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	WARRINGTON PAEDIATRIC SPEECH AND LANGUAGE THERAPY 
RE-REFERRAL FORM
Please only complete this form if you are re-referring a child who has already been known to Warrington Paediatric Speech and Language Therapy within the last two years

	Before completing this referral please confirm (please circle / delete):
· [bookmark: _Hlk173835709]The recommendations provided at discharge have been implemented as advised Yes / No
· These recommendations are no longer effective  Yes / No
· Evidence of a new communication need is emerging  Yes / No
· The previous episode of care ended within the last two years Yes / No

	Child’s Details

	Child’s first name/s: 
	Child’s family name: 

	Address: 
	Postcode: 

	Gender: 
	DOB:
	NHS No: 

	Tel:
	Mobile: 
	Email: 

	Main language spoken in the home (please specify which dialect):
For children with English as an additional language refer if limited progress is made after 6 months and the child has regularly attended an English speaking environment.

	Interpreter needed: 
Yes / No 
(please circle / delete)  


	Medical diagnosis:


	Child in Care:  Yes / No (please circle/ delete) 
Known to Social services: Yes / no (please circle/ delete)
Previously known: Yes / No (please circle/ delete)

	Social Worker:                                                                  Base:
Tel:                                                                                   Email: 

	Educational Setting

	Name of setting:  



	When do they attend? Full time / Part time (please circle/ delete)

	Does the child have an Education, Health and Care Plan (EHCP)?  Yes / No (please circle/ delete)

	Key people/agencies involved 

	





	Re-referral information

	
What is the reason for the re-referral?










What is the functional impact for the child?













	What do nursery / school hope to gain from this referral?


Does school have staff members in place to support/deliver a SLT programme?              Yes / No

	What do parents / carers hope to gain from this referral?



	What does the child / young person hope to gain from this referral? (if appropriate)



	Are there any difficulties or issues that parents / carers would prefer to discuss without the child / young person being present?



If so, would parents / carers like the SLT to ring them before the initial appointment?     Yes / No 

What day and time is most suitable to phone parents / carers? (Please state a week day and time between 8.30am and 5:00pm) 


	Preferred clinic (please circle / delete)

	Grappenhall                              Sandy Lane (Orford)                                 Wolves

	Any additional issues you need SLT to be aware of (e.g. copies of appointment letters need to be sent to school)






	Referrer Details  

	Referrer’s Name:                                                          

	Role:

	Referrer’s contact address:


	Referrer’s Tel:                                                     
	Referrer’s Email:

	Referrer’s Signature:                                             
	Date:



	Referrer Checklist

	All parts of the referral form have been filled out in full                                                   |_|
Parents are in agreement with referral to Speech and Language Therapy (essential)   |_|
Written parental consent form has been completed and is attached 
· Non Health Professional referrers only (see next page)                               |_|



	
If you would like any help completing this form or if you have any questions please contact the Speech and Language Therapy Team on 01925 946 686.

Please return completed referral forms to: 
Warrington Paediatric Speech and Language Therapy Service,
Health Services at Wolves,
Martin Dawes Stand,
Winwick Road,
Warrington
WA2 7NE





	Consent for Referral to Speech and Language Therapy (Please note written consent must be obtained from the parent/carer with parental responsibility for the child).
FOR NON HEALTH PROFESSIONALS REFERRALS ONLY i.e. education/ nurseries/ Children’s Centres

	
Child’s Name:                                                          D.O.B: 
Confidentiality of my child’s information and consent to sharing of information 
has been discussed with me by _____________________ (print name).                Yes / No (please circle)
I give consent for my child ……………………………………… to be referred to 
the Speech and Language Therapy Service.                                                            Yes / No (please circle)

I give my consent for Warrington Speech and Language Therapy Department to
share all speech and language therapy information, reports and programmes with:
Relevant Health Care staff                                                                                        Yes / No (please circle)
Relevant Education and Children Centre staff                                                          Yes / No (please circle)
Social care staff                                                                                                         Yes / No (please circle)
I give my consent to share information relating to my child’s appointment times
and attendance at appointments with the above people                                           Yes / No (please circle)

I give consent to Speech and Language Therapists to ask the above people for
further information about my child where required, for my child’s Speech and 
Language treatment.                                                                                                 Yes / No (please circle)

I have had the issue of consent explained to me, I understand that I am under no obligation to give consent to any of the above. I have circled where I have given consent. 

I understand that I can withdraw my consent at any time. 


Parent / Carer Name (Print).…………………………………………………………………………………….

Signature………………………………………………………..…….…     Date: .………/……..……/……….

Relationship to child (please state and / or tick below): ……….…………………………………………
                                                                                              Parent
                                                                                              Parental responsibility  
                                                                                              Legal Guardian
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