Children’s Speech and Language Therapy
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Kingston
               

Speech and Language Therapy Service
Referral Form – Eating, Drinking & Swallowing (EDS)
Hollyfield House, Hollyfield Road, Surbiton, Surrey, KT5 9AL
Tel: 020 8274 7814 email: SLTChildren@yourhealthcare.org 

This form asks a variety of questions to gather information about your child.  These span a range of ages and areas, and therefore not every question will be relevant to your child. Please complete whatever you feel is applicable.   If you have any questions or would like to talk through any part of this form, please don’t hesitate to contact us on the details at the bottom of the form.   

If you are concerned about any of the following, please consider speaking to your GP about your concerns as we do not directly support these areas:
	[bookmark: _Hlk23840350]Losing weight

	Gaining weight


	Eating non-food items (such as Pica)
	Anorexia or Bulimia Nervosa


	Constipation 
	Gastro-oesophageal reflux








	Child details & contact info

	Child’s Name(s):	

	Child’s Surname:


	Date of Birth:
	Gender: M/F

	Home Address:


Postcode:
	Contact Telephone Number(s):


Email address:

	Name and Address of GP: ** EDS referrals can only be accepted by our service for children registered with a Kingston GP**

	Practice Name:
	Doctor’s Name:

	Address:      

Postcode:

	Is the child in a pre-school setting? 
	Yes
	No
	

	If YES, please provide details (e.g. setting name, days attending)


	Is the child involved in any other services? 
	Yes*
	No
	Unsure

	*If YES, please describe below





	Medical / Heath Factors
	Yes
	No

	Is your child already known to Your Healthcare Speech and Language Therapy Services?
	
	

	Does your child have any medical needs/diagnoses?
	
	

	If YES, please list below:



	
	

	Does your child take any medications, supplements or vitamins?
	
	

	If YES, please list below (include dosage and timings):


	
	

	Does your child experience constipation?
	
	

	Does your child experience recurrent urinary tract infections?
	
	

	Does your child have recurrent tonsillitis or throat infections?
	
	

	Does your child have a history of more than three chest infections requiring treatment with antibiotics over the past year?
	
	

	Has your child had any investigations to help better understand their eating, drinking and swallowing skills?
	
	

	
If YES, please list investigations and the dates that they took place below:



	
	

	Are any other professionals involved in your child’s care?
	
	

	If YES, please list below:



	
	



	Initial Concerns
	
	

	When did you first become concerned about his/her eating, drinking, swallowing skills?


Please describe your initial concerns?




	Biting, Sucking, Chewing and Swallowing Difficulties
	Yes
	No

	I have significant concerns about his/her sucking, biting, chewing and swallowing skills  
	
	

	
	
	

	*If NO significant concerns – no need to complete the rest of this section
	
	

	S/he excessively dribbles all the time, more than expected for his/her age?
	
	

	When eating and/or drinking, s/he: 
	coughs
	
	

	
	gags / wretches
	
	

	
	chokes (stops breathing and turns blue)
	
	

	
	gasps for breath
	
	

	
	has a wet, gurgly voice or breathing
	
	

	
	has food/drink coming out of his/her nose
	
	

	
	arches or stiffens his/her body
	
	

	
	dribbles a lot of food/drink out of his/her mouth
	
	

	
	has a lot of food left in his/her mouth after eating
	
	

	S/he can bite off smaller pieces of food, e.g. a piece of toast
	
	

	S/he chews foods as expected for his/her age
	
	

	Where you indicated YES, please give details of what foods/drinks this tends to happen with and how often it happens: 








	Other comments or examples that you would like to share about his/her sucking, biting, chewing and swallowing skills (please provide detail below)










	Any other comments or information that you’d like to share regarding your child’s eating, drinking and swallowing skills, e.g. range of food s/he will eat, mealtime behaviours, etc.









	Things you are doing to help them
	
	

	Is there anything that you find useful at home and/or nursery for supporting their eating, drinking and swallowing difficulties?  If YES, in what way and how often? 

	























	Impact  
	
	

	How do the above difficulties affect the child and/or daily life? 

	




















	Hopes and Expectations
	
	

	What do you hope to gain from this referral? 

	



	Any other relevant information:



















	[bookmark: _GoBack]Consent to referral 

Written or verbal consent from parent is required before referral can be accepted
I consent to my child being referred for speech & language therapy. NB This may include sharing information with relevant health, social care and/or educational professionals:


	Signed consent
Parent signature:

Parent name:                               
	

Date given:

	Verbal consent
	

	Parent name:
	
	Date given:



	Referrer details & contact info

	Date form completed:
	
	

	Full Name:  
	Job Title: 

	Address:


	

	Phone number/s: 
	

	Email address:
	



	Ethnic Origin
	Please tick to indicate which applies to the child you are referring

	Asian or Asian British - Bangladeshi
	
	Asian or Asian British - British
	
	Asian or Asian British – Caribbean Asian
	

	Asian or Asian British - East African Asian
	
	Asian or Asian British - Indian
	
	Asian or Asian British - Kashmiri
	

	Asian or Asian British - Mixed Asian
	
	Asian or Asian British - Pakistani
	
	Asian or Asian British - Punjabi
	

	Asian or Asian British - Sinhalese
	
	Asian or Asian British - Sri Lanka
	
	Asian or Asian British - Tamil
	

	Asian or Asian British - Any other background
	
	Asian or Asian British - Other/Unspecified
	
	
	

	Black or Black British - African
	
	Black or Black British - British
	
	Black or Black British - Caribbean
	

	Black or Black British - Mixed
	
	Black or Black British - Nigerian
	
	Black or Black British - Somali
	

	Black or Black British - Any other background
	
	Black or Black British - Other/Unspecified
	
	
	

	Mixed - Asian and Chinese
	
	Mixed - Black and Asian
	
	Mixed - Black and Chinese
	

	Mixed – Chinese and White
	
	Mixed - White & Asian
	
	Mixed - White & Black African
	

	Mixed - White & Black Caribbean
	
	Mixed - Any other mixed background
	
	Mixed - Other/Unspecified
	

	Other Ethnic Groups - Arab
	
	Other Ethnic Groups - Chinese
	
	Other Ethnic Groups - Filipino
	

	Other Ethnic Groups - Iranian
	
	Other Ethnic Groups - Israeli
	
	Other Ethnic Groups - Japanese
	

	Other Ethnic groups - Korean
	
	Other Ethnic Groups - Kurdish
	
	Other Ethnic Groups - Latin American
	

	Other Ethnic Groups - Malaysian
	
	Other Ethnic Groups - Maur/SEyc/Mald/StHelen
	
	Other Ethnic Groups - Moroccan
	

	Other Ethnic Groups - North African
	
	Other Ethnic Groups - Other Middle East
	
	Other Ethnic Groups - South/Central American
	

	Other Ethnic Groups - Vietnamese
	
	Other Ethnic Groups - Any Other Group
	
	
	

	White - Albanian
	
	White - All Republics of former USSR
	
	White - Bosnian
	

	White - British
	
	White – Cornish

	
	White - Croatian
	

	White - Cypriot (part not stated)
	
	White - English
	
	White - Greek
	

	White - Greek Cypriot
	
	White - Gypsy/Romany

	
	White - Irish
	

	White - Irish Traveller
	
	White – Italian

	
	White - Kosovan
	

	White - Mixed White
	
	White - Northern Irish

	
	White - Other European
	

	White - Other Republics of former Yugoslavia
	
	White - Other/Unspecified
	
	White - Polish
	

	White - Scottish
	
	White – Serbian

	
	White - Traveller
	

	White - Turkish
	
	White - Turkish Cypriot

	
	White - Welsh
	

	White - Any other background
	
	
	
	
	

	Any Other Group
	
	Unable to choose
	
	Prefer not to say

	



	Please return completed referral form to: 
Children’s Speech and Language Therapy,
Appointment and Referrals Coordinator,
Your Healthcare, Hollyfield House, 22 Hollyfield Road, Surbiton, Surrey, KT5 9AL

Email: sltchildren@yourhealthcare.org    
Tel: 020 8274 7814

Emailing correspondence is not secure and may encounter data breach risk.  Your Healthcare accepts no liability for any data breach if the email option has been chosen.



  Children’s SLT Team      Tel: 020 8274 7814     		 Email:  sltchildren@yourhealthcare.org 
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