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REFERRAL FOR CHILDREN’S DYSPHAGIA SERVICE
Please return with all sections completed to: Speech and Language Therapy Referrals Dept:  
The Loft - referrals  Tel: 020 8687 4795)  
The Wilson Hospital, Cranmer Rd, Mitcham, CR4  4TP        
FAX 020 8687 4341 or Generic SLT email address - CLCHT.PaedSALTMerton@nhs.net
	Name:


	DOB:

	Address:

Post Code:
	Telephone:

Mobile:

	Parent/Carer Name:


	Ethnicity:

	GP:


	School/Preschool:

Year Group:


	Referrer Details

	Name:

(please print)
	Profession:

	Signature:


	Date:

	Parental consent to referral?
	Please circle:    yes                 no


	Other Specialist Involvement (e.g. Paediatrician, , Physio, Occupational Therapy Inclusion Manager, Social Services, Dietician, Portage, External consultant - Respiratory, ENT  and place seen eg; Brompton/ Evelina London, GOSH)


	Profession
	Name
	Details

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Is there a suspected or confirmed medical diagnosis:
	Please circle:                 Yes               No

Please describe



	Is there a CAF in place:
	Please circle:                 Yes                No



	Is there a Child in Need or Protection Plan:
	Please circle:                 Yes                No



	Language(s )spoken at home:
	Please specify:



	The family will need to give a detailed case history to the therapist.  Is an interpreter needed ? 
	Please circle:                  Yes               No

	Is there a suspected or confirmed medical diagnosis:
	Please circle:                 Yes               No

Please describe




	Referral Information

	Young person’s understanding of spoken language
	
	

	Young person’s expressive language i.e.  using vocabulary and sentences


	
	

	How do you feel the swallowing difficulties are affecting the child and/ or family?
How concerned is the parent or carer?


	What strategies have been tried to help these difficulties? ( e.g. attendance at Children’s centre session for Messy Play etc)



	When making your referral please note the following:

Merton Children’s Speech and Language Therapy Service is able to advise and support families in helping to develop their children’s understanding and practical support around swallowing.

We are a targeted service and as such cannot provide a universal screening service to all children.  In order to identify how and if SLT can support this child’s needs we therefore ask you to give us clear information about the child’s development.
Referrals must meet our commissioning criteria and include clear evidence of severe or significant difficulty. Our commissioning criteria are as follows:

Merton Children’s Dysphagia Service is commissioned to accept referrals from the following categories of children and young people:

· Children and young people (0-19years) who have Dysphagia identified as part of their recognised health needs
· Children who do not attend special school ( these students are supported by the identified MDT in the school)
· ALL CHILDREN REFERRED MUST HAVE A MERTON GP
We currently do not accept referral for Avoidant / Restrictive Food Intake Disorders (Behavioural Eating)



REFERRAL FOR CHILDREN’S DYSPHAGIA SERVICE
	CLINICAL FACTORS

	Current method of eating and drinking: (please circle)
	Oral
	Non-oral NG/ gastrostomy 
	Combination – please describe



	Is the child experiencing difficulty with: (please circle)
	Fluids ( liquids)
	Solids ( Food)
	Both


	Does the child?
	Yes or no
	Comments

	Lose fluid/food from mouth
	
	

	Cough
	
	

	Choke
	
	

	Gag on textures
	
	

	Refuses to eat
	
	

	Regurgitate (including down nose)
	
	

	Vomit
	
	

	Have difficulty chewing
	
	

	Aspirate?
Eg; food/ drink going into the lungs
	
	Please attach last VFSS report


	Does the child have difficulty gaining weight?
	 Please circle:    yes                   no

	Has had the child had any chest infections in the last 6 months? 
	Please circle:     yes                   no

	Does the child have any respiratory difficulties?
	Please circle:     yes                   no



Other relevant medical history/issues relating to the child or young person ( e.g. current health, diagnoses, medication e.g. for reflux, supplements, antibiotics for chest infections, and copy of last)











