*Thank you for taking the time to complete this form. Please note incomplete forms will be returned. *
Speech & Language Therapy Referral Form

(Additional information)

Client’s Name:    _____________________________
Date of Birth:    __________________________

Address:
 _______________________________________________________________________
Completed By: 
_____________________________
Date: _________________________________
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Early Development 
Tell us about when your child started to crawl/walk:  ___________________________________________
Is your child talking yet:  Yes
(
No
(     If, yes, give an example of what your child says: 
______________________________________________________________________________________
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Speech Sound Pronunciation 
Is your child having difficulty pronouncing speech sounds: 
Yes
(
No
(
If yes, what sounds are difficult for them to say: _______________________________________________
______________________________________________________________________________________

How clear is your child’s speech to you and to other family members?    

Very clear
(


Sometimes clear 
(

Never clear
(
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Understanding & Using Language  

Tell me about your child’s understanding of language i.e. does your child follow your words/sentences or does your child need help such as pointing/showing to follow your words? Is it easy or difficult for them? 
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Tell me about the language your child uses i.e. does your child use pointing, single words, short sentences or long sentences to communicate? Is this easy or difficult for your child? 
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

What is the main language spoken at home by the family:  ______________________________________
What other languages are spoken: _________________________________________________________
Stammer

Are there concerns about your child’s fluency (stammer): 
Yes
(
No
( 
If yes, please tell us what has been noticed: __________________________________________________

______________________________________________________________________________________
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Social Interaction and Play Skills
Tell me about your child’s social skills i.e. does your child show an interest in talking to other people? __________________________________________________________________________________
__________________________________________________________________________________

What does your child like to play i.e. Do they play with other children or prefer to play on their own? What are their favourite play activities? 

__________________________________________________________________________________

__________________________________________________________________________________

Tell me about your child’s non-verbal skills i.e. does your child look at you when pointing/talking? 
__________________________________________________________________________________
Tell me about your child’s behaviour: ___________________________________________________
__________________________________________________________________________________

Tell me about your child’s motor skills i.e. how is their balance/co-ordination with activities such as walking/climbing and their fine motor skills such as holding a crayon or brushing their teeth? 
__________________________________________________________________________________

__________________________________________________________________________________
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Other Services
Has your child’s hearing ability been confirmed: 
Yes
(
No
(
If yes, when and by who: _________________________________________________________________

Has your child been referred to another service? 
· Children’s Disability Network Team (CDNT) 


Yes 
(
No      
(
· Assessment of Need                          



Yes 
(
No      
(
· CAMHS Service   
        




Yes 
(
No      
(
· Another SLT service 




Yes 
(
No      
(   
· Hospital Clinic 





Yes 
(
No      
(
· Audiology






Yes 
(
No      
(
        
· ENT   
                 




Yes 
(
No      
(             
· Area Medical Officer (e.g. HSE doctor) 


Yes 
(
No      
(
What do you think might be causing your child’s communication difficulties? 

__________________________________________________________________________________

__________________________________________________________________________________

Please rate family concern for your child’s speech & language ability:   

1_______________________________________5_____________________________________10

Not concerned





         


 Extremely concerned
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What concerns you most about your child’s communication?

___________________________________________________________________________________

___________________________________________________________________________________

What do you think helps your child’s communication?

____________________________________________________________________________________

____________________________________________________________________________________

To make sure the Primary Care Speech and Language Therapy Service can meet your child’s needs, we may contact the people/organisations below.

Date ……………………………………….

I, ……………………………………...parent/carer of ………………………………  understand that at times it may be useful for my child’s speech and language therapist to discuss my child’s progress with other professionals involved with him/her.

I give permission for the speech and language therapist working with my child to share relevant information with other professionals.  These may include:

· Any other speech and language therapist involved (including private SLT) 

· Doctor

· Primary Care Services (Public Health Nurse, Physiotherapist, Psychologist, Occupational therapist, Social worker)

· School staff

· Child and Adolescent Mental Health Service

· Children’s Disability Network Team

· Assessment of Need

Signed ………………………………………………………………………………….

