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Adult Speech and Language Therapy  Care Homes Referral Form
Please fill in all pages as INCOMPLETE FORMS WILL BE RETURNED
	NAME
	
	DOB
	

	Address
	

	Telephone Number
	

	NHS Number
	

	GP & Surgery Address
& Tel No.
	

	Name & address of Referrer
	

	Date of referral
	

	Is GP aware of referral
	Yes/No            If Yes Date:

	Any other Professionals involved
	

	Next of Kin, Relationship and contact number

Is Next of Kin aware of referral?
	



Yes/No

	Lasting Power of Attorney for Health in place?
	Yes/No



	                                 Reason For Referral (please tick as appropriate)

	Swallowing             
	

	Communication
	

	If Swallowing, have you referred to “Swallowing Advice Pack for Nursing , Residential and  Care Homes”                                  Yes/No


If Communication please give more details of problem 






	Medical History
	

	Medication List
	



Symptoms: (please tick as appropriate)

· Problems managing secretions
· Coughing on food/drinks/saliva/medication
· Problems breathing when eating/drinking
· Repeated and/or recent chest infections combined with symptoms of dysphagia
· Wet gurgly voice following eating/drinking
· Client requires upgrade of current diet or fluids
· Client is at palliative stage of their illness and has swallowing difficulties
· Client self-reports a swallowing difficulty
· Other (please give details)

What steps have you already taken to help with this problem? (please tick all that apply)
· Sitting resident upright
· Ensuring resident’s head is central with chin tuck position
· Removing lid from beaker
· Discarded straws
· Using a teaspoon
· Slow rate of feeding
· Sips of ice cold drink offered half an hour before meals
· Reduced distractions (eg TV off, Radio off, quiet environment)

Modified Diet
· Level 6 (soft and bite sized)  
· Level 5 (minced and moist)
· Level 4 (puree)

Thickened fluids
· Level 1 (slightly thick)
· Level 2 (mildly thick)
· Level 3 (moderately thick)
· Level 4 (extremely thick)
· Take tablets with yoghurt (please ensure GP is aware)
· Requested medications in liquid form
· Other (please give details)


How have these steps helped?

Please describe the ongoing concerns.

Dated: 




Form to be emailed to cpm-tr.adultslt@nhs.net
Tel 03307260077
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