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SPECIALIST CHILDREN’S SERVICE REFERRAL FORM – Page 2

REDBRIDGE SINGLE POINT OF ACCESS REFERRAL FORM - Specialist Community Health Services for Children and Young People, The Grove, Grove Road, Chadwell Heath RM6 4XH
0300 300 1618 (option 3)  SPAReferrals.Redbridge@nelft.nhs.uk
	Section 1
	Person Making Referral:

	Name:
	     
	Address      


	Job Title:
	     
	

	Telephone: 
	     
	

	Email:
	     
	

	Section 2
	Child / Young Person’s Details

	Child/Young Person Full Name:
     


	Date of Birth      

	Preferred Name/Known as      
	Pronouns      

	Address:      

	Gender       

	
	NHS Number:      

	
	Name of School / Nursery / College

     

	Parent/Carer Mobile       
	Language      

	Child’s Mobile      
	Interpreter required:      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Which language      

	Home Telephone:      
	

	THIS QUESTION MUST BE COMPLETED. 
Does the patient wish to receive information electronically from NELFT, to a personal /unsecure email address?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Email Address: 
	Religion:      

	
	Ethnicity      

	
	Nationality      

	
	Subject to Child Protection Plan / Child In Need: 

Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	GP Address / Surgery      
	

	

	LAC Status:      

	
	Social Services Protocol No.      

	Section 3
	Parent or Carer’s Details

	Who has parental responsibility?      
	Interpreter required:      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Parent / Carer’s Name:      
	Relationship: 
     

	Address:      
                                       
                
	Telephone: 
     

	
	Mobile:

     

	Assistance required  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Email Address      

	Section 4
	Please tick the boxes below to indicate the service(s) you would like this referral to be passed:

	 FORMCHECKBOX 
  Community Paediatrician 
      
	 FORMCHECKBOX 
  Autism Spectrum Disorder Assessment    

      (ASD) 
      Please completed documents from   

      Appendix A to support the referral.      

 FORMCHECKBOX 
  Attention Deficit Hyperactivity Disorder  

      Assessment  (ADHD) 

      Please completed documents from   

      Appendix B to support the referral.      

	 FORMCHECKBOX 
  Emotional Well-being Mental Health Service (formerly CAMHS)
	

	 FORMCHECKBOX 
  Occupational Therapy (  FORMCHECKBOX 
 Health and/or  FORMCHECKBOX 
 Social Care)
	

	 FORMCHECKBOX 
  Physiotherapy (and/or  FORMCHECKBOX 
 Orthotics)
	

	 FORMCHECKBOX 
  Specialist Paediatric Continence Nurse (SECTION 5A MUST BE COMPLETED)

	 FORMCHECKBOX 
  Speech and Language Therapy (  FORMCHECKBOX 
 Communication (APPENDIX C MUST BE COMPLETED) and/or  FORMCHECKBOX 
 Feeding)

	 FORMCHECKBOX 
  Children’s Community Nursing Team ( FORMCHECKBOX 
 Special School Nursing)

	Section 5A
	PLEASE ONLY COMPLETE IF REFERRING TO CONTINENCE NURSE:

Physical examination to be completed by a medical practitioner:

The Majority of children and young people with bladder and bowel dysfunction do not have any underlying pathology so do not always require an in-depth assessment however please consider an examination (as appropriate) to rule out any underlying pathology before referring to the service. Referrals will be returned if this not completed satisfactorily; Please utilise NICE Guidelines below

	Has the child had tier 1 intervention before?  (Tier 1 input from 0-19 Universal Services/Health Visiting/School Nursing/G.P)
Please tick 

 SHAPE  \* MERGEFORMAT 


 Yes        SHAPE  \* MERGEFORMAT 


 No
http://pathways.ice.org.uk/pathways/bedwetting-nocturnal-enuresis-in-children-and-young-people
http://pathways.nice.org.uk/pathways/constipation
http://pathways.nice.org.uk/pathways/urinary-tract-infection-in-children
Any Spinal/ano rectal abnormalities

 SHAPE  \* MERGEFORMAT 


 Yes


[image: image4] No

Comment:

Normal abdominal examination 


[image: image5] Yes


[image: image6] No

Comment:

Normal Lower limb neurology


[image: image7] Yes


[image: image8] No

Comment:

Normal external genitalia


[image: image9] Yes


[image: image10] No

Comment:

Urinalysis completed


[image: image11] Yes


[image: image12] No

Comment:

Reason For Referral:

 SHAPE  \* MERGEFORMAT 


 Nocturnal Enuresis

 SHAPE  \* MERGEFORMAT 


 Daytime

Wetting

 SHAPE  \* MERGEFORMAT 


 Constipation /

Soiling

 SHAPE  \* MERGEFORMAT 


 Other

Please State:



	Section 5B
	Reason for referral and explanation of concerns including specific functional, sensory, motor difficulties, health, mental health or social needs or any identified risks (Please attach relevant reports e.g. school), if known and any other interventions already tried:

	

	Section 6
	Medical Information (i.e. birth history, current health issues, medication, admission/discharge details, allergies, feeding related coughing, choking, vomiting, chest infection), if known. Attach relevant medical / other reports:

	

	Complete where relevant (e.g. eating disorders or food refusal/aversion):

	Height:
	     
	Weight:
	     
	BP:
	     
	Pulse:
	

	Section 7
	Name of other Professionals / Agencies involved, if known:

	 FORMCHECKBOX 

	Social Worker
	 FORMCHECKBOX 

	Nursery
	 FORMCHECKBOX 

	Educational Psychologist

	 FORMCHECKBOX 

	Court
	 FORMCHECKBOX 

	Police
	 FORMCHECKBOX 

	Educational Welfare Officer

	 FORMCHECKBOX 

	Health Visitor
	 FORMCHECKBOX 

	SENCo
	 FORMCHECKBOX 

	Hospital/Community Doctor

	 FORMCHECKBOX 

	EWMHS
	 FORMCHECKBOX 

	Youth Offending Service
	 FORMCHECKBOX 

	Children With Disabilities Team

	 FORMCHECKBOX 

	Early Intervention
	 FORMCHECKBOX 

	Child Development Team
	 FORMCHECKBOX 

	Other (specify)

	 FORMCHECKBOX 
    Other (specify):      

	

	Section 8
	Developmental History and Milestones:

	Age of smiling:
	     
	Age of sitting:
	     
	Date of Hearing Test:
	     

	Age of walking:
	     
	Age of first words:
	     
	Date of Eye Test:
	     

	
	
	
	
	
	

	Comments (including other milestones):      


	Section 9
	Parent’s/Carer’s concerns and expectations / History of difficulties (date of onset, are the symptoms stable or worsening, what was tried/what has worked so far) / Impact of the difficulties on the young person and family:

	     


	Section 10
	Family History (including family composition, support network, others with illness or disability in the family, family history of mental health / substance misuse) and if other siblings are known to child health services:

	     


	Section 11
	Social History (including any child protection concerns) / Background Information (family difficulties, bereavement, parental illness or separation, change of home or school):

	     


	Section 12
	Other relevant information (including mental health concerns):

	     


	Section 13
	Information Sharing And Consent:

	PLEASE COMPLETE THIS SECTION IN FULL.
Information about your child may be shared with other teams and agencies (eg Education services, Children’s Centres and social care) in order to identify the most appropriate support for your child.

Has the referral been discussed with the parent or carer?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the referral been discussed with the child or young person? 


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there parental consent for enquiry/onward referral to other agencies?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Comments (if any): ………………………………………………………………………………………………………………………..
Signed (Parent/Carer)        

                            Relationship:      

                Date: 

Signed (referrer): 
     

                            Name: 
     
                             Date: 


                  

	


	APPENDICES 



	APPENDIX A - ASD (Autism Spectrum Disorder) PATHWAY


	Please open and complete the documents below, then send them back with this referral form.

School/Nursery Observation Questionnaire

[image: image17.emf]School Observation  Questionnaire.docx


M-Chat Questionnaire (under 3 year)
(To be completed by Parent with a Professional eg, Health Visitor)

[image: image18.emf]MCHAT.doc


Cast Questionnaire aged 3+ years
(To be Completed by School)

[image: image19.emf]CAST  Questionnaire.docx


& School Observations form (section A)


	APPENDIX B – ADHD PATHWAY



	SNAP Teacher

(To be completed by School)

[image: image20.emf]SNAP TEACHER.docx


SNAP Parent

(To be completed by Carer / carer)

[image: image21.emf]SNAP Parent.docx




	APPENDIX C – SALT PATHWAY 


	SALT Early Years Checklist 
(prior to starting Reception)

[image: image22.emf]SALT Early Years  Checklist.docx


Parent Case History
(from Reception onwards)

[image: image23.emf]Parent Case History  Form.docx


Additional Information for 
School-Aged Children 
(from Reception onwards)

[image: image24.emf]SALT Additional Info  - School-aged.docx


Speech Screener for Education Settings 
(optional – when concerned regarding speech sounds only)

[image: image25.emf]Speech Screener for  Education Settings.docx
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Date of Birth:	MRN/File No:

Physician Name:	Date:







SNAP-Iv 26 – Teacher and Parent Rating Scale





Name:	_____________ 	




Gender:  	




Age:  	





Grade:  	




Ethnicity:	African-American	Asian	Caucasian	Hispanic	Other:  	





Completed by:	Type of Class:  	




Class size:  	





		For each item, check the column which best describes this child:

		Not At All

		Just A Little

		Quite A Bit

		Very Much



		1.  Often fails to give close attention to details or makes careless mistakes in schoolwork or tasks

		

		

		

		



		2. Often has difficulty sustaining attention in tasks or play activities

		

		

		

		



		3. Often does not seem to listen when spoken to directly

		

		

		

		



		4. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties

		

		

		

		



		5.  Often has difficulty organizing tasks and activities

		

		

		

		



		6. Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort

		

		

		

		



		7.  Often loses things necessary for activities (e.g., toys, school assignments, pencils, or books)

		

		

		

		



		8.  Often is distracted by extraneous stimuli

		

		

		

		



		9. Often is forgetful in daily activities

		

		

		

		



		10. Often fidgets with hands or feet or squirms in seat

		

		

		

		



		11. Often leaves seat in classroom or in other situations in which remaining seated is expected

		

		

		

		



		12. Often runs about or climbs excessively in situations in which it is inappropriate

		

		

		

		



		13. Often has difficulty playing or engaging in leisure activities quietly

		

		

		

		



		14. Often is “on the go” or often acts as if “driven by a motor”

		

		

		

		



		15. Often talks excessively

		

		

		

		



		16. Often blurts out answers before questions have been completed

		

		

		

		



		17. Often has difficulty awaiting turn

		

		

		

		



		18. Often interrupts or intrudes on others (e.g. butts into conversations/ games)

		

		

		

		



		19. Often loses temper

		

		

		

		



		20. Often argues with adults

		

		

		

		



		21. Often actively defies or refuses adult requests or rules

		

		

		

		



		22. Often deliberately does things that annoy other people

		

		

		

		



		23. Often blames others for his or her mistakes or misbehavior

		

		

		

		



		24. Often touchy or easily annoyed by others

		

		

		

		



		25. Often is angry and resentful

		

		

		

		



		26. Often is spiteful or vindictive

		

		

		

		





SNAP-IV-26  1/1	39
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REDBRIDGE SPEECH AND LANGUAGE THERAPY – PARENT CASE HISTORY 



Name of child: ……………..…………………….………….	Date of birth: ……………………………………… 

Completed by: ……………..…………………….………….	Relationship to child: ……………………………..

		What is your main concern regarding your child’s speech / language / communication?  













		How concerned are you about your child’s speech / language / communication:  

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10







1 =  Not at all concerned	 							10 =  Extremely concerned 









Do you have any concerns regarding the following? 	If so, please explain.    

		UNDERSTANDING

e.g. following instructions / answering questions 



		YES

		NO

		Comments:  



		TALKING

e.g. number of words / sentence length / grammatical errors /

logical order of sentences



		YES

		NO

		Comments: 



		ATTENTION & LISTENING

e.g. easily distracted / fidgety / difficulties listening 



		YES

		NO

		Comments:  



		SOCIAL SKILLS

e.g. sharing / turn-taking / communicating with others      



		YES

		NO

		Comments: 



		PLAY SKILLS

e.g. types of toys played with / 

how your child plays 

 

		YES

		NO

		Comments: 



		SPEECH SOUNDS 

e.g. any specific sounds your child cannot make  



		YES

		NO

		Comments: 



		STAMMER / STUTTER

e.g. repeating sounds or words / getting ‘stuck’ on sounds / ‘stretching’ sounds  



		YES

		NO

		Comments:  



		VOICE

e.g. sounds rough / breathy / weak / strained / loses voice   



		YES

		NO

		Comments: 



		OTHER

e.g. behaviour / sleeping / toileting / eating & drinking / reading & writing 



		YES

		NO

		Comments:







		Are there any times or situations when things are better or worse? 	YES / NO      If yes, please explain. 











		Have you noticed any changes over the last 6 months? 	YES / NO       If yes, please explain. 











		Is your child aware of their difficulties? 	   YES / NO       If yes, how do they show this? 











		How concerned is your child about their talking? (Please complete with children 8 years and older.)   

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10







1 =  Not at all concerned	 							10 =  Extremely concerned 





		Do you have any thoughts about what might be causing your child’s difficulties?  	 YES / NO 

   If yes, please explain.









		Does your child have a medical diagnosis, or are they undergoing any investigations?   YES / NO

   If yes, please explain.  









		Were there any complications during the pregnancy, or during/after birth?                         YES / NO

   If yes, please explain. 

	

							 

Was your child born prematurely? 	YES / NO	If yes, by how many weeks? …………………………



Were there any concerns with early feeding? 	YES / NO	If yes, please explain. 







		How old was your child when they started doing the following?      



		Point to things  

		

		Sitting unaided 

		



		Babble (e.g. ma ma ma)

		

		Crawling 

		



		Say their first word

		

		Walking 

		



		Put 2 words together

		

		Toilet trained

		



		Produce sentences

		

		

		









		Do you have any concerns regarding your child’s hearing? 		          YES / NO



   How old was your child when hearing was last tested? 



   What was the outcome of the hearing test? 



Does your child get frequent… coughs?   YES / NO         …colds? YES / NO  	…ear infections? YES / NO  





		Is there a family history of any speech / language / communication difficulties? 		YES / NO   

(e.g. late talking / speech clarity / stammering / autism / hearing impairment / selective mutism) 	

   If yes, please explain.  









		Who lives at home? 



Are there any additional languages spoken at home?   	       YES / NO		



   If yes, which languages are spoken at home and by whom? 



   What is your child’s strongest language? 



   From what age has your child been learning English?   





		Does your child attend nursery/school? (please circle)  NURSERY  / SCHOOL  / HOME-SCHOOLED  / NONE

   

   Name of nursery/school: …………………………………………………………………………….	



   How old was your child when they started nursery? ……………………………………………..



Are you aware of any additional support that your child may be receiving at nursery or at school?  YES / NO

   If yes, please explain.







Does your child attend any activities at Children’s Centres?		YES / NO  



If yes, roughly how often? ……………………..………	Which groups/activities? 







		
Is your child known to any other services? 		YES / NO	     



   If yes, which services (e.g. Educational Psychology / Audiology / Occupational Therapy / Paediatrician)? 





Has your child been seen by a Speech and Language Therapist before?                YES / NO	

 

  If yes, when? …………………………………..    What was the reason?







		What are your child’s strengths and interests – what do they enjoy doing? 











		What have you tried doing to help your child?    











		How confident do you feel about supporting your child’s speech / language / communication?   

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10







1 =  Not at all confident	 							  10 =  Extremely confident 





		How are you hoping the Speech and Language Therapist will be able to help?   















***THANK YOU FOR TAKING THE TIME TO ANSWER THE ABOVE QUESTIONS***

		TO BE COMPLETED BY THE THERAPIST





		CONSENT:

…to session:        	Y        N

…to rec’s / plan:      	Y        N

…to circulate report (incl. to CCs)          	Y        N



…to onward referrals to: 	                Y       N          N/A











		NAME OF THERAPIST: ……………………………………………………….……… DATE: ……………………..
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SPEECH AND LANGUAGE THERAPY – EARLY YEARS CHECKLIST



		Child’s name



		

		Date of birth

		



		Name of parent / carer 

		

		Relationship to child 

		



		Name of pre-school / nursery 

		

		Key worker (if applicable)  

		



		Name of person completing checklist 

		

		Job title (or ‘parent’)   

		



		Date checklist completed

		

		Please confirm:  

		Advised what to expect ☐ 

Initial advice provided ☐





	

ALL CHILDREN (Please ALSO answer all the questions for the child’s age.)    

		Concerns 

		Y/N

		Required Action & Additional Doc’s



		Are there concerns regarding autism and/or a loss of language or communication skills?

		

		If yes, please refer and also attach relevant documents from Appendix A of the SPA referral form  



		Does the child have a bio-medical diagnosis known to affect speech and language development, e.g. Down Syndrome?

		

		If yes, please refer 



		Has the child been stammering for at least 6 months AND are parents/the child concerned?

		

		If yes, please refer 



		Does the child have a permanent, at least moderate hearing loss affecting both ears?

		

		If yes, please refer and also attach the latest Audiology report 



		Has the child been speaking in some settings, but not in others for at least 6 mo?

		

		If yes, please refer 



		Are there concerns regarding voice quality (e.g. loss of voice / hoarse voice)?

		

		If yes, please refer and attach a recent ENT report 



		Are there medical concerns regarding the child’s feeding / swallowing? 

		

		If yes, please refer with relevant medical / feeding history







Complete this section for children aged 2;0 – 2;05   

		NO REFERRAL REQUIRED

		Y / N

		

		TICK & REFER, IF STATEMENT APPLIES (leave blank, if not) 

		



		Enjoys pretend play, e.g. cooking, tea parties, playing with large dolls / teddies 

		

		

		Does not point and make meaningful gestures, e.g. wave ‘bye’, shake head, clap hands 

		



		First language developing as expected – no parental concerns 

		

		

		Does not respond to their name

		



		Can respond to simple instructions and will look at familiar people/objects on request

		

		

		Understands less than 50 words, e.g. body parts, clothing, toys, food, everyday actions etc.  

		



		Uses around 50-100 real words and joins two words together, e.g. “eat cookie”, “doggie gone” 

		

		

		[bookmark: _Hlk119323669]Produces less than 10 real words in any language/s   

		



		Misses the ends of words, uses a few main sounds e.g. ‘p’, ‘b’, ‘t’ for other sounds such as ‘s’ and ‘k’

		

		

		Uses no or hardly any consonant sounds; frequently uses incorrect vowel sounds, or child’s speech sounds ‘nasal’     

		







Complete this section for children aged 2;06 – 2;11 

		NO REFERRAL REQUIRED

		Y / N

		

		TICK & REFER, IF STATEMENT APPLIES (leave blank, if not) 

		



		Child is developing imaginative play e.g. using a box as a boat or car

		

		

		Does not point and make meaningful gestures, e.g. wave ‘bye’, shake head, clap hands



		



		Understands familiar language / can respond to longer instructions, e.g. ‘bring mummy your socks and shoes’

		

		

		Does not respond to their name

		



		

		

		

		Does not follow simple instructions out of context, e.g. ‘where’s teddy?’ 



		



		Can connect two or three words to form simple sentences

		

		

		Produces less than 30 real words in any language/s    

		



		

		

		

		Not joining two words together creatively; produces learnt ‘chunks’ only (e.g. all gone)

		



		Speech can be understood about half of the time and a variety of speech sounds are used in words such as ‘p’, ‘b’, ‘m’, ‘n’, ‘w’, ‘t’, ‘d’

		

		

		Generally not understood by close family; uses no or hardly any consonant sounds; or child’s speech sounds ‘nasal’    

		









Complete this section for children aged 3;0 – 3;05 

		NO REFERRAL REQUIRED

		Y / N

		

		TICK & REFER, IF STATEMENT APPLIES (leave blank, if not) 

		



		Will let an adult join in with the play activity

		

		

		Does not show any interest in playing with other children



		



		Can follow instructions including ‘who’ ‘what’ ‘where’, even out of their familiar routine

		

		

		Does not follow instructions with two or more key words, e.g. ‘get your coat and gloves’



		



		Can connect three or four words to form simple sentences



		

		

		No or limited use of short sentences (e.g. only joins up to two words together, or uses the same learnt phrases over and over)



		



		Produces some grammatical word endings (e.g. –ing, regular plural s) 



		

		

		

		



		Speech can generally be understood by close family and by some less familiar adults

		

		

		Child is often not understood by close family; reduced range of consonants; or child’s speech sounds ‘nasal’  



Please remember to give examples 





		



		May miss out sounds in consonant blends or mispronounce later developing sounds; see accompanying guidance for details



		

		

		

		










Complete this section for children aged 3;06 – 4;06 

		NO REFERRAL REQUIRED

		Y / N

		

		TICK & REFER, IF STATEMENT APPLIES (leave blank, if not) 

		



		Plays with other children and uses talk to organise their play

		

		

		Only communicates to get needs met 



		



		

		

		

		Does not show any interest in playing with other children



		



		Will follow an adult-led activity, e.g. looking at a book / playing a game for more than 10 minutes at a time 



		

		

		Unable to engage in simple conversation with caregiver, or not showing an interest in what others have to say  



		



		Can follow instructions with 3 to 4 key words, and understands time concepts such as day, morning and night 



		

		

		Unable to follow simple 2-part instructions, e.g. ‘get your bag and then put on your coat’ 

		



		Understands ‘why’ questions 

		

		

		Does not understand common verbs, e.g. eat, sleep, jump etc.  

		



		Can join 4 to 5 words to form simple sentences and join in conversations 

		

		

		Not producing 3- to 4-word sentences  

		



		

		

		

		Uses the same learnt phrases over and over

		



		

		

		

		Not asking who, what, or where questions 

		



		Speech can generally be understood by less familiar others



		

		

		Speech is often difficult for others to understand; doesn’t use final consonants; overuses ‘k’ and ‘g’; or child’s speech sounds ‘nasal’



Please remember to give examples 



		



		May miss out sounds in consonant blends or mispronounce later developing sounds; see accompanying guidance for details

		

		

		

		







		Please attach this checklist to the Single Point of Access (SPA) referral form.



To avoid the referral being rejected, please check the following: 



1. I have completed the Early Years Checklist section for ALL CHILDREN and have attached any relevant DOCUMENTS.   



2. I have completed the Early Years Checklist section for the CHILD’S AGE, i.e.  

	- I have answered all Yes/No questions and 

	- I have ticked any applicable statements under ‘referral required’.    



3. If the child attends pre-school / nursery and there are concerns regarding language / communication, please also attach a copy of the IEP.
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SPEECH SOUND SCREENER FOR SCHOOLS







Instructions 

If possible, record the assessment, so that you can watch and listen to it again.  



1) Show the child one picture at a time.  Ask them to name the pictures spontaneously – ask “what’s this?” – and record how they say the word. 



2) If the child does not know a word, ask them to copy you and mark the © column.   

 

3) After you have completed the assessment with the child, mark the  column if a sound was produced correctly, or the  column if it wasn’t.  














When to refer (and when not)  

The words on the screener are sorted from the earliest to the latest developing sounds (in word initial position).  Please refer to the speech sound referral guide for information on what to expect at different ages.  



		No need to refer if…  



		Please refer if…  



		· Only a few speech sounds are slightly delayed, the child can be understood most of the time and is not concerned by their speech.  



		· The child is school-aged and cannot be understood by less familiar adults much of the time. 





		· The child is making spontaneous progress, i.e. they can generally copy words correctly when prompted.  



		· The child has difficulties with several of the speech sounds that are expected to have developed at their age and cannot copy words correctly.

 



		· The child has a ‘lisp’ and says “th” instead of ‘s’ and ‘z’, e.g. ‘sun’ becomes “thun”, and ‘zoo’ becomes “thoo” (unless the child is concerned AND their adult front teeth have grown).  



		· The child’s speech sounds ‘slushy’ or ‘wet’ (i.e. they are producing certain sounds with the sides instead of the tip of the tongue).    





		· The child says “f” and “v” instead of ‘th’, e.g. ‘think’ becomes “fink”.  This is an acceptable regional variant and does not require speech therapy.  



		· The child’s speech sounds ‘nasal’, like they talk through their nose, or like they always have a cold.  Please note: An ENT (Ear, Nose and Throat) referral via the GP may also be needed.  





		· The child says “w” for ‘r’, e.g. ‘right’ becomes “wight” (unless they are at least 6 or 7 years old AND would like to work on their ‘r’ sound). 



		










RECORD FORM 

		Child’s Name

		

		DOB

		



		NHS Number

		

		Age

		



		School

		

		Year Group

		



		Completed by

		

		Date of Test 

		







		

		

		Record how the

child said the word

		©

		1st sound

		

		

		Middle or last sound

		

		



		1



		Pig 



		

		

		p

(16)  

		

		

		-g

		

		



		2



		Boat 

 

		

		

		b

(24)

		

		

		-t

		

		



		3



		Mouse



		

		

		m

(9)

		

		

		-s

		

		



		4



		Neck 



		

		

		n

(13)

		

		

		-k

		

		



		5



		Watch  

		

		

		w

		

		

		-ch

		

		



		6



		House 



		

		

		h

		

		

		-s

		

		



		7



		Teddy 



		

		

		t

(2) 

		

		

		-d-

		

		



		8



		Dolly



		

		

		d

(7)

		

		

		-l-

		

		



		9



		Comb



		

		

		k

(14)  

		

		

		-m

		

		



		10



		Ghost



		

		

		g

(1)

		

		

		-st

		

		



		11



		Yo-yo   

		

		

		y

		

		

		-y-

		

		



		12



		Fish



		

		

		f

(29)   

		

		

		-sh

		

		



		13



		Van



		

		

		v

(25)  

		

		

		-n

		

		



		14



		Sock



		

		

		s

(6)  

		

		

		-k

		

		



		15



		Zebra 



		

		

		z

(17)

		

		

		-br-

		

		



		16



		Sheep

 

		

		

		sh

(12)  

		

		

		-p

		

		



		17



		Cheese 



		



		

		ch

(5)

		

		

		-z

		

		



		18



		Juice 

 

		

		

		dge

(22)  

		

		

		-s

		

		



		19



		Letter



		

		

		l

(m8)   

		

		

		-t-

		

		



		20



		Ring 

 

		

		

		r

		

		

		-ng

		

		



		21



		Thumb 

		

		

		th

		

		

		-m

		

		



		22



		Bridge  

		

		

		br

		

		

		-dge

		

		



		23



		Queen   

		

		

		kw

		

		

		-n

		

		



		24



		Club  

		

		

		kl

		

		

		-b

		

		



		25



		Glove 

		

		

		gl

		

		

		-v

		

		



		26



		Flag 

		

		

		fl

		

		

		-g

		

		



		27



		Snake 

		

		

		sn

		

		

		-k

		

		



		28



		Spider

		

		

		sp

		

		

		-d-

		

		



		29



		Scarf 

		

		

		sk

		

		

		-f

		

		



		30



		String 

		

		

		str

		

		

		-ng

		

		



		LONG WORDS

		Record how the

child said the word

		Record how the

child copied the word (if they didn’t say it correctly) 



		1



		Elephant

		

		



		2



		Helicopter

		

		



		3



		Crocodile

		

		



		4



		Ambulance 

		

		



		5



		Caterpillar

		

		



		6



		Animals 
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The Modified Checklist M-CHAT (16-30mths)


Name:




            d.o.b:__________ 
date seen:___________


		No.

		QUESTION

		YES

		NO



		1. 

		Does your child enjoy being swung, bounced on your knee, etc.?

		

		



		2. 

		Does your child take an interest in other children?

		

		



		3. 

		Does your child like climbing on things such as upstairs, climbing frame?

		

		



		4. 

		Does your child enjoy playing peek-a-boo/hide and seek?

		

		



		5. 

		Does your child ever pretend, for example, to talk on the phone or take care of dolls, or pretend other things?

		

		



		6. 

		Does your child ever use his/her index finger to point, to ask for something?

		

		



		7. 

		Does your child ever use his/her index finger to point, to indicate interest in something?

		

		



		8. 

		Can your child play properly with small toys (e.g. cars or bricks) without just mouthing fiddling, or dropping them?

		

		



		9. 

		Does your child bring objects over to you (carer) to show you something?

		

		



		10. 

		Does your child look you in the eye for more than a second or two?

		

		



		11. 

		Does your child ever seem oversensitive to noise? (e.g. plugging ears)

		

		



		12. 

		Does your child smile in response to your face or your smile?

		

		



		13. 

		Does your child imitate you ( e.g. if you make a face, will your child copy it?)

		

		



		14. 

		Does your child respond to his/her name when you call?

		

		



		15. 

		If you point across the room, does your child look at it?

		

		



		16. 

		Does your child walk?

		

		



		17. 

		Does your child look at things you are looking at?

		

		



		18. 

		Does your child make unusual finger movements near his/her face

		

		



		19. 

		Does your child try to attract your attention to his/her own activity?

		

		



		20. 

		Have you ever wondered if your child is deaf?

		

		



		21. 

		Does your child understand what people say?

		

		



		22. 

		Does your child sometimes stare at nothing or wander with no purpose

		

		



		23. 

		Does your child look at your face to check your reaction when faced with something unfamiliar?

		

		



		Total number of failed items:

Number of critical items failed:

		





Fill out the form based on how the child usually is.  If a behaviour is rare (e.g., it has been seen only once or twice), answer as if the child does not do it.
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Additional Referral Information for School-Aged Children with SLCN

Please attach this form to SALT referrals for children from RECEPTION onwards 

 Please use the EARLY YEARS CHECKLIST for children attending NURSERY 



		Name of child: 



		DOB: 

		Year group: 



		Name of staff member completing this form:  



		Role: 

		Date: 







		What is the reason for your referral?

		EHCP advice – please select: 

☐ Application planned 

☐ Application submitted

☐ Assessment approved by panel 

☐ Existing EHCP (without SALT)  

		☐ Initial assessment / therapy

(The child does not have SALT quantified in an EHCP, and no EHCP application is planned at present.)   

		☐ SLA (Buy-in service)







Are there concerns regarding the child’s hearing?  ☐ YES / ☐ NO (If so, please request a hearing test, or provide the latest test results.)   

		How concerned are you about each of the following? 





		Attention & listening



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Social skills / interacting with others



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Understanding spoken language 



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Spoken vocabulary / grammar 



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Speech sounds / articulation 

		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Stammering / stuttering 



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Other (please specify): 



		

☐ Not concerned

		

☐ A little concerned

		

☐ Quite concerned

		

☐ Very concerned



		Please describe / give examples of each of the concerns identified above.  If there are no concerns in an area, please state ‘n/a’.

   





		Attention & Listening:



Social Skills: 



Understanding Spoken Language:  



Spoken Vocabulary / Grammar:  



Speech Sounds: 

 

Stammering:  



Other: 





		Please describe the impact, if any, of the child’s Speech, Language and Communication Needs (SLCN) on their learning, relationships and/or emotional well-being.   



		Comments: 







		How are you currently supporting the child’s SLCN and how is the child responding? 



If there are concerns regarding the child’s understanding or use of spoken language, please attach evidence of ‘wave 2’ language interventions, e.g. IEP or record of intervention. *    

  

		Comments: 



		Are there concerns regarding any other areas of development?  If so, please explain.     







		Comments:  







		National Curriculum / Foundation Stage levels / p-scales:    









		Comments: 



		How are you hoping the Speech and Language Therapist will be able to help?  Please let us know if there is anything specific that you would like advice on. 



		Comments: 





* If there is no evidence of ‘wave 2’ school-led language/communication interventions having been delivered 3-5 times weekly for at least two terms (or for one term, if the child is in reception and has also accessed at least one term’s worth of language intervention at nursery), the referral may be rejected.  

2
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Specialist Community Health Services for Children and Young People 

The Grove 

Grove Road
Chadwell Heath

RM6 4XH
Tel: 0300 300 1618

Email: nem-tr.rbcypspa@nhs.net

  

Observations in a school or nursery setting



Name of child:						D.o.b:

Observer:							Role:

School/nursery:						Date:

This form should be completed based on what you observe, rather than on information other people have given to you. It is helpful to observe the child both within the more structured setting of the classroom as well as during break times or lunch time.

The prompts are there as guidance about what to look for. It is also important to record the quality of the child’s interaction, with examples where possible.

		Social interaction (B1)



		With other children (B1b)



		How does the child interact with other children? How does he initiate contact? Take turns? Respond to other children’s approaches? Share and co-operate?





















		With adults (B1c)



		How does the child initiate social contact? Respond to familiar and less familiar adults? Respond to you as an observer? Make his needs known or request help? Follow instructions?

















		What are the main differences between how the child interacts with adults and children?













Empathy (B1c)



		Does the child show concern for others? If so, how? How does he respond to other’s emotions? (e.g. does he laugh at someone else’s distress) How does he seek or give comfort to others?



















		Verbal communication (include language and vocalisations used) (B2)



		How does the child communicate with others? Can he hold a conversation? With adults? With other children? Are these reciprocal (to and fro)? Sustained? Does he use repetitive phrases or words? Is there any echolalia (repeating what he has heard)? If yes, give examples.





















		How does the child request help? Does he ask questions? Are these repetitive?



















		What about his sense of humour? Does he make jokes? What has he found funny during your observations?





















		Does he give instructions to others? If yes, how?













		Non verbal Communication (B1a)



		Eye contact



		What is eye contact like with adults, other children, you? When is it given? What about the frequency, duration, timing, quality? (e.g. staring, peripheral)

















		Facial expression



		Describe the range of facial expressions the child uses e.g. surprise, embarrassment as well as happy, sad. Are the facial expressions appropriate to the situation?















		Body language/gesture



		What gestures does the child use? Does he point? What about observing appropriate personal space? Does he get too close to others?















		Imagination and Flexibility (B3 and B2)



		Does the child engage in any rituals, repetitive behaviours, obsessions? Give examples.(B3b)











		Describe any imaginative or pretend play you observe (B2d)











		To what extent does he appear flexible in his thinking?















		Classroom Activities



		What is the child’s concentration and attention like? How distractible is he? How does this vary between tasks? Is he restless or fidgety?















		Does he take cues from the other children? How much verbal prompting is needed? Who does he show his work to?















		How different is the child during individual tasks, carpet time/group activities, assembly (if observed)?















		Play time



		Does the child join in with one or more children? Is he solitary? Who initiates contact in play?

















		What games does he play? (chasing, pretend, co-operative games?)

















		What is the child like with sharing, turn taking, following the rules of the games? Can he modify his behaviour when necessary?





















		Other emotions and behaviours



		Note any aggression, self injuring or self mutilating behaviour. Does the child appear anxious or depressed?











		Describe any unusual mannerisms













		Does he ‘stand out’ as different from his peers? If yes, how?













		Is he socially or academically avoidant? Give examples from your observations.













		Motor Skills



		Does the child have any co-ordination difficulties? How does he manage PE (if observed)? Is he clumsy, awkward, agile?













		Sensory



		Has the child shown any sensitivity to noise, light, touch? Does he show any tactile defensiveness? Give examples.













		What about the child’s response to pain?













		Does he mouth or fiddle excessively with objects?















		Other



		What has the child been particularly good at doing during your observations? Has anything surprised you?

















		Any other comments or observations?
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SNAP-Iv 26 – Teacher and Parent Rating Scale





Name:	_____________ 	




Gender:  	




Age:  	





Grade:  	




Ethnicity:	African-American	Asian	Caucasian	Hispanic	Other:  	





Completed by:	Type of Class:  	




Class size:  	





		For each item, check the column which best describes this child:

		Not At All

		Just A Little

		Quite A Bit

		Very Much



		1.  Often fails to give close attention to details or makes careless mistakes in schoolwork or tasks

		

		

		

		



		2. Often has difficulty sustaining attention in tasks or play activities

		

		

		

		



		3. Often does not seem to listen when spoken to directly

		

		

		

		



		4. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties

		

		

		

		



		5.  Often has difficulty organizing tasks and activities

		

		

		

		



		6. Often avoids, dislikes, or reluctantly engages in tasks requiring sustained mental effort

		

		

		

		



		7.  Often loses things necessary for activities (e.g., toys, school assignments, pencils, or books)

		

		

		

		



		8.  Often is distracted by extraneous stimuli

		

		

		

		



		9. Often is forgetful in daily activities

		

		

		

		



		10. Often fidgets with hands or feet or squirms in seat

		

		

		

		



		11. Often leaves seat in classroom or in other situations in which remaining seated is expected

		

		

		

		



		12. Often runs about or climbs excessively in situations in which it is inappropriate

		

		

		

		



		13. Often has difficulty playing or engaging in leisure activities quietly

		

		

		

		



		14. Often is “on the go” or often acts as if “driven by a motor”

		

		

		

		



		15. Often talks excessively

		

		

		

		



		16. Often blurts out answers before questions have been completed

		

		

		

		



		17. Often has difficulty awaiting turn

		

		

		

		



		18. Often interrupts or intrudes on others (e.g. butts into conversations/ games)

		

		

		

		



		19. Often loses temper

		

		

		

		



		20. Often argues with adults

		

		

		

		



		21. Often actively defies or refuses adult requests or rules

		

		

		

		



		22. Often deliberately does things that annoy other people

		

		

		

		



		23. Often blames others for his or her mistakes or misbehavior

		

		

		

		



		24. Often touchy or easily annoyed by others

		

		

		

		



		25. Often is angry and resentful

		

		

		

		



		26. Often is spiteful or vindictive
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		The Childhood Autism Spectrum Test (CAST)

School to complete



		Name of person filling in this form:

		     



		Title/relationship to child:

		     



		How long have you worked with this child?

		     



		Any other relevant information (optional):



		     























































		*** Office Use Only ***



		Scored by:

		

		Date:

		



		Notes/Info/Results:



		






















		Please read the following questions carefully, and choose the appropriate answer. All responses are confidential.

		DELETE AS APPROPRIATE



		1. Does s/he join in playing games with other children easily?

		YES

		NO



		2. Does s/he come up to you spontaneously for a chat?

		YES

		NO



		3. Was s/he speaking by 2 years old?

		YES

		NO



		4. Does s/he enjoy sports?

		YES

		NO



		5. Is it important to him/her to fit in with the peer group?

		YES

		NO



		6. Does s/he appear to notice unusual details that others miss?

		YES

		NO



		7. Does s/he tend to take things literally?

		YES

		NO



		8. When s/he was 3 years old, did s/he spend a lot of time pretending (e.g., play-acting being a superhero, or holding teddy’s tea parties)?

		YES

		NO



		9. Does s/he like to do things over and over again, in the same way all the time?

		YES

		NO



		10. Does s/he find it easy to interact with other children?

		YES

		NO



		11. Can s/he keep a two-way conversation going?

		YES

		NO



		12. Can s/he read appropriately for his/her age?

		YES

		NO



		13. Does s/he mostly have the same interests as his/her peers?

		YES

		NO



		14. Does s/he have an interest which takes up so much time that s/he does little else?

		YES

		NO



		15. Does s/he have friends, rather than just acquaintances?

		YES

		NO



		16. Does s/he often bring you things s/he is interested in to show you?

		YES

		NO



		17. Does s/he enjoy joking around?	

		YES

		NO



		18. Does s/he have difficulty understanding the rules for polite behaviour?

		YES

		NO



		19. Does s/he appear to have an unusual memory for details?

		YES

		NO



		20. Is his/her voice unusual (e.g., overly adult, flat, or very monotonous)?

		YES

		NO



		21. Are people important to him/her?

		YES

		NO



		22. Can s/he dress him/herself?

		YES

		NO



		23. Is s/he good at turn-taking in conversation?

		YES

		NO



		24. Does s/he play imaginatively with other children, and engage in role-play?	

		YES

		NO



		25. Does s/he often do or say things that are tactless or socially inappropriate?

		YES

		NO



		26. Can s/he count to 50 without leaving out any numbers?	

		YES

		NO



		27. Does s/he make normal eye-contact?

		YES

		NO



		28. Does s/he have any unusual and repetitive movements?

		YES

		NO



		29. Is his/her social behaviour very one-sided and always on his/her own terms?

		YES

		NO



		30. Does s/he sometimes say “you” or “s/he” when s/he means “I”?

		YES

		NO



		31. Does s/he prefer imaginative activities such as play-acting or story-telling, rather than numbers or lists of facts?

		YES

		NO



		32. Does s/he sometimes lose the listener because of not explaining what s/he is talking about?	

		YES

		NO



		33. Can s/he ride a bicycle (even if with stabilisers)?

		YES

		NO



		34. Does s/he try to impose routines on him/herself, or on others, in such a way that it causes problems?

		YES

		NO



		35. Does s/he care how s/he is perceived by the rest of the group?

		YES

		NO



		36. Does s/he often turn conversations to his/her favourite subject rather than following what the other person wants to talk about?

		YES

		NO



		37. Does s/he have odd or unusual phrases?

		YES

		NO










