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Speech and Language Therapy Services - Referral Form
Please refer to our website for our referral criteria pathways before completing this form. 

Please complete in BLOCK CAPITALS
Date: …………………………….
Full Name: …………………………………………………………...……  Sex: ……………

Surname of Carer, if different / Relationship to child: ……………………………………..
Date of birth: ……………………….…G.P. Practice: ………………………………………

NHS No.: …………………………………………………..
Address:  ………………………………….……………………………………….
…………………………………………………………………………………….
…………………………………………………………..Postcode: ………………….………
Parents Email: ……………..…………………………………………………………………..

Telephone Number: ……………………………………………………………………………

Other phone contact (in case of need to cancel): …………………………………………

First Language (If not English): ……………………………………………………………….

Interpreter Required?        Yes   /   No
Armed Forces transfer
Yes  /
 No
Pre-school / School

Goes to pre-school / school at: ………………………………………………………………

Sessions attended: ………………………………..School year: …………………………
Class Teacher / Key worker: …………………………………………………………………

SENCO: ……………………………………………………………………………………….
SEN:
     ( None



  
( Graduated Response 


                ( Undergoing assessment for EHCP
     ( EHCP 

If pre-school child: school start date: ……………………………………………………

Preferred school: ………………………………………………………………………………

Tick any of these factors that apply:
( Premature 


( Delayed overall development 
( Delayed play skills

( Child Protection plan / Child in need 
( No recent progress in speech/language development 
( Family history of speech / language difficulties, learning difficulties, ASD etc.

    Who? _______________________________________________________

    What were their difficulties? _____________________________________

( Has older sibling(s) (i.e. not first born) 
( Not in nursery / limited opportunities for interaction

( Glue ear /hearing difficulties          

Most recent hearing test date & result: ………………………………………………………     
Do parents have use of a car to get to appointments?  YES/NO

The use of a BRISC screening checklist is mandatory for most referrals for children under 7 years old. 

BRISC Used?
Yes
(
No
(
(If Yes, please attach a copy)

Tick Reason(s) for Referral: 
( Speech sounds


( Stammering 
( Understanding / talking

( Swallowing
( Social Communication

( Voice quality (e.g. hoarse/husky voice) 
( Other ……………………………………………..
Evidence of professionals putting in place a graduated response to support the child/family is required for most referrals (see referral pathways), and should be attached to this referral.

Graduated response evidence attached?  Yes
(
No
(
Other Professionals Involved e.g. Health Visitor, School Nurse, Social Care, Audiology, Teacher of the Deaf.
………………………………………………………………………………………………………………………………………………………………………….
What is the child good at? What do they enjoy doing?

…………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………                       
…………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………                       
Other Information:  ………………………………………………………..…………………

…………………………………………………………………………………………………………………………………………………………………………                   
Further information – this helps us provide the most appropriate assessment(s).
1) Nature of difficulty with communication and effect on accessing the curriculum in terms of:

a) Child’s understanding / comprehension of spoken language?

b) Child’s talking using words and sentence?

c) Pronunciation (speech sound errors) / clarity of speech?

d) Stammering?

e) Interaction with other people?

f) Play? 
Details of referrer

Name: ……………………………………………………………………………………………

Your role: ………………………………………………………………………………..…...

Address: …………………………………………………………………………………..…….

Telephone Number: ……………………………………………………………………………
Email:…………………………………………………………………………………………….
Signed: …………………………………………………   Date …………………
(Name of Health Visitor: ………………………...…………..  Base: ………………………)

Please sign to confirm that you have obtained parents / carers’ permission for this referral, and ask them to sign if at all possible. 
The ‘parents’ personal views form’ also needs completing prior to referral – see next page.
Parent / Carer’s Signature: …………………………………….  Date: ……………………
Please send completed form and relevant documents to:
Speech and Language Therapy Services
Salt Way Centre 
Pearl Road

Middleleaze

Swindon
SN5 5TD   

Tel:  (01793) 466790
SALTREFERRALFORM(04/08/2022).
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	Therapists 

Initials:
	

	Caseload:
	   


Parents’ Personal Views

The Speech and Language Therapy Department would like to keep improving its service.  We would be grateful if you would help us by filling in these details.
Name of Child:  ..............................…………………........  D.O.B.:  ............................

1)
Please describe what is concerning you about your child’s communication.


...........................................................................................................................


...........................................................................................................................


...........................................................................................................................

2)
What questions would you like answered?


...........................................................................................................................


...........................................................................................................................


...........................................................................................................................

Preferences

In order to avoid wasting appointments we would like to take your needs into account.  While we won’t always be able to meet your needs exactly, we will try: Please put down any times, days or dates we should try to avoid when planning any future appointments.

......................................................................................................................................

......................................................................................................................................

Culture/Religion

We would like to be sensitive to your culture or religion.  Please put down any details you would like us to know.

......................................................................................................................................

Languages

We would like to be sure that we are communicating with all groups in our population.  Please put down which languages are used in your home.

......................................................................................................................................

Would you like the help of an interpreter, or translation of any written material?

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 
      If Yes, which language?  ................................................

Ethnicity

To help us know whether we are reaching all groups in our population, please indicate the child’s ethnic group, as defined by the Office of Population Census and Surveys.

a) White  

-  
British




 FORMCHECKBOX 

-
Irish




 FORMCHECKBOX 

-
Other white background

 FORMCHECKBOX 

b) Mixed


-
White & Black Caribbean

 FORMCHECKBOX 

-
White & Black African

 FORMCHECKBOX 

-
White & Asian


 FORMCHECKBOX 

-
Any other mixed background
 FORMCHECKBOX 

c)
Asian or Asian British


-
Indian




 FORMCHECKBOX 

-
Pakistani



 FORMCHECKBOX 

-
Bangladeshi



 FORMCHECKBOX 

-
Any other Asian background
 FORMCHECKBOX 

d)
Black or Black British

-
Caribbean



 FORMCHECKBOX 

-
African



 FORMCHECKBOX 

-
Any other Black background
 FORMCHECKBOX 

e)
Other Ethnic Groups

-
Chinese



 FORMCHECKBOX 

-
Any other ethnic group

 FORMCHECKBOX 

Signature:  
………………………………………     Date:  
…………………………….

In case we need to cancel at short notice, please give contact numbers so we can let you know:  …………………………………………………………………………………….

SALTREFERRALFORM(04/08/2022).
� EMBED PBrush  ���





Speech and Language Therapy Services


     Salt Way Centre


     Pearl Road    


     Middleleaze


     Swindon 


     SN5 5TD





     Tel: (01793) 466790 


Email: � HYPERLINK "mailto:salt@swindon.gov.uk" �salt@swindon.gov.uk� 





Speech & Language Therapy Services


Salt Way Centre


Pearl Road


Middleleaze


Swindon 


SN5 5TD





Tel: (01793) 466790 


Email: � HYPERLINK "mailto:salt@swindon.gov.uk" �salt@swindon.gov.uk� 





� EMBED PBrush  ���








Page 1 of 1
We would like to make you aware of how we store and use information that you give us about your child, please read https://www.swindon.gov.uk/directory_record/23579/paediatric_therapies_privacy_notice

_1031644398

