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Adult Community Speech & Language Therapy Referral 
**Please complete ALL sections on both sides of this form and attach all relevant reports.  

If there is not enough information provided the referral will be returned**

	PATIENT DETAILS
	REFERRER DETAILS

	Name:                                Surname: 

DOB                                    NHS number:

Address:                              Tel:
Interpreter required?  (  Yes   (  No 
Language: 
NOK:                                          Tel: 
	Name:                                     Signature:

Designation:

Address:
Tel No:

Date of referral:

	GP:                                        

Address:

Tel:                                             Fax:

	Referral details

Diagnosis and medical history:
Medications:

Is this client under the care of a hospital consultant?   (  Yes   (  No 
                                                                                       If yes, name & location: 
Mobility:      (  Housebound     ( Able to attend as an outpatient       ( can attend outpatient with transport

Any known risks/alerts identified for lone worker visits?            (  Yes             (  No


	Has the client been seen by a Speech and Language Therapist in the past?

(  Yes             (  No        Date seen:           
If yes please provide the SLT recommendations:


	Reason for referral :

(  Communication        (  Swallowing 

Communication: Please answer ALL the questions:

Please comment on the nature of the client’s communication difficulty:
Are these difficulties new?                                                                 (  Yes             (  No   

Can the client communicate their basic needs?                                 (  Yes             (  No     

Are the difficulties impacting social participation/family activity?   (  Yes             (  No     

If yes please describe:


	Swallowing: Please answer ALL the questions:

Is the resident able to sit upright for at least 20 minutes?          (  Yes             (  No     
Is the client able to stay awake/alert for at least 20 minutes?    (  Yes             (  No     
Is the client risk feeding?           (  Yes             (  No   If yes please attach documented evidence of this
Current diet:                 puree          fork mashed          soft moist          normal diet           NBM
Current fluids:   
      normal         syrup thick           custard thick      NBM
Can the client self-feed? 
  (  Yes             (  No   
Have any of the following been observed when eating and drinking?:

Coughing                                         (  Yes             (  No                       
                          If so, is this on:      (  food            (  fluids              (  both food and fluids
                                                      Frequency:      ( during all meals/ drinks   (occasionally  
Choking                                           (  Yes             (  No                      
                              If so, is this on:  (  food            (  fluids              (  both food and fluids
                                                      Frequency:      ( during all meals/ drinks   (occasionally  
Throat clearing                                    (  Yes             (  No                  Frequency:
Wet/gurgly sounding voice                   (  Yes             (  No                   Frequency:
Increased breathlessness                     (  Yes             (  No                   Frequency:
Food residue in mouth after swallowing (  Yes             (  No                   Frequency:
Has the client experienced any of the following in the last 12 months:
Weight loss                                         (  Yes             (  No   
                               If yes, how much?               over what period?        
Chest infections in the last year?          (  Yes             (  No   
If yes please give details:

· How many?

· When?

· Current chest infection?

Change in appetite:                             (  Yes             (  No   


	Aims of community input (referrals will only be accepted if clear aims are stated)


	Relevant details or precautions:



Please return the referral to:

Speech and Language Therapy

Community Therapies

St Michael’s Site

Gater Drive

Chase Side

Enfield EN2 OJB

Tel: 0208 702 5660
E-mail:  beh-tr.AdultCommunityTherapiesAdmin@nhs.net
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