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SPEECH AND LANGUAGE THERAPY REFERRAL FORM  
 
 
Name of Child: ___________________________________________(M/F)     dob: _________________ 
 
Address: _____________________________________________________________________________ 
 
__________________________________________________________Tel: _______________________ 
 
NHS No.  _______________________  E mail address (parent): _______________________________ 
 
School: ________________________________________________ Year Group: ____________________ 
 
Class teacher: ___________________________________________ Age: _________________________ 
 
 
 
 
GP: ____________________________________________________ Tel: _________________________ 
 
EHCP/School Support (please circle) 
 
What languages are spoken at home? _____________________________________________________ 
 
If English is not the home language… please complete attached background sheet. 
 
 
How long has the child been exposed to English? _____________________________________________ 
 
Has a home language assessment been carried out?  YES   NO      Date: __________________ If less than 3 years exposure please complete home language screen  
 
Is an Interpreter required? 	 	 	 	  YES   NO 
 
Ethnic Origin: _______________________________________________ 
 
Results of latest hearing check: __________________________________ Date: ____________________ 
 
 
Does the child have a medical diagnosis? 	 	 	 YES   NO 
 
(Pleasespecify) 	_______________________________________________________________________ Have any of the following professionals been involved? (Please attach copies of any reports).


 
 
	 
	NAME 
	TYPE OF SUPPORT 

	Teacher of the Deaf 
 
Teacher for Children with Visual Impairment 
 
Advisory Teacher Autistic Spectrum 
 
	 
	 

	
	 
	 

	
	 
	 

	Educational Psychologist 
	 
	 

	Paediatrician 
	 
	 

	CAMHS 
	 
	 

	Physiotherapist/Occupational Therapy Therapist 
	 
	 

	Other 
	 
	 


 
Is the child known to Social Services?    YES   NO ……………………………………………………… 
 
Has the child seen a Speech and Language Therapist before? 	  YES 	  NO 
 
If yes, please give any details: _____________________________________________________________ 
_____________________________________________________________________________________ 
 
Reason for this referral: ________________________________________________________________ 
_____________________________________________________________________________________ _____________________________________________________________________________________ 
 
I agree to my child being referred for Speech and Language Therapy consultation. 
 
 
Parent’s signature: 	___________________________________________ Date: ___________________ 
 
Inclusion Leader/SENCO/ 
Head teacher’s signature: ________________________________________ Date: ___________________ 
 
 
Please note: The initial consultation will involve a meeting with a member of school staff to discuss advice and strategies. 
*Please attach:  
	 	Schools Communication Checklist signed by SLT:       YES 
 
Please note referrals will not be accepted without this information 

Thank you for completing this form.  If you have any questions call us on 020 3911 6985
 
 
	 

Collecting Background Information for EAL Families 
 
Please complete relevant questions for referrals to Speech and Language Therapy Service where English is an Additional Language. 
 
 
Child’s Name: ______________________________________________________ DOB: ______________ 
 
School/Nursery:______________________________________________________Date: _____________ 
 
 
1. Please give family’s ethnic origin if not previously stated:  ________________________________  
 
 
2. Place and country of birth: _____________________________________________________________ 
 
 
3. If not U.K., then how long has he/she been in this country? ___________________________________ 
 
 
4. What language(s) do the parents/adults/relatives speak to each other? __________________________ 
 
__________________________________________________________________________________ 
 
 
5. What language(s) do the parents/relatives speak to the child?_________________________________  
 
__________________________________________________________________________________ 
 
 
6. What language(s) does the child respond in to parents/relatives? __________________________ 
 
__________________________________________________________________________________ 
 
 
7. What language(s) do the children use to speak to one another? _______________________________ 
 
 
8. In their (the parents’) opinion, are the child’s language skills the same in all languages? ____________ 
 
__________________________________________________________________________________ 
 
 
9. Which language do you feel is his/her main language? ______________________________________ 
 
 
Please provide any additional information on child’s language skills in home language, e.g. from discussion with parents / informal assessment in school by staff speaking same language. NB For children exposed to English for 3 years or less the SLCN home language screening assessment must be completed by school and returned with the referral.  

 

 

 Thank you for completing this form.  The information will greatly assist with the processing of referrals.
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