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(Please complete all sections of the form. Incomplete forms will be returned)

NAME:	____________________________________________      D.O.B.	_______________________________
ADDRESS: __________________________________________	SCHOOL:______________________________
___________________________________________________	CLASS:	_______________________________
___________________________________________________    G.P.:  ________________________________
TELEPHONE:  Home: ___________________________  	Mobile: _____________________________________
PARENT EMAIL ADDRESS: ____________________________________________________________________
PLEASE DESCRIBE PROBLEM: __________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
HOW CONCERNED ARE PARENTS? _____________________________________________________________
HOW AWARE IS CHILD? ______________________________________________________________________
WHAT IS THE CHILD’S MAIN LANGUAGE?: _________			_____________			____
ANY BEHAVIOURAL/MANAGEMENT PROBLEMS? _________________________________________________
ANY RELEVANT DEVELOPMENTAL/MEDICAL HISTORY?_____________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
OTHER SERVICES ATTENDED:
	SERVICE
	DATES
	OUTCOME(Please provide reports)

	Hearing test
	
	

	ENT examination
	
	

	Psychology
	
	

	Speech & language therapy
	
	

	Psychiatry
	
	

	Medical consultant
	
	

	Other e.g. Assessment of Need
	
	


Printed names – please print information clearly:
Parent/ Guardian________________________  	Date: _____________________

Referral agent __________________________		Date: _____________________
Referral agent address: ___________________________________________________________________
Signatures:
Parent/Guardian	_____________________	Date: _____________________	

Referral agent	__________________________		Date: _____________________
Send completed forms to: Paediatric SLT Department, City Lodge, The Old Meath Hospital Campus, Heytesbury Street, Dublin 8. Email: slt.dublinsouthcity@hse.ie Tel: 01 795 8171
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