Handwritten referral forms will be rejected
Newham Community Health Services
Adult Speech and Language Therapy

East Ham Care Centre, Shrewsbury Road, London, E7 8QP 			        Phone: 020 8475 2080
	**Please fill in the exclusion criteria checklist below in full, for your referral to be accepted**

	Exclusion Criteria
1. Is the service user aged under 18 years?
2. Does the service user live outside Newham?*
       Please check borough here:  Find your local council - GOV.UK (www.gov.uk)
3. Does the service user have a GP outside Newham?
4. Does the service user have a Primary Diagnosis of Stroke/Neurological condition?
5. Does the service user need Voice Therapy?
6. Does the service user have Head and/or Neck cancer? Or H&N trauma?
7. Does the service user have a diagnosis of Severe/Profound Learning Disability? 
8. Does the service user have Developmental (Childhood) Stammering?
9. Does the service user have a Primary Diagnosis of Mental Health Difficulties impacting engagement?
10.  Does the service user have a Profound Hearing Impairment requiring communication support?
11.  Does the service user have Congenital / Developmental (childhood) Speech, Language, and Communication Difficulties?
12.  Does the service user have Dyslexia / Dyspraxia?
	Yes  /  No
 ☐       ☐
☐       ☐

☐       ☐

☐       ☐
☐       ☐

☐       ☐
☐       ☐

☐       ☐
☐       ☐

☐       ☐

☐       ☐

☐       ☐

	***IF YOU HAVE ASWERED YES TO ANY OF THE ABOVE, PLEASE REFER TO THE LAST PAGE 
FOR THE APPROPRIATE SLT SERVICES,  PRIOR TO COMPLETING THIS FORM***

	Patient  Details (all fields mandatory)
	Referrer Details

	Title/Full Name
	
	Title/Full Name
	

	DOB
	
	Job Role 
	

	Address
	
	Address
	

	NHS Number
	
	
	

	Telephone
	
	Telephone
	

	Email address
	
	Email
	

	Next of kin details 
	GP details 

	Name
	
	Named GP
	

	Relationship 
	
	Address 
	

	Telephone 
	
	Telephone
	

	Mobile
	
	Mobile
	

	Email 
	
	Email
	

	Has DNAR been completed?
	Yes – No

	Care Agency (if applicable)

	Name
	
	Telephone number
	

	Package of Care details
	

	Informal Carer
	

	Does the patient have an appointed 
Power of Attorney for health? 
	Yes – No 
If Yes:
Name  
Contact number of PoA for health

	Language 	

	Interpreter required
	☐  Yes    ☐      No
	Preferred Language:

	Accessibility 
	Can the patient attend an outpatient clinic?     ☐  Yes    ☐      No

	
	Can the patient access a virtual appointment? ☐  Yes    ☐      No

	Other Health Services
	Currently known to any other services?             ☐  Yes    ☐      No – Specify:

	Safeguarding concerns
	If so, please give details:



	Medical information

	Medical history and diagnoses 
	

	Hearing impairment
	☐  Yes    ☐      No

	Visual impairment
	☐  Yes    ☐      No

	Mobility issues
	☐  Yes    ☐      No – Specify: 

	Has the patient consented to the referral? 
	☐  Yes    ☐      No – Lacks capacity, and referred in patient’s best interest ☐            



	Reason for referral (click on the box to check  it)

	☐ Swallowing (if so, then complete section 1 below).
☐ Communication (if so, then complete section 2 below).



	Section 1 - Swallowing

	Reason for referral and 
nature of swallowing 
difficulties
	


	Has this individual had a recent or any recurrent chest infections?  ☐  Yes      ☐   No
If Yes, state when:
Has this individual had any recent weight loss?  ☐  Yes      ☐   No

	Please tick  all that apply.  Please specify whether it applies to eating, drinking, and/or both:

	Coughing
 

☐Yes
☐No
	Throat clearing
 

☐Yes 
☐No
	Wet voice/ breath sounds

☐Yes
☐No
	Shortness of breath 

☐Yes
☐No
	Holding bolus in the mouth

☐Yes
☐No
	Feeling of food sticking in throat / chest
☐Yes
☐No
	Other:


	Frequency of above signs 
	☐  Every mouthful 
☐  Most meals multiple times a day 
☐  More than once a week, less than daily 
☐  Occasional occurrence 

	Level of distress

 
	☐  No distress 
☐  Mild distress 
☐  Moderate distress 
☐  Severe distress

	Current oral intake (please check all that apply, click on box to check it ):


	☐ Regular diet
☐ IDDSI Level 7 Easy Chew
	☐ Thin Fluids

	☐ IDDSI Level 6 Soft and Bite-sized
	☐ IDDSI Level 1 Slightly Thick Fluids

	☐ IDDSI Level 5 Minced and Moist
	☐ IDDSI Level 2 Mildly Thick Fluids

	☐ IDDSI Level 4 Pureed Diet
	☐ IDDSI Level 3 Moderately Thick Fluids	


	☐ NBM with PEG
	☐ On Risk Feeding Pathway (Documented)



	Section 2 - Communication

	Please check all that apply (click on box to check it )

	☐ Language difficulties (e.g. dysphasia, word finding difficulties)

	☐ Unclear/ unintelligible speech (e.g. dysarthria)

	☐ Other

	Reason for referral and 
nature of communication 
difficulties 
	


	Further information:                                                                                                                                             
☐ New/sudden communication concerns
☐ Recent SLT Assessment / Treatment input
☐ Able to understand basic information
☐ Able to express basic needs 
☐ Reliably able to call for help 
☐ Has communication strategies / AAC in place 
☐ Individual / carers are distressed by communication difficulties
☐ Requires support for return to work / education 

	Does the individual have any communication goals?




	Risk Assessment – circle the appropriate response

	1. Living Circumstances – Alone - With family/friends – Other 
If Other, please specify:

2. Housebound – Yes – No

3. Able to open door – Yes – No 
If No, please provide details of contact person to arrange access:

4. Environmental Risk - (e.g. Lone worker risks, inadequate lighting in area, secluded location, pets)

5. Previous or current experience of mental health issues? Yes – No
If Yes, please specify:

6. Previous or current suicidal ideation/attempt/self-harm? Yes – No
If Yes, please specify:

7. Known to Mental Health Services? Yes – No
If Yes, please specify:

8. History of violence/aggression towards others? Yes - No
If Yes, please specify:

9. Current expressions of violence / aggression / threatening behaviour? (either by patient or others living at the same address) Yes – No
If Yes, please specify:

10. Allergies – Yes – No 
If Yes, please specify:

11. Active Infectious Diseases – Yes – No
If Yes, please specify:


	Hospital Discharge Referral

	Planned Discharge Date:

Discharging Ward:



Please return a fully completed form to: elft.sltadults.newhamcommunity@nhs.net
Please ensure that all parts of this form have been completed as 
incomplete referrals will be returned to their original sender for completion.

	Contact Details for other SLT Teams

Please note we can only accept referrals where the patient has a Newham GP and lives in Newham.*If they live outside of Newham, they must be able to attend Clinic at East Ham Care Centre, or access virtual consultations. 

For individuals with a primary diagnosis of stroke or other neurological conditions, please refer to the Community Neuro Service > elft.communityneuroservice.newham@nhs.net 

For individuals with Head and Neck cancer, Laryngectomy and/or Voice Disorders, or other H&N trauma, please refer to Barts Health, Head and Neck Service > bhnt.headandneckslt@nhs.net 

For individuals with a severe/profound Learning Disability, please refer to the Newham Health Team for Adults with Learning Disabilities > elft.Newham-Learning-Disabilities@nhs.net 

For individuals with a hearing impairment, please refer to UCLH Royal National Ear, Nose and Throat Hospital > uclh.adultslt@nhs.net

For Child / Paediatric services, please refer to the Speech and Language Therapy Early Years, Child & Adolescent Services > elft.children.slt1@nhs.net 

For individuals with a Primary diagnosis of a mental health condition requiring specialist intervention, please refer to Psychiatry / Psychological Therapies

For individuals seeking support with Stammering and Dysfluency please consider City Lit, Michael Palin Centre, stamma.org



For Congenital / Developmental (childhood) speech and communication difficulties, e.g. Global Developmental Delay, Childhood Apraxia of Speech please consider Private SLT.

For Dyslexia or Dyspraxia difficulties, please consider the British Dyslexia Association and Dyspraxia Foundation.

For Individuals with Tracheostomies, please refer to local ENT service.

We are unable to accept referrals for:

· When there is no clinical indication for input (i.e. no observed / reported difficulties; compliant with recommendations).

· Chronic communication impairments, with poor compliance to previous advice / engagement in therapy.

· Previously seen for communication needs and assessed as having no potential for change with input / no ability to access AAC.

· Recently discharged from hospital with SLT recommendations in place and stable.

· On modified diet / fluids with no clinical indication for input or review.

· Patients on Eating and Drinking at Risk (EDAR) with no clear aim for input / no clinical indication for Community SLT.

· Inpatient mental health wards (Newham, Tower Hamlets, City & Hackney)




1

