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NEURO COMMUNICATION CLINIC REFERRAL FORM 
	Name of Child:                                                                                                       D.O.B:

Address:

Telephone No:

NHS Number:
G.P:
School/Nursery:
Name of carer and relationship to child:                                   Date carer permission given for referral:
Name, designation and contact details of referrer:


	

	Developmental / Medical / Surgical History (include diagnosis, investigations, interventions and medications)
Reason for referral (include summary of SLT input to date, impact and specify reason for referral)



	Does the child have additional support?
Does the child have an Education Health and Care Plan?       Y / N *
Other Agencies Involved: 

Please enclose copies of reports from any of the above agencies and other relevant information.
                                                                                                                                                                                P.T.O


Please summarise strengths and concerns in the areas below
	Listening and attention and Play 


	Understanding of language 


	Expressive language (include details of AAC)


	Speech sounds 


	Voice e.g. Does the child have a persistently hoarse voice?



	Social interaction e.g. Is the child struggling to follow group interactions/make friends?



	Other abilities (include educational attainment)


	Parental concerns/comments


Thank you for completing this form. The amount of information and detail included will expedite the referral process.

Please send this form to:
Anne Breaks Consultant Speech and Language Therapist





4th Floor Becket House





Evelina London 




St Thomas Hospital

Westminster Bridge Road

London

SE1 7EH




Mobile: 07585998843      Email Anne.breaks@nhs.net
