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Referral for Feeding/Communication Support for Paediatric Tracheostomy
Speech & Language Therapy

Please provide all of the following information.  This is essential in order for us to accept the referral. If a referral is urgent, please contact the department on 01432 363975 and discuss with the relevant therapist before following up the discussion with this form.
	Child/Young person’s name:


	Date of Birth:

	RLQ if known:


	NHS number if known:

	Gender:            Male               Female
	Ethnicity:

	Address:

Postcode:

Telephone number:  Please ensure numbers are up-to-date as contact may be made by phone in the first instance, especially in the case of urgent referrals
Home:
Mobile:

	Tracheostomy information:  please fill this in as completely as possible, it will support the child’s prompt and appropriate treatment.
Brand of tracheostomy  e.g. Shiley, Portex, Bivona

Type of tracheostomy:   e.g. Neonate/paediatric

Size of tracheostomy:  

Is tracheostomy cuffed?

Date of tracheostomy  tube insertion:  

Reason for tracheostomy:
Does the child need ventilation?  If ‘yes’, please give details

Are there any plans for decannulation (tracheostomy removal?)


	Description of feeding/communication difficulty/concerns:

Please offer a full description of the difficulty, even if you have already discussed the case with the specialist therapist



	Other professionals involved, including any other Speech and Language Therapists:



	Weight/Height information if relevant:



	Any other developmental concerns:


	Involvement with CAF (please circle)                                             Yes               No       
If ‘yes’, please add name of lead professional

                                             

	Is the Parent/Carer aware of this referral? (please circle)             Yes            No
Have they consented to the referral? (please circle)                     Yes            No

	Person completing this form:

Name:                                                                Date of referral:

Role:
Address:                                                    

Telephone Number

	Office Use:




Please return this referral to: Speech and Language Therapy, Wye Valley NHS Trust, Ruckhall Lane, Belmont, Hereford. HR2 9RP.     Addressing this referral to an individual therapist is likely to delay action on the referral
