                                                   
	Setting’s email address:                                                 
                                                                                         

	When do they attend?
	☐ Full Time
☐ Part Time
	If part time, what day / time does the child attend?                                                               
                                                                                         

	Referrer Details:

	Referrer’s name:
(please print)

	                                                                                                                 
                                                                                                                 
                                                                                                                  

	Referrer’s signature:


	                                                                                                                 
                                                                                                                 
                                                                                                                  

	Relationship to the child:
(e.g. parent / carer / teacher / SENCO etc.)

	                                                                                                                
                                                                                                                
                                                                                                                  

	Contact details:
(Including address, contact number and email address)
	                                                                                                                
                                                                                                                
                                                                                                                  

	Date of referral:


	                                                                                                                
                                                                                                                
                                                                                                                  

	Parental / Carer Consent: Parental / Carer Consent must be indicated for all referrals. 
Please advise that consent includes:
· The sharing of information between services relevant to the child.
· The sharing of information via email, including letters and reports. The security of these emails cannot be fully guaranteed

	Parent / Carer name:
(please print)

	                                                                                                                
                                                                                                                
                                                                                                                  

	Parent / Carer signature:


	                                                                                                                 
                                                                                                                 
                                                                                                                  

	If unable to gain a signature, has consent been verbally indicated by parents or those with parental responsibility?
	☐ Yes
☐ No
☐ Not Applicable (Signed above)

	Date of consent:


	                                                                                                                 
                                                                                                                 
                                                                                                                   

	Previous Dysphagia input

	Has the child been seen by the Dysphagia service before?
	☐ Yes
☐ No (If no, the rest of this section does not need to be completed)

	When were they last seen, and by which SALT service?
	                                                                                                                 
                                                                                                                 
                                                                                                 
                                                                                                
                                                                                                  

	Have the child’s eating and drinking skills changed since they were last seen? If yes, why?
	                                                                                                                 
                                                                                                                 
                                                                                                 
                                                                                                
                                                                                                  

	Have there been any chest infections or signs of aspiration (see above) since the child was last seen?
	                                                                                                                 
                                                                                                                 
                                                                                                 
                                                                                                
                                                                                                  

	Are the family / setting following the advice given previously?
(Please provide detail)
	                                                                                                                 
                                                                                                                 
                                                                                                 
                                                                                                
                                                                                                  

	Current clinical presentation

	Child’s medical diagnosis and medical history
(Please note if diagnoses are confirmed or awaiting)

	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                           

	Does the child have any difficulty in any area of general development (e.g. physical, learning)? 

	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                           

	What are your concerns about the child’s eating and/or drinking?
(i.e. why you are referring)

	Referrer Concern:                                                                                           
                                                                                                                         
                                                                                                                         
                                                                                                                         
                                                                                                                           
☐ Not Applicable – Parental/Carer referral so concerns noted below.                                                                                        

	
	Parent/Carer Concern:                                                                                   
                                                                                                                         
                                                                                                                         
                                                                                                                          
                                                                                                                             

	Details of any weight loss or gain

	                                                                                                                          
                                                                                                                             
                                                                                                                         
                                                                                                                         
                                                                                                                           

	Please list the child’s current medication

	                                                                                                                            
                                                                                                                          
                                                                                                                         
                                                                                                                         
                                                                                                                            

	Current Eating
Please describe:
· Consistency
· Preferred foods
· Estimated quantity
· Length of meals
· Tube fed
· Any reported difficulties
	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                          
                                                                                                                          
                                                                                                                           

	Current Drinking
Please describe:
· Utensils used
· Preferred drinks
· Breast/Bottle feeding
· Any reported difficulties
	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                         
                                                                                                                         
                                                                                                                            

	Has the child had any Videofluoroscopy Studies carried out? 
(Please give details and include any relevant documentation)
	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                           

	Any other comments
	                                                                                                                          
                                                                                                                          
                                                                                                                            
                                                                                                                          
                                                                                                                          
                                                                                                                          
                                                                                                                           

	Clinical Signs 

	Signs
	Are they present?
	Comments (Please include how often these signs occur, when it last happened and any other specific details)

	Chest infections
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Choking (i.e. having severe difficulty breathing / unable to breathe due to an obstruction)
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Frequent coughing before / during / after eating (please include details of type of food)
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Frequent coughing either before/during/after drinking

	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Discomfort following a meal
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Regurgitation/reflux 
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Constipation
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Urinary infection
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Gagging
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Vomiting
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	Food refusal
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	General sensory defensiveness
	☐ Yes
☐ No
☐ Not Applicable
	                                                                                                 
                                                                                                 
                                                                                                  

	ENT problems

	☐ Yes
☐ No
☐ Not Applicable
	                                                                             
                                                                                                 
                                                                                                  

	Please return this completed form to:

Paediatric Speech & Language Therapy
Chelmsley Wood Primary Care Centre
Crabtree Drive
Birmingham
B37 5BU
paediatric.speechlanguage@uhb.nhs.uk 
Tel: 0121 722 8010 (Message facility only)
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