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HEALTH SERVICE EXECUTIVE
SCHOOL-AGED CHILD SPEECH AND LANGUAGE THERAPY REFERRAL FORM for West Cork 
This form is to be used by schools to refer children to the HSE SLT Service

Please complete ALL sections in full, incomplete forms will be returned

Signed consent must be obtained from the child’s parent(s)/guardian(s)


Section 1: Contact Details


Child’s Name:		________________________________________ 

Gender:				Male □           Female □

Date of Birth:				________________________________________

Address:				________________________________________ 

                                           ________________________________________

Telephone Number(s):                  ________________________________________

GP:                                               ________________________________________

Home Language(s):                      ________________________________________ 

Is this child multilingual?               	Yes □     No □
If yes, how long has the child been exposed to English? _____________________

Are there parental concerns about the child’s  speech/ language/communication skills  in their first language? 

___________________________________________________________________

_________________________________________________________________






School:    ________________________________________

Principal:   ________________________________________

Class:    ________________________________________

Class Teacher:			________________________________________

School Telephone Number:	________________________________________

School Email Address:		________________________________________

Name of referrer (please print):	________________________________________



Please complete sections 2, 3 & 5 in consultation with the child’s parents/guardians

Section 2: Parent/Guardian Details

Parent 1 Name: 			________________________________________

Parent 1 Address: 			________________________________________ 
(if different from child’s above)
                                                      ________________________________________ 

Telephone Number(s):		________________________________________

Parent 2 Name:			________________________________________

Parent 2 Address:			________________________________________ 
(if different from child’s above)
                                                      ________________________________________  

Telephone Number(s):		________________________________________

Or

Legal Guardian’s Name:		________________________________________

Legal Guardian’s Address:		________________________________________

If the child is in foster care 		________________________________________
please give the name of the 
child’s Social Worker:


Have parents had concerns 	Yes □           No □
about their child’s speech, 
language and/or communication 
development?

If yes, please give details:		________________________________________

					________________________________________

					________________________________________
 
What are the current concerns? ________________________________________

					________________________________________

					________________________________________


Section 3: Previous/Current Inputs

Has the child been referred to 	Yes □           No □
or attended Speech & Language 
Therapy before? 

If yes, please give details,	_______________________________________		           		________________________________________
   		        
Has the child been referred to	              Yes □           No □
or been assessed by the National 
Educational Psychology Service? 
If yes, please  attach the  report. 	 _______________________________________
					














Other Agencies currently involved with this child (eg: Paediatrician, Audiologist, Community Medical Doctor, Public Health Nurse, Physiotherapist, Occupational Therapist, Childrens Disability Network Team, CAMHS)

	
	Name
	Address
	Telephone

	1.
	
	
	


	2.
	
	
	


	3.
	
	
	


	4.
	
	
	


	5.

	
	
	

	6.

	
	
	

	7. 

	
	
	

	8.

	
	
	



Section 4: School Details

What are your concerns regarding   ______________________________________
this child’s speech/language          
and/or communication skills?           ______________________________________

					   ______________________________________
 
					
	Does/Is the child:
	Yes/No
	Examples

	unintelligible to peers and teachers
	
	

	omits sounds from words or have difficulty saying specific sounds *
	
	

	have consistent difficulty understanding simple instructions without prompting
	
	

	have consistent difficulty understanding questions
	
	

	have consistent difficulty recalling information from a story
	
	

	have consistent difficulty understanding verbal concepts
	
	

	have consistent difficulty understanding long instructions
	
	

	have consistent difficulty following conversations
	
	

	use sentences of three to four words
	
	

	Does/Is the child:
	Yes/No
	Examples

	use sentences of five words or more
	
	

	use long sentences which combine two or more ideas
	
	

	use correct grammar

	
	

	hold short conversations

	
	

	retell simple stories

	
	

	participate in group discussions

	
	

	Are these skills improving?

	
	




What are the child’s strengths? 	________________________________________

                                                      ________________________________________ 
 
 
Please comment on the 		_______________________________________
child’s social communication:	
                                                      _______________________________________

                                           ________________________________________


Please comment on the 		________________________________________
child’s academic achievement:	
                                           ________________________________________

                                                      ________________________________________


Please describe how the child’s	________________________________________ 
speech/language/communication 
difficulties are affecting the 	________________________________________
child’s communication in school:
                                                      ________________________________________

					________________________________________

Please describe how the child’s 	________________________________________
speech/language/communication 
difficulties are affecting the 	________________________________________
child’s learning in school:
					________________________________________

What strategies have you used	________________________________________ 
that have been effective in 
supporting the child’s 		________________________________________
speech/language/communication 
in school? 				________________________________________

					________________________________________


Please give details of any 		________________________________________
standardised assessments that 
have been carried out: 		________________________________________
	
					________________________________________



Is the child receiving Special Education Teaching (SET) ?	 Yes □           No □

Date of commencement:		_________ Number of hours: _______________

Name of SE Teacher:		________________________________________


Section 5: Parent/Guardian Consent
1. I consent to my child (please print name) __________________________ being referred by School to the HSE Speech & Language Therapy Department.
 YES   □    NO □

2. I consent to School staff consulting with and providing relevant reports on my  child  to the Speech & Language Therapy Department. YES   □   NO 

 3. I consent to the Speech & Language Therapy Department contacting the  professionals listed above in regards to my child.   YES   □     NO □
.
Name of Parent/Guardian:	 _______________________________________
(please print clearly)

Signature: ________________________________________  Date: ____________






Eligibility & Suitability of Referrals to Primary Care Speech & Language Therapy 

· There is no upper or lower age limit for eligibility to receive Primary Care Speech & Language Therapy service.
· Clients do not need to have a medical card to access the Speech & Language Therapy service.
· Clients who are under the care of a specialist service are not eligible to simultaneously access Primary Care Speech and Language Therapy Service e.g WCCDNT, CAMHS
· All referrals to Primary Care Speech & Language Therapy are screened for eligibility and suitability. The referral will be accepted if it meets the eligibility criteria. 
· If the referral does not appear to be appropriate to the Speech & Language Therapy based on the referral information, you will be contacted by a Speech & Language Therapist and requested to provide further details. A referral to a more appropriate service may be recommended and discussed with you.






Please return the completed form by post to: 

Speech & Language Therapy Department 
Coolnagarrane
Skibbereen 
Co. Cork 
Eircode: P81 HC43


                  If you have any referral queries, please phone: 028 40433
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