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Children’s Speech and Language Therapy
Request for Involvement Form – Swallowing Difficulties


Before returning, please ensure that the request for involvement meets our referral criteria below.

The form can then be returned to the Speech and Language Therapy inbox: 
CCS-TR.slt@nhs.net


The speech and language therapy service accept requests for involvement for children with the following difficulties associated with swallowing:

1) Children at immediate risk of aspiration or choking.
2) Children with a feeding tube.
3) Children who are failing to gain weight due to poor oral intake associated with swallowing difficulties.
4) Children who have persistent swallowing difficulties with a compromised respiratory status

We do not accept the following requests:

1) Children who have avoidant or restrictive food intake (including those diagnosed with ARFID).
2) Children who have been seen previously by our service unless their needs have changed. 

When children are accepted, they will receive an individual package of support (IPoS) appropriate to their needs and this will be discussed at the first appointment during the initial assessment. Some children may require additional packages of support, depending on their needs.


	Child’s Full Name: 

	Date of Birth:
	Today’s Date:

	NHS Number (if known):  
	Age:       y      m
	Gender: M / F

	Address with Postcode:

	Email:

	Home Telephone:
	Mobile:

	Ethnicity:
	Religion: 
	Language:
	Interpreter needed?

	Main carer:

Relationship with child:
	Other carers with parental responsibility:
Name:
Address if different:

	GP Surgery:
	Health Visitor:

	Giving your consent
Parental Consent for SLT referral: Yes ☐  Signature of parent/carer …………………………….
Cambridgeshire Community Services (CCS) NHS Trust would like to send text (SMS) messages for appointment reminders and to share useful health information.
I agree to receive text (SMS) messages	Yes ☐	No ☐
We may offer appointments using video calling; for this we need your current email address. 
I agree to receive emails which could include personal information:	Yes ☐	No ☐
Once any information has left our secure NHS email accounts, the security of the information is your responsibility.
Sharing information:
Are you happy for us to share your child’s record with other health services who are involved with your child’s care?	Yes ☐	No ☐
Are you happy for us to have access to the records held by other health services involved in your child’s care?	Yes ☐	 No ☐
If we need to talk to other professionals involved with your child, e.g. play group or school staff, are you happy for us to share information with them? 	Yes ☐	No ☐


	Education/Preschool/Nursery Setting:

	School Year:

	Other professionals involved
	Please tick and state their name, if known.
Please attached any relevant reports

	Health Visitor (HV)
	☐
	

	Social services (child disability team)
	☐
	

	Education/SEND services
	☐
	

	Paediatrician
	☐
	

	Specialist Nurse/OT/PT/Dietician
	☐
	

	Please describe the main concerns using the table and see referral criteria below

	Reason for referral/Area of concern
	Tick relevant box(es)
	Describe difficulties and any response to previous treatment
	Desired outcome from S&LT involvement

	Is the child at immediate risk of aspiration or choking?
	☐
	

	

	Does the child currently have a feeding tube?

	☐
	
	

	Is the child failing to gain weight due to reduced oral intake associated with swallowing difficulties?

	☐
	
	

	
Does the child have persistent swallowing difficulties with a compromised respiratory status?

	☐
	
	

	Other (please specify)


	☐
	
	

	Referrer details

	Name:
	
	Address:
	

	Job Title:
	
	Telephone:
	

	Email:
	



Please email the form to CCS-TR.slt@nhs.net
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