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[bookmark: _Hlk149123818]Children’s Speech and Language Therapy Service
Referral Form 

Before referring, please read our referral guidance www.leedscommunityhealthcare.nhs.uk/cslt

	[bookmark: _Hlk149123896]Consent                                                                       DATE discussed with parent/carer.

	DD/MM/YY

	I have discussed this referral with the parent/carer and they agree to:
	YES
	NO

	Referral to Children's Speech and Language Therapy
	|_|
	|_|

	Sharing of records with relevant professionals
	|_|
	|_|

	Contact by text and email
	|_|
	|_|

	Child and family details:

	First Name:
	
	Surname:
	
	Known As:
	

	Date of Birth:
	
	Gender:
	

	Address:
	


	Postcode:
	
	NHS Number (if known):
	

	GP Name:
	
	GP Practice:
	

	Medical Diagnosis:
	


	Parent/Carer Name:
	
	Relationship to child:
	

	Telephone No:
	
	Mobile:
	

	Email Address
	

	Languages and Interpreting

	Languages spoken at home with the child
	



	Parent's preferred language
	
	Does the parent/carer need an interpreter?
	YES |_|  NO   |_|

	Are there any concerns regarding the child’s home language
	YES |_|  NO   |_|
Fill in further details in section 6 below.
	Preferred interpreter: 
	Male |_|  Female   |_|
No preference       |_|  

	Safeguarding

	Are there any safeguarding concerns that the Speech and Language Therapy Service should be aware of?
	YES |_|  NO   |_|

	Is a Social Worker involved with the family?
	YES |_|  NO   |_|

	Please state the named contact:
	
	Contact No or E-mail:
	



	School/nursery details

	*Setting Name
	
	Key contact in setting (include name and role):
	

	Setting Address:
	

	[bookmark: _Hlk148109485]Postcode:
	
	Telephone No:
	

	Is there a speech and language therapist already involved with the child?
	YES |_|  NO   |_|       If yes, provide SLT Name and contact details:    
                            


	Has the child had SLCN screening (if yes, please attach a summary)
	
YES |_|  NO   |_|      

	EHCP 
	YES |_|  NO   |_|       in progress |_|  

	What are the main concerns?

	Area
	No concern
	Some concern
	Significant concern

	Interaction
	|_|
	|_|
	|_|

	Understanding Language
	|_|
	|_|
	|_|

	Expressive Language
	|_|
	|_|
	|_|

	Speech
	|_|
	|_|
	|_|

	Stammering
	|_|
	|_|
	|_|

	Does the child have difficult with 
	|_| English only
	|_| Home language only
	|_| Both/all languages
	|_| Not sure

	What are your main concerns? Please give examples of what the child finds difficult in English AND any other language they speak.
.

	











	Reason/s for referral

	How do these difficulties affect the child in everyday life?
	

	What has already been tried, and did it help?
	



	What would you like to be different for the child in the next year?
	

	

	Which other professionals are involved?
	Contact details (if known):

	|_| Paediatrician
|_| Occupational Therapy
|_| Physiotherapy
|_| Inclusion Advisory Team
|_| CAMHS
|_| Social Worker
|_| Health Visitor/School Nurse
|_| Other __________

	

	Audiology 
Do you have concerns regarding the child’s hearing?  
	YES |_|  NO   |_|
	If yes, has a referral to audiology been made?   
	YES |_|  NO   |_|

	Details of the referrer:
	

	Name:
	


	Designation:
	


	Address:
	


	Email:
	


	Telephone Number:
	


	Date:
	




Please provide as much information as possible so we can process the referral quickly.

This form can be securely emailed to lcht.slt.leedsreferrals@nhs.net 
Alternatively post to Central CSLT Admin Team, Leeds Community Healthcare, Building 3, White Rose Park, Millshaw Park Lane, Leeds, LS11 0DL
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