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Care Home
Speech and Language Therapy Referral Form
Please complete this form in full as incomplete referrals will be returned.
	Has the Dysphagia Management Checklist been completed prior to referring to our service? 
	No
Yes 

If no, please complete this checklist before referring the resident to our service. Referrals without completing this checklist will not be accepted.

	Patient name: 
	NHS number: 
	Date of birth:

	Current address/postcode:


	Telephone number:

	Name of GP/surgery: 


	Next of Kin name and telephone number: 

	Has the patient consented to referral? 

 Yes 
 Unable to consent 
 No 



	Reason for referral: 

 Communication difficulty (explain) 
 Swallowing difficulty (complete questions below) 


	Has the person been seen by SLT before? 
Please list previous eating and drinking recommendations. If not known to SLT put N/A 


	Diagnosis and past medical history:



	Please give description of the problem/reason for referral:



	What steps have you tried to manage these issues before referring? 

Using the Managing Dysphagia Checklist list the signs/symptoms you have observed as per the document number and note what management strategies have been trialled.  

	How often does the problem occur? 

 Every meal/drink

 Daily

 Several times/week 

	What is the current consistency of fluids? 

 Level 3 moderately thick 
 Level 0 thin                                                                
  Level 4 extremely thick 
 Level 1 slightly thick                                                  
 Level 2 mildly thick 

	What is the current IDDSI diet level? 

 Level 6 soft and bite-sized diet     Level 3 liquidised                                                       
 Level 7 regular easy to chew diet  Level 4 pureed diet                                                    
 Level 7 regular diet Level 5 minced and moist diet                                   

	If you have completed a food/fluid diary please include a summary of the findings (e.g. frequency of coughing, duration of coughing, signs of distress when eating/drinking)

	Has this resident had any confirmed unexplained chest infections in the last 3 months (requiring medication)? 

 No  Yes

If yes, how many? ________________

	Name of referrer:
	Designation: 
	Date of referral:


PLEASE ENSURE YOU HAVE COMPLETED ALL SECTIONS
Please return completed forms to adultsltreferrals@somersetft.nhs.uk
Adult Speech and Language Therapy contact number: 01823 617464
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