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SPEECH AND LANGUAGE THERAPY SERVICE                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                           
REFERRAL FOR SPEECH AND LANGUAGE THERAPY
If you are concerned about a child that is 0-6years old please direct parents/carers to their nearest Drop In session.  If you do not have Drop In dates please telephone 01535 295652.  

If the child is 6 years of age please complete this form and return to the  
Speech and Language Therapy Secretary  Keighley Health Centre  Oakworth Road  Keighley  BD21 1SA
	Child’s Name in full

	Date of Birth
                                                             Male/Female           
NHS No                                                                                                                              

	Address                                                                    Telephone Number    Home                                                                        

                                                                                                                       Work


Mobile
Post Code

	Name of Parent/Carer

	General Practitioner/Surgery

	Consultant

	Name of School

	Has child been to Speech and Language Therapy before      Yes/No

	If YES, what help was received?                                               

Advice                                                  (  Individual Therapy                          (                  Monitoring    (
Group Therapy                                     (  Contact with Early Years Setting   (
                                                                                                                                                                     

	Language spoken at home
	Is an interpreter needed  YES (     NO  (

	Hearing Test
	Result - Pass/Fail (please delete as appropriate)

	Reason for Referral

(Please also use appropriate checklist)



	Referrer’s Name
	Designation

	Address                                                                     
Tel


Date                                                                     

	CONSENT

· I fully understand the reasons for this referral

· I agree to this referral

· I agree to assessment information and recommendations about the child’s speech, language and communication being shared between the Service, School staff and Health Professionals

Signature of Person with Parental Responsibility………………………………..………Date………………



        PTO
SPEECH AND LANGUAGE THERAPY SERVICE

REFERRAL INFORMATION

Please complete the appropriate Referral Checklist and return with the referral form

If the child’s home language is not English please indicate if other language(s) are affected

HOME LANGUAGE




            ( YES   ( NO

ENGLISH






( YES
   ( NO

You may need to check this with family/bilingual colleagues

Any other agencies involved​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________________

​​​______________________________________________________________________________
EDUCATIONAL INFORMATION
(If child is in an Educational Setting)

Code of Practice Stage

(Please tick as appropriate) 

Early Years Action
(


Early Years Action Plus    (


School Action

(


School Action Plus
(
Statement

(
Educational Levels

P levels



Foundation state
(

 
Key Stage 3
(


Key Stage 1                (                            
Key Stage 4

        (
Key Stage 2

(




Level/type of support in place_______________________________________________

Thank you for your time completing this form and the Referral Checklist.  The information you have provided will be an invaluable help for planning the most appropriate level / type of intervention.

PLEASE RETURN TO

Speech and Language Therapy Service 

Keighley Health Centre

Oakworth Road

KEIGHLEY

West Yorkshire

BD21 1SA

Incomplete Referral Forms/Early Years Referral Checklists may be returned to the referrer.

Thank you.

FOR ADMINISTRATION PURPOSES ONLY

Date received ……………………………………
( Form fully completed
( Early Years Checklist completed
( Liaison with referrer needed
( Referral accepted and acknowledged within 5 working days

( Further information requested                 

( Clinical Manager
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