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SPEECH AND LANGUAGE THERAPY SERVICE REFERRAL
PLEASE NOTE: A referral can only be accepted if ALL sections are completed and written consent from the parent/ carer with parental responsibility for the child is included. Please attach parental consent form.  INCOMPLETE FORMS WILL BE RETURNED.   
Child’s details
	Name of Child 

	
	Date of Birth
	

	Address
	
	Postcode
	

	Contact Numbers 
	

	Parent email 

(the referral cannot be processed without email address)
	

	Parent/ carer name(s)
	

	Do parents/ carers have any literacy difficulties? 

	Yes/ No

	Languages (and dialect) spoken in the home
	
	Interpreter needed? 

	Yes*/ No 

*Interpreter Language:


	GP Name and address
	

	Education setting
(if more than one setting, please provide both, and days attended)
If preschool: add days/sessions attending
	
	Key worker in setting if known
	

	Are there any current safeguarding concerns?      
	Yes* / No *If yes, please provide details as appropriate:



Additional information:
	Other Specialist Services Involved:
	Name of Service/ Professional Involved and their contact details:

	Educational Psychologist
	

	Education Support Services 
E.g. Link Teacher, Teacher of the Deaf, Outreach Support, TESS
	

	Paediatrician 
	

	Other Specialist Health Services
e.g. Physiotherapy, Occupational Therapy
	

	Children’s Hearing Service
	

	CAMHS
	

	Social Services
	

	Other Services Involved e.g. Startwell, Embrace
	


SPEECH, LANGUAGE AND COMMUNICATION DIFFICULTIES
Please provide information in the boxes below as to how the child meets our referral criteria. Only add information to the boxes where you have a concern. Please access our referral guidelines at https://www.wwl.nhs.uk/childrens-salt-about-us
	Please tick below which areas the child is experiencing difficulties with:
	Please provide information as to how the child meets our referral criteria only in the areas that you have ticked.

	
	Attention and listening skills
(if this is the only area where the child meets criteria, the referral will not be accepted. The referrer should consider exploring the child’s eligibility for a referral to the Neurodevelopmental Pathway.)
	

	
	Ability to understand language
e.g. understand words/sentences/follow directions

	

	
	Ability to express themselves
e.g. through the use of spoken language, pointing, gestures, eye gaze, leading an adult, signs, symbols, communication aids.      
	

	
	Clearness of speech
Please provide examples of speech errors that you have noticed


	

	
	Social skills and interaction 
e.g. interaction with adults and peers; conversational skills; non-verbal communication.


	

	
	Stammering


	

	
	Eating and/or drinking skills

If this is the area of concern, please use ‘Eating and drinking Referral Form’
	


	Does the child’s communication skills differ from other areas of development i.e. is their communication development in line with their overall developmental level? 



	What impact do these difficulties have on the child/family/setting? Please give details below.



	Describe the intended goal? What aspect of the child/young person’s speech, language or communication difficulties do you hope will improve in the next 6-12 months?

	Strategies/ interventions currently in place in setting/at home:



	How effective have your interventions/strategies been?



	If referrer is an Educational setting, please indicate if you have staff in place who are able to support/deliver a SLT programme             
Yes / No  * (please circle)

	Additional notes/ information relevant to this referral:



	FOR HEALTH VISITORS/COMMUNITY NURSERY NURSES ONLY:  Please add Wellcomm Tool screen results:

Section child scored green:  ___________
If the Wellcomm Tool was not carried out, please fill in the table below for reason:

Please tick

The child is not in the 2- 2 ½ year age range.
The child is being referred for stammering/ selective mutism/ social communication issues.
The child was unable to comply with direct assessment. Please attach the 2-2 ½ year screening tool instead, if the child was seen for the 2 – 2 ½ y check.



CONSENT FORM

Please note written consent must be obtained from the person with parental responsibility for the child.
CONSENT FOR REFERRAL TO THE SPEECH AND LANGUAGE THERAPY SERVICE

As the parent/ carer with parental responsibility for the child named below, I give consent for:
· My child to be referred to the Speech and Language Therapy Service by the name person below.
· My child to access both a virtual and face to face service depending on their presenting needs and support required during the period of care following this referral.
· The Speech and Language Therapist to liaise and consult with other people involved with my child, in relation to their needs.
· The Speech and Language Therapist to share information with other services involved with my child, in both verbal and written formats.
	Child’s name:


	

	Parent/ carer name:




	

	Signature:





	

	Relationship to child:



	

	Date:






	


Referral made by:
	Referrer’s name:


	

	Signature:




	

	Job title:





	

	Base/ address 
(including postcode)


	

	Telephone contact details:
	

	Email contact details:


	

	Date of referral:






	


What’s next?

Please take a copy and send this referral form via:

1. Email to: wwl-tr.wiganslt@nhs.net
2. Post to: Speech & Language Therapy, The Bungalow, Longshoot Health Centre, Scholes, Wigan, WN1 3NH, 01942 483613/ 4.
The child’s parent/ carer will then receive a letter giving them further information regarding access to an initial appointment with the Speech and Language Therapy service.  
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