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CHILDREN’S SPEECH AND LANGUAGE THERAPY REFERRAL FORM

	Prior to completing this form please read the following points;
1. Please consult the Leeds Speech and Language Therapy Service Guidelines for Referral for Children aged 0-19 to ensure that your referral is appropriate. The guidelines can be located in the referrals section of our website at: www.leedscommunityhealthcare.nhs.uk/cslt  
2. Health professionals (including GPs) who use SysmOne should access the referral via SystmOne.
3. All other GPs and professionals can complete the form below and send to the CSLT secretaries at the address at the end of the form.
4. Parents/Carers need to complete all the shaded sections with as much detail as possible. 
5. For Re-Access to the CSLT services please provide brief details in section B of your current concern.


	In order for this referral to be accepted parental consent has to be obtained by the referring professional

	Concerns about SLCN discussed with parent/carer and consent for referral obtained. Education settings MUST also obtain a signature.
	DATE
	
	Parent/Carer Signature
	

	Parent/Carer gives consent for Students SLTs undertaking training may be present at the SLT appointment.
	YES
	
	NO
	

	Parent/Carer gives consent to receive SMS text messages from CSLT e.g. appointments, patient experience of the service. 
	YES
	
	NO
	


	Section A: Please provide as much detail as you can as incomplete referrals will be rejected.

	Is this a NEW referral or a request to REACCESS the CSLT service? 
	RE-ACCESS 
	
	New Referral
	

	Education settings: Is this a referral to your Traded SLTs caseload?
	YES
	
	NO
	

	FIRST NAME:
	
	SURNAME:
	
	Also known as:
	

	NHS NO:
	
	DOB:
	
	GENDER:
	Male/Female

	ADDRESS:
	

	
	
	POSTCODE:
	

	CONTACT TEL NOs:
	HOME:
	
	MOBILE:
	

	PARENT/CARER NAME(S):
	
	RELATIONSHIP:
	

	Details of Early Years or Education Provision that the child or young person is currently attending. 

	SETTING NAME:
	

	SETTING ADDRESS:
	

	SETTING TEL NO:
	
	
	

	DAYS WHEN CHILD ATTENDS SETTING:
	

	GP PRACTICE:
	

	GP ADDRESS:
	

	HV / SCHOOL NURSE NAME:
	

	HV / SCHOOL NURSE BASE:
	
	TEL NO:
	

	Other agencies/professionals involved? 

Please give relevant details:
	

	Are there any safeguarding concerns regarding this child/family? Is a Social Worker involved with the family?
If YES, an SLT will contact the referrer.
	YES
	
	NO
	

	DETAILS OF ANY PREVIOUS SLT INVOLVEMENT.  Please specify:
	

	LANGUAGE(S) SPOKEN AT HOME:
	

	IS AN INTERPRETER REQUIRED?
	FOR PARENT/CARER
	YES
	
	NO
	
	FOR CHILD
	YES
	
	NO
	

	Please include the specific requirements of an interpreter e.g. language/dialect required, gender of interpreter 
	

	For Health Professionals Only: MOST RECENT HEARING TEST INFORMATION:

	DATE:
	
	RESULT:
	

	For Health Professionals Only: MOST RECENT DEVELOPMENTAL CHECK INFORMATION:

	DATE:
	
	RESULT:
	

	KNOWN DIAGNOSED MEDICAL CONDITIONS:
	

	For Education/Childcare Setting Only: 

EYFS / NATIONAL CURRICULUM / PIVATS LEVELS IF KNOWN:
	

	WHAT ARE THE CONCERNS REGARDING THE CHILD’S SPEECH AND LANGUAGE?
	

	HAVE YOU GIVEN/BEEN GIVEN ANY ADVICE?

PLEASE SPECIFY:
	


	Section B: In order for this referral to be processed as quickly as possible please give information in the boxes below as to how the child meets the CSLT referral criteria



	CHILD MEETS REFERRAL CRITERIA IN THE FOLLOWING AREAS (PLEASE DESCRIBE AS APPROPRIATE):

	UNDERSTANDING OF LANGUAGE:
	

	EXPRESSIVE LANGUAGE:
	

	SPEECH SOUNDS:
	

	STAMMERING:
	

	SOCIAL SKILLS AND INTERACTION:
	

	LISTENING AND ATTENTION IN ASSOCIATION WITH ANY OF THE ABOVE DIFFICULTIES:
	

	WHAT IMPACT DO THESE DIFFICULTIES HAVE ON THE CHILD/FAMILY/SETTING?  PLEASE SPECIFY BELOW:

	


	Pre-school children will be offered an appointment at their local clinic. The SLT Admin team may attempt to contact the Parent/Carer by phone to arrange an appointment. If telephone contact is not achieved Parent/Carer will be sent a letter requesting them to contact Children’s SLT Admin to arrange an appointment. The Parent/Carer will have two weeks from receiving the opt-in letter to reply.  If no contact is made within two weeks the child will be discharged.   School age children will be seen in school.

	WILL THE PARENT/CARER HAVE DIFFICULTY USING THE OPT-IN SYSTEM?
	YES
	
	NO
	

	IF YES WHAT IS THE LIKELY PROBLEM?
	

	DETAILS OF REFERRER:

	NAME:
	

	DESIGNATION:
	

	ADDRESS:
	

	E-MAIL:
	

	TELEPHONE NUMBER:
	

	DATE:
	


Please note:

We will contact you if this referral form is not fully completed and/or we require more detail in order for us to be able to process and accept the referral. 

We aim to offer initial appointments within 8 weeks of the Children’s SLT Service receiving this referral.  

SystmOne users should complete the referral form via SystmOne and send a task to Administration, Leeds Community Children’s Speech and Language Service.

All other agencies should complete this from and send to:

CHILDREN’S SPEECH AND LANGUAGE THERAPY ADMIN TEAM, 

Floor 3, Stockdale House, Victoria Road, Leeds LS6 1PF

If you have any queries please contact the Children’s Speech and Language Therapy Admin team - 

TEL: LEEDS (0113) 8433650
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