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Children’s Speech and Language Therapy Service
Eating and Drinking Needs Referral Guidance


Prior to sending this referral, please consider these pre-referral strategies which may be useful in resolving the current feeding issues.
	· Is the child awake and alert during feeding? 
· Are mealtime routines established? If not, consider the child’s position (e.g. both feet should be flat on a surface and child’s head should be facing forwards when eating) and any distractions in the environment (e.g. is it noisy/busy?)
· Are the correct utensils being used for the age of the child? 
· Is too much food being put onto the spoon/fork? 
· Does the child eat too quickly? 
· Has the child moved through different textures/stages too quickly, without consolidating skills? If so, give more practice at the earlier stage to allow for consolidation of skills. Also be wary of ready-made baby foods as these may contain harder lumps than home cooked food. 
· Have you completed an eating and drinking diary to identify any food items/drinks that may cause difficulties?




If the child is having difficulty with eating or drinking in terms of mechanics of chewing and swallowing and showing some of the following signs, please refer immediately at any age:

· Coughing during or after eating/drinking			
· Choking during or after eating/drinking			
· Eyes watering, blinking, widening during feeds		
· Noisy or wet sounds during or after feeding			
· Frequent chest infections (more than 3 in a year)
· Grimacing during feeds
· Change in colour during feeds
· Change in breathing rate during feeds


If the child is having behavioural or sensory difficulties with eating or drinking and showing some of the following signs, please do not refer, as these difficulties are not supported by the Children’s Speech and Language Therapy service:

· Poor weight gain
· Vomiting following food/feeds
· Tires easily during feeds/meals
· Restricted diet
· Gagging on food   

You can access some advice around these types of difficulties here: https://www.dbth.nhs.uk/services/clinical-therapies/speech-language-therapy/childrens-speech-language-therapy-service/resources/


Children’s Speech & Language Therapy Service
Request for involvement for Eating and Drinking


All boxes are required to be filled in, for the referral to be triaged by the Children’s Speech and Language Therapy service. Any incomplete forms will be returned to the referrer.
	Details of young person being referred

	First name(s):
	
	Surname:
	

	NHS number:
	
	Sex:
	Male   	Female 

	Date of birth:
	
	Age:
	

	Home address and postcode:
	


	GP name, address and postcode:
	

	Nursery/school address and postcode:
	

	Home language:
	Interpreter required Yes   No  



	Details of named carers and other family members living in the home

	Full name
	Relationship
	Telephone
	Email

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	Medical history
	If yes, please give details:

	Any difficulties during pregnancy or birth?
	Yes   No 
	

	Any concerns with developmental milestones? (e.g. sitting, crawling, walking)
	Yes   No 
	

	Any medical diagnoses or investigations taking place?
	Yes   No  
	

	Any significant health problems?
	Yes   No  
	


	Any allergies?
	Yes   No 
	


	Any medication?
	Yes   No 
	










	Current Support Services involved 
Please give names and contact phone numbers or email addresses if you tick the box

	 Paediatrician /  Neurodevelopment Service referral
	
	 Social Care
	

	 Family Support Worker
	
	 Health Visitor / School Nurse
	

	 Physiotherapist / Occupational Therapist
	
	 Educational Support (e.g. Early Education and Childcare Service. BOSS, ASCETS, SEND Inclusion)
	

	 Educational Psychologist
	
	 CAMHS
	

	 Teacher of the Deaf
	
	 Visual Impairment Specialist Teacher
	

	 Other Speech and Language Therapist
	
	 Early Intervention and Prevention service (e.g. Early Help, Family Hubs, Talking Together, Portage)
	

	 Other
	
	
	

	Please enclose reports and information from involved services with the writer’s permission.



	Feeding history

	Was the child breast fed or bottle fed from birth?
	


	At what age was the child first weaned?
	



	What types of food does the child eat now? (e.g. chopped, lumpy, smooth, finger foods)

	

	What utensils are used?
	


	Does the child feed independently? (e.g. do they put lots of food into their mouth or not put very much food into their mouth?)

	






	Are there sensory patterns relating to the food that the child accepts or refuses? (e.g. colour / temperature / type of food eaten i.e. spicy, bland, certain brands, foods they like/don’t like to touch)
	

	What does the child like to drink and from what vessel? (e.g. bottle, beaker, open cup)
	



	If the child is bottle fed, what type of bottle do they drink from? What size teat do they use? 
	






	
	Details of concerns 

	Use the boxes below to describe your concerns, the impact of these and share any mealtime observations.
Put N/A if there are no concerns in a particular area. Please complete BOTH parent/carer and setting/referrer views.

	Eating 

	Parent/Carer views





	Setting/referrer views

	Drinking

	Parent/Carer views





	Setting/referrer views

	What are you most worried about?






	How does it affect them daily?






	How have you tried to help?







	What support do you want from SLT?










	Has the parent/carer/young person noticed:

Coughing during or after feeds                                  
    
Choking during or after feeds  

Wheezing after feeding

Eyes watering, blinking, widening during feeds  

Noisy or wet sounds during or after feeding

Frequent chest infections (more than 3 in a year)

Change in breathing rate during feeds

Grimacing during feeds

Change in colour during feeds

Poor weight gain

Vomiting following food/feeds

Tires easily during feeds/meals

Restricted diet

Gagging on food   

Difficulties managing secretions
	

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 




	Details of person completing this referral

	Name:
	
	Role:
	

	Base/address:
	

	Phone:
	
	Email:
	

	Signature:
	
	Date:
	














	Consent
	Please note we are unable to process referrals without parent/carer consent

	I confirm that I have discussed my concerns with the parent/carer/ young person
	Yes   No 

	Does the parent/carer:
Agree to the child/young person being referred to the service?

Confirm that the information given on this referral form is correct?

Consent to the child/young person undergoing assessment and treatment?

Consent to the child/young person being seen in school (if appropriate) by a visiting therapist/assistant?

Understand that information regarding the child/young person will be shared with other health, education, and social care professionals, as required, which may include independent/external practitioners that are involved in the child/young person’s care?

Give permission for the SALT service to access the child/young person’s electronic healthcare records?

Understand that, where applicable, they will be contacted to opt-in and book an appointment?

Consent to letters/appointments being sent by email?

Consent to being contacted by SMS text messages regarding appointments?

Consent to voicemail should a message need to be left by the SALT service?

Consent to the child/young person being filmed/photographed for clinical use?

Understand that consent is enduring and if they wish to withdraw consent at any time, or if anything changes, they can do so by contacting the team on the number below?
	
Yes   No 

Yes   No 

Yes   No 

Yes   No 


Yes   No 



Yes   No 


Yes   No 


Yes   No 

Yes   No 

Yes   No 

Yes   No 

Yes   No 



	I agree to the above-named child/young person being referred to the Speech and Language Therapy Service and understand that I will need to be involved in their assessment and intervention, and follow any targets or advice that are provided. I understand that if I do not follow advice given, the child/young person may be discharged from the Speech and Language Therapy service.
Please note it is the responsibility of the person with parental responsibility to let us know of any changes in contact details. By consenting to this referral, they agree for the service to use these methods of correspondence.

	Name of parent/carer giving consent:
	
	Signature of parent/carer:
	




Please Note:  This referral is for an assessment of feeding skills only (biting, chewing and swallowing). We are not able to assess those children who are experiencing behavioural or sensory feeding difficulties.  
Any questions, please contact by phone on 01302 642633 or by email dbth.paediatricsadmin@nhs.net

When you have completed this form, make a copy for your own records and please send it to:
Children’s Therapy Admin Team, Near Orthotics, Doncaster Royal Infirmary, Armthorpe Road, Doncaster, DN2 5LT or dbth.paediatricsadmin@nhs.net
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