                  	                              
	Referral to Speech and Language Therapy- Adult Service
*Please provide all information requested, incomplete referrals will not be accepted*



	Full Name:


	NHs No:




	



	D.O.B
	

	Current Location: 

	
	Address: 
	

	Telephone


	
	Mobile Tel:



Telephone Telephone
	

	Email address

	
	Gender:

	

	Ethnicity

	
	First Language:
    
	




	Interpreter/signer/other required

	Yes   [  ]        No [  ]
	Allergies: 
	

	Primary diagnosis:
   

	
Stroke

Dementia

COPD
	
[  ]

[  ]

[  ]
	
MND

PD 

MS
	
[  ]

[  ]

[  ]
	
Head and Neck cancer

Head Injury 

	
[  ]


[  ]

	
Other (Please specify)


	Other relevant medical history: 
	

	Reason for referral:


	
Swallowing [  ]                          Communication difficulty [  ]                       Voice [  ]

Please give specific detail of difficulties experienced: 
____________________________________________________________________________________________________________________________________________________________________


	[bookmark: _GoBack]Current diet and fluids: (e.g. Pureed or soft and bite sized diet/ mildly/ moderately / Extremely thick fluids)

	




	GP information 

	GP:
         
	
Address:



	Email Address:

	Telephone Number: 


	Relevant Information:


	
Could the patient attend an outpatient appointment
 
	
             Yes [  ]                 No [  ]


	
Does the patient attend a day centre:
If so please specify: (if applicable) 
Location:



Days (please circle):   M      T      W      T      F 

	
If home visit required please specify key safe number/ details (if appropriate):

	
The following information is essential if the patient lives alone or has a diagnosis of dementia:


	Next of Kin/ Carer contact details:
	


	Name:
	


	Relationship:
	


	Telephone Number:
	


	Email Address:
	


	Referrer details:

	Full Name: (Please print) 
	


	Designation 
	


	Address


	

	Telephone
	


	Email Address: 
	





Signed:	____________________________________ 	Date:	____________________________________

Please return completed forms to:
Speech & Language Therapy
1st Floor, Blakenall Village Centre
Thames Road
Walsall, WS3 1LZ
Email address: sltadultdepartment@nhs.net 
Tel: 01922 605400 (opt 3)
FOR OFFICE USE ONLY:
Date received: _________________________	Priority rating: __________________________

