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Date received by SLT:

Triage Outcome:  Routine 󠅦󠅦 Semi Urgent󠅦󠅦   Urgent󠅦󠅦    󠅦
                             





          SPEECH & LANGUAGE THERAPY ADULT LEARNING DISABILITIES
REFERRAL FORM

Please note - referrals will only be accepted on behalf of individuals who meet the criteria below: - 
1. The individual is aged 18 years + and has a diagnosis of a learning disability
1. The individual has communication and/or eating/drinking/swallowing difficulties placing them at increased
   risk of physical, psychological or functional harm  AND where SLT intervention/support can help to
   reduce this risk.
1. There is an identified and valid need for SLT advice, which must be clearly evidenced by the referral agent. 
1. There is a designated member of staff/carer to support the SLT intervention as required.

Reason for referral
☐  Dysphagia (please complete pages 1 & 2)
☐  Communication (please complete pages 1 & 3) 
    				☐  Both (please complete all pages)
Please note: Incomplete referrals will be returned.  In order to avoid a delay, please complete 
all relevant sections FULLY and accurately.

	Name:
	D.O.B
	HCN:

	Address:



	Referred By

	
	Referrer contact details: 

	Carer Name & contact number:
	Date of referral: 


	 G.P.   GP name & address:
	Name of day care facility/ placements/college attended:

	Please note, it is the responsibility of the person making the referral to advise carers / service users as appropriate
· Has the service user consented to referral         YES   ☐              NO  ☐

If no, please give reason:

· Has the carer been  informed of referral:            YES     ☐            NO   ☐

If no, please give reason:


	Are there any known risks / safety considerations for SLT with respect to domiciliary visits/ lone working?
YES     ☐            NO   ☐ If yes please make contact directly with SLT to discuss

	Please provide details about other relevant professionals that are involved with the service user: 

Social worker:           ___________________       Physiotherapist :   _________________ 
Dietician:                    ______________________Occ. Therapist:        __________________       
Community Nurse:    ___________________       Day Opp Coordinator:  __________________ 
Psychologist:             ___________________       PBSS team:                  __________________
Psychiatrist               ___________________
Other: 


	Medical details (please include information on medication, hearing & vision, physical health, mental health, diagnosis, syndromes etc)






SECTION ONE: Dysphagia – eating, drinking and swallowing difficulties
Reason for referral – please describe the eating/drinking/swallowing difficulties observed  

   



Does the service user have a history of recent/recurrent chest infections         YES   ☐      NO  ☐
If YES please indicate date(s) and medication prescribed-



Has the service user experienced choking episode (s) requiring intervention*   YES   ☐     NO  ☐
If YES please provide date(s) and details of episode and intervention.



*Cyanosed; backslaps/abdominal thrusts required; airway occlusion; suctioning










----

	Please identify the consistencies currently being taken

	Fluids
☐ Level 0 - thin fluids  
☐ Level 1 Slightly thick fluids 
☐ Level 2 Mildly thick  
☐ Level 3 Moderately fluids thick fluids                     
☐ Level 4 Extremely thick fluids                                   
	Diet
☐ Level 7 -  Regular   	
☐ Level 7 -  Regular  - Easy to Chew
☐ Level 6 - Soft & Bite Sized     
☐ Level 5 - Minced & Moist  
☐ Level 4 – Pureed  
☐ Level 3 - Liquidised  


	Please mark the relevant boxes as observed

	Occasionally
	Frequently
	Not observed

	Coughing on food
	
	
	

	Coughing on fluids
	
	
	

	Shortness of breath during or after eating and drinking
	
	
	

	Rattle in chest during or after eating and drinking
	
	
	

	Voice sounds wet or gurgly during or after eating and drinking
	
	
	

	Change in breathing during or after eating and drinking
	
	
	

	Change in colour of the face during or after eating and drinking
	
	
	

	Food cramming observed
	
	
	

	Poor chewing
	
	
	

	Is the service user compliant to support / prompting / advice
	
	
	



Has there been a sudden change/deterioration in swallowing     	           YES   ☐            NO  ☐
If YES please provide details








Please outline any additional assistance or support that is required


SECTION TWO: Communication

	  Please outline any concerns relating to communication 


	How do you currently communicate with this individual? (please tick all  that apply)
Using symbols/objects  ☐     Using signs/gestures     ☐       Using single words        ☐
Using short phrases      ☐    Normal conversation      ☐       Other (please detail)      ☐
Comments: 






	How does the individual currently communicate with others (please tick all that apply)
Speech        ☐                  Single words      ☐                 Sentences      ☐           Body language     ☐   
Gesture       ☐                Vocalisations     ☐                       Pointing         ☐         Facial expression  ☐
Pictures / photos     ☐    Communication book   ☐     Communication device       ☐
Comments: 



	Is this person’s communication understood by:

Everyone     ☐   Most people    ☐     Those who know him / her well     ☐    No-one       ☐

Comments:


	 Please indicate if communication difficulties are having an impact on the individuals-
	
Emotional wellbeing

	

	
Behaviour

	

	
Daily activities e.g. work, placements 

	




	Please add any other comments:





Completed forms should be emailed to          SLTReferral.ALD@northerntrust.hscni.net 

Or forwarded to the following addresses:
· Newtownabbey/Larne/Carrick: - ALD SLT, Community Services Centre, Whiteabbey Hospital, Doagh Road, Newtownabbey
· Antrim/Randalstown:  ALD SLT, Antrim Adult Centre, Station road, Antrim
· Ballymena:  ALD SLT, Ballymena Health & Care Centre, Cushendall Road, Ballymena. 
· Magherafelt/Cookstown/Castledawson/Maghera: Toome: ALD SLT, Magherafelt Adult Centre, Hospital Rd, Magherafelt
· Causeway (Coleraine, Ballymoney, Ballycastle):  ALD SLT, Fort Centre, Rugby Avenue, Coleraine
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