[image: Solent NHS Trust COL]
Children’s Therapy Service Referral Form

[bookmark: _GoBack]Please return the completed form to: Children’s Therapy Service, Solent NHS Trust, Better Care Centre (The Orchard Centre) William Macleod Way, Southampton, SO16 4XE. 
Email: SNHS.SolentChildrensTherapyService@nhs.net, ensuring the referral form is sent from an nhs.net email account.  
Fax: 023 8047 5378 

	Service referred to:

	Speech & Language Therapy	

	Occupational Therapy	

	Physiotherapy	






	Client details:
	NHS No:

	First Name
	Surname

Previous names:
	Date of birth:

	
	
	Male    /   Female 

	Address:



Postcode:

	Name of parent/guardian 

	First name
	Surname

	
	

	Daytime tel:
	Home tel:
	Mobile tel:

	Ethnicity:

	Languages spoken at home:


	Interpreter/Signer required:  Yes    /   No 

Language:


	GP name:

	Health Visitor/School Nurse Name:


	Surgery:

	Base address:


	Tel:

	Tel:


	Preschool / School name:

	Days/Times attended:


	Address:



Postcode:
	Tel:


	Transport difficulties:  Yes    /   No 
	Details:



	Referral information (Please attach appropriate supporting evidence from Early Years Developmental Checklist, Schools pack, Feeding Questionnaire or Child Monitoring tool as well as any audiology or recent paediatrician reports)

	Diagnosis (if known):
	Statemented:  Yes    /   No 
Statement designation:

	Are there any Safeguarding issues?



	Is the child a Looked After Child?  Yes    /   No 


	Social services involvement:  Yes    /   No 
Social worker’s name:  
Contact number:  

	Are there any concerns about;
hearing?  Yes    /   No 
vision?     Yes    /   No 
	Has hearing been tested?  Yes    /   No 
Date:  

	Reasons for referral:








	What is the functional impact? Give details:







	What support has already been provided?





Please attach supporting information 

	Has it made a difference?  Yes    /   No 

	Other professionals/services currently involved (e.g. Paediatrician, Portage, Audiology, Educational Psychologist.  Please provide names where known)




















	Referral and background information



	Please complete as fully as possible at referral stage, to avoid the family having to repeat family history

	Developmental and medical history information











	Were there any complications in pregnancy or birth?








	General health/Childhood illnesses

	Are the child’s immunisations up to date?  Yes    /   No 

	Does the child have any allergies?  Yes    /   No 
	If ‘yes’ please state:  

	Is there any family history of medical diagnoses? (e.g. autism, specific learning difficulties, developmental delay)?  Please give details:






	Current treatment/Medication:







	Has the child had any of the following (please circle)?:
	Frequent colds
	Frequent ear infections
	Frequent chest infections
	Tonsillitis
	Asthma

	Has the child had any visits to hospital?
	Yes    /   No   

	If ‘Yes’ please give details:












	Hearing/Vision

	Does anyone in the family have a hearing impairment/loss/deafness?
	Yes    /   No   

	Has the child had middle ear infections/glue ear?
	Yes    /   No   

	Does anyone in the family have visual impairment?
	Yes    /   No   



	Feeding

	Can the child eat foods that need chewing e.g.  meat, sandwiches, raw fruit or vegetables?
	Yes    /   No   

	Did the child have any problems weaning/taking lumps?
	Yes    /   No   

	Do they use a bottle, beaker, inverted lid or open cup to drink?
	

	Has the child ever had fluid or food escape through their nose?
	Yes    /   No   



	Motor skills

	Does the child (please also indicate from what age):

	Roll
	Age:
	Crawl
	Age:

	Sit
	Age:
	Walk
	Age:

	Run
	Age:
	
	

	Do you have any concerns about their movements?
	Yes    /   No   

	Does the child complain of pain?
	Yes    /   No   



	Personal care

	Is the child toilet trained?
	Yes    /   No   
	If ‘yes’, at what age?:  

	Can the child dress themselves?
	Yes    /   No   
	If ‘yes’, how do they help?:





	Emotional

	What time does the child…
	Go to sleep:
	
	Wake up:
	

	Does the child stay in their own bed?
	Yes    /   No   
	
	
	

	Do they use a:  (please circle any that apply)
	Dummy
	Bottle
	Security blanket
	Other comforter



	Play and attention

	What types of games/toys/activities does the child enjoy?
	


	Does the child like to play with others (adults or children)?
	Yes    /   No   

	Roughly how many hours of TV/DVD/Computer time a day does the child watch?
	

	How would you describe the child’s attention span for:

	·   Activities of their own choice:
	

	·   Activities that the parent chooses:
	










	Speech and Language

	Is there a family history of speech and language difficulties?  e.g. late talking, unclear talking, stammering (please give details of who and what)?





	If the family uses more than one language at home, when is each language spoken and to whom?





	Did the child babble as a baby?
	Yes    /   No   

	At what age did the child:
	Say their 1st word:
	
	Begin to put 2 words together:
	
	Talk in sentences:
	

	Does the child dribble excessively for their age?
	Yes    /   No   

	Does the child have any problems with their teeth?
	Yes    /   No   

	Does the child have any problems with their lip or tongue movements?
	Yes    /   No   



	Referrer details:
	Date of referral:

	Name of referrer (please print name): 

	Profession (e.g. Hospital/GP/HV/Preschool):

	Would you like a copy of the appointment date?  Yes    /   No 

	Address:





	Tel:
	Signature:



	Parent / Guardian consent

	This referral has been discussed with me, and I agree to take my child to the clinic for assessment and ongoing therapy intervention as required, which may take place in school, clinic or nursery setting.

I understand that if I do not attend the assessment, my child will be discharged and no further appointments will be offered.  I am aware that for training purposes, a student may be present.

I agree to the sharing of information with services relevant to my child’s treatment / care

	Name of parent/guardian (PRINT NAME):


	Signature:

If unsigned, verbal consent given:       
	Date:

	We constantly aim to improve our services and we value your feedback.  Please tick box if you would be happy for us to contact you in the future		




	Therapist use only

	Signature:
	Date:

	Location:
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