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COMMUNITY SPEECH & LANGAUGE THERAPY EATING, DRINKING, AND SWALLOWING (EDS) REFERRAL FORM 
This referral form is to be used for referrals to the Eating, Drinking, and Swallowing (EDS) Team ONLY. 
Please note: ALL boxes are mandatory. If all boxes are not filled in the form could be returned, which may delay assessment. 
	Child/Young Person’s Details

	Child’s Name:
	
	DOB:
	

	NHS No:
	
	Telephone:
	

	Home Address:
	
	Email:
	

	Ethnicity:
	
	First Language:
	

	Interpreter required?
	Yes
	No
	Please specify dialect (if required):
	

	Parent/carers Names (and relationship to C/YP):
	
	Do both parents/carers live at the address given above?
	Yes
	No

	If “No”, does parent/carer living at alternative address require copies of correspondence?
	Yes
	No
	Please provide alternative address:
	

	Parent/carer relationship with child
	
	Parent/carer parental responsibility
	Yes
	No

	Are there any risks/concerns to be aware of? 
	

	

	Parental Consent 

Please Note: we cannot proceed without parental consent. 

	Has this referral been discussed with the parent/guardian?
	Yes
	No
	Do parent/guardian consent to referral? 
	Yes
	No

	Social Care Involvement 

	Is the child subject to: 

	Child protection Plan
	Yes
	No
	Child In Need Plan
	Yes
	No

	Common Assessment Framework
	Yes
	No
	LAC?
	Yes
	No

	Social Worker name
	
	Social Worker address
	

	

	School Details 

	School
	
	Address: 
	

	SENCo Name: 
	
	SENCo Email: 
	

	

	Medical Details

	GP Name:
	

	GP Name:
	
	GP Address: 
	

	Paediatrician Name:
	
	Paediatrician Address: 
	

	Any other professionals involved?
	Physiotherapy
	

	
	OT
	

	
	Dietitian 
	

	
	Other? 
	

	

	Medical History 

	Relevant birth history 
	

	Past medical history
	

	Current diagnosis 
	

	

	Respiratory Needs 

	Tracheostomy in place? 
	Yes
	No

	Does the C/YP have any ongoing respiratory needs? 
	

	Feeding & Swallowing Information 

	How is the C/YP currently fed? (Please tick) 

	
	Oral 

	
	NG

	
	PEG

	
	NJ

	Clinical indicators that specialist SALT assessment is required (please tick)

	
	Coughing with food 

	
	Coughing with liquids

	
	Choking on foods/liquids (obstruction in the airway) 

	
	Nasal regurgitation 

	
	Prolonged feeding time 

	
	Difficulty chewing food 

	
	Holding food or fluid in the mouth 

	
	Gagging with food 

	
	Food avoidance 

	Please explain your concerns regarding the child or young person’s eating and/or drinking. 



	How frequently do these difficulties occur? 



	What impact are these difficulties having on the child/young person and their family? 



	Please explain what has been trialled to support the child so far: 



	What changes would you like to see to the child/young person’s eating and drinking? 




	How concerned are you regarding the child’s eating and drinking? 

	Parent: 

	Mild
	Moderate
	Severe

	Referrer:

	Mild
	Moderate
	Severe

	Briefly explain the child/young person’s communication level: 



	Please tell us any other information that we need to know or anything that would help with our triage/assessment process. 



	

	Referrer Details

	Referrer Name:
	
	Referrer role:
	

	Referrer Telephone:
	
	Referrer Email Address:
	

	Referrer Address
	
	Referrer Postcode:
	

	

	Please return this form together with any relevant supporting information by email: childrensslt@alderhey.nhs.uk 

	Liverpool Area: 

Children’s Speech and Language Therapy Services

Liverpool Innovation Park

Kilby House

1st Floor, Digital Way

Liverpool

L7 9NJ 

Tel No: 0151 295 3990
	Sefton Area: 

Children’s Speech and Language Therapy Services 

Blossom House (Alder Park) 
Park Road 

Waterloo

Liverpool 

L22 3XE 

Tel No: 0151 282 4973


Community Speech and Language Therapy Dysphagia Referral Form 
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