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CHILDREN’S SPEECH & LANGUAGE THERAPY: REQUEST FOR ASSESSMENT

	I would like to request Speech and Language involvement for a child/young person (CYP): (please tick)

	☐	New Referral - Complete sections 1 – 6 

	☐	Rereferral (if CYP was seen over 12 months ago) - Complete sections 1,2,3,4 and 6

	☐	Rereferral (if CYP last seen within 12 months – Complete sections 1,2,3 and 7 

	Which area is your GP surgery located?  
	Liverpool ☐
	Sefton ☐

	Please complete all sections as required, or we will not be able to accept the referral

	Section 1: 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 CYP):
	
	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 ☐

	

	Medical Details

	GP Name:
	

	GP Address:
	


	GP Postcode:
	

	

	Education Details

	Education Setting 
	Nursery ☐
	School ☐
	College ☐
	Homeschool ☐
	N/A ☐

	Education Setting Address:
	


	Education Setting Postcode:
	

	Start date at current setting
	

	

	Referrer Details

	Referrer Name:
	
	Referrer role:
	

	Referrer Telephone:
	
	Referrer Email Address:
	

	Referrer Address
	
	Referrer Postcode:
	

	Date referral Completed: 

	Consent: Please tick the box to confirm that as the referrer you have: 

	☐	Fully discussed the reason for this referral with the parent/carer/young person.

	☐	Fully discussed the information contained within this referral with the parent/carer/young person. 

	☐	Gained parental/carer consent to request a Speech & Language therapy assessment for the above child. 

	

	Section 2: Additional Information

	Is this a child in care?
	Yes ☐
	No ☐
	

	Is this child subject to/does the child have any of the following: 

	A child protection plan
	Yes ☐
	No ☐
	

	A child in need plan
	Yes ☐
	No ☐
	

	Early Help (Sefton) or Family Help Assessment (Liverpool)
	Yes ☐
	No ☐
	

	Social Worker name
	
	Social worker telephone number
	

	Social worker address
	
	Postcode
	

	Social worker email address
	

	Family Structure – Who else lives at home, ages etc.? 

	


	[bookmark: _Int_ev1eOcmR]Identified risks – (on home/school/college visits, e.g. are there pets in the home, parking outside visit)

	


	Would you as the referrer like a copy of the opt-in letter?
	Yes ☐
	No ☐
	Does the appointment need to be made by telephone (e.g. for literacy reasons)?
	Yes ☐
	No ☐

	Information about the child/young person’s background – Relevant birth history 

	


	Any hearing or vision difficulties?
	Yes ☐
	No ☐
	

	Identified medical problems 

	


	Other information e.g. EHCP, other professionals currently or soon to be involved. Include additional support in school/college.

	


	

	Section 3: Current child/young person’s speech, language, and communication skills
Please describe the child/young person’s skills in each of the below areas.

	Listening/attention 

	


	Understanding spoken instructions 

	


	Range of vocabulary e.g. lack of vocabulary, word finding difficulties 

	


	Use of sentences e.g. grammar, sentence length, information 

	


	Production of speech sounds e.g. intelligibility, physical difficulty, lack of sound awareness 

	


	Social interaction e.g. communication with others, imagination, play, eye contact, behaviour, language style, making friends 

	


	How do language skills compare to other areas of development (e.g. play, numeracy) 

	


	What is your main concern? 

	


	

	Section 4: Impact on everyday functioning 

	Tell us about the effect/impact the child’s/young person’s current level of communication has on them at home with the family, e.g. day to day activities, shopping, family parties etc…

	



	Tell us about the effect/impact the child’s/young person’s current level of communication has on them at nursey /school/college, e.g. circle time/PSHE, play time, group activities, lessons, making friends etc….

	



	

	Section 5: How do you think seeing a Speech & Language Therapist would change things?

	



	

	Section 6:  Support already accessed or currently in place.

	What targeted support has the child/young person received through the Family Wellbeing centres/Children’s Centre or Nursery/School/College to help develop their speech, language and communication skills e.g. language groups, play plans, WellComm, Elklan and/or Learning support plan? 
How long has this support been carried out for?
How has this changed the child’s/young person’s communication?

	



	What has the family found that helps their child’s/young person’s speech, language and communication skills? 

	


	

	Section 7: For re-referrals only

	Why are you re-referring this child to Speech and Language therapy? (What is the current impact of their speech, language and communication needs at home and school?) 

	



	Please comment on child’s progress against the last targets/recommendations set by Speech and Language therapy team. 

	



	State any changes, additional information and how you think further Speech and Language Therapy can help now. 

	


	

	Please return this form together with any relevant supporting information by email: childrensslt@alderhey.nhs.uk 
If this is not possible then please post to the appropriate address below: 

	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
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