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	[bookmark: _GoBack]Personal Details

	Title* 
	
	Name*
	
	NHS No.*
	

	
Date of Birth*

	
	
Gender*
	Male
	
Ethnicity*
	   

	
Contact Numbers

	
Home*
	
	
Mobile

	

	Address Inc. Postcode*
	

	Has the person given their consent to this referral? *                                          Yes / No


	Is the patient housebound?                                                                                  Yes / No                           


	
Primary Reason for Referral 


	Main Problem and presenting symptoms*
 


	Current Medication/dosage & recent changes/ Recent relevant investigation results*

	Staff initials
	Start date
	End date
	Full description

	
	
	
	



 

	Past Medical History*




	
Referral Source (if not GP)


	Hospital/Care home (if applicable)
	
	Ward (if applicable)
	

	Referrer’s name*
	
	Job Title
	

	
Contact Number*

	
	
Secure email address*

	

	
Date Referral Initiated*

	
	
Referral time
	

	
GP Details


	Name*

	GP/Clinician 

	Surgery Address* (Inc. Postcode)

	

	Contact Number*

	
	Secure email* 
	



	Main Difficulty

	Communication
	
	Swallowing
	
	Both
	

	Summarise any previous input for this difficulty (Please attach any available reports)

	





	Are any other professionals currently involved and/ or investigations in place?

	






	Description of Difficulties (please include onset time in comments box)

	Communication (leave blank if not applicable)
	Difficulty understanding spoken or written language
	

	
	Difficulty using spoken or written language
	

	
	Slurred Speech
	

	
	Voice difficulties – please note patient must have had laryngoscopy within last 6 months
	

	
	Diagnosis of Reflux & prescribed medication
	

	
	Stammering
	

	
	Support with Communication Aids
	

	Additional Comments




	

	Swallowing Difficulties
	Coughing? (please specify what with)
	Diet
	
	Fluid
	
	Both
	

	
	If yes, how often? (e.g. every time, 2-3 times a week, <1 times a week)
	

	
	Choking episodes (i.e. blockage of airway, first aid performed).
	

	
	 If yes, how often? (e.g. one episode, more than one episode within past 12 months).
	

	
	Frequent chest infections 
	

	
	If yes, how many infections within past 12 months
	

	
	Unexplained weight loss
	

	
	If yes: Total weight loss within last 3-6 months
	

	
	Diagnosis of Reflux & prescribed medication
	

	
	Oesophageal swallowing difficulties e.g. regurgitation, vomiting, burping, sensation of food sticking below level of sternum
	

	
	Previous ENT and/or Gastro investigations and outcome
	

	Saliva management
	Saliva management difficulties? 
	

	Current Oral Intake (Diet)
Please refer to https://iddsi.org/
	Level 7
	
	Level 6
	
	Level 5
	
	Level 4
	
	PEG/
NGT
	

	Current Fluid Intake
	Normal/Thin
	
	Level 1
	
	Level 2
	
	Level 3
	
	Level 4
	

	Additional Comments




	




Forms with missing mandatory information will be returned and could lead to a delay in acceptance of referral and service commencement. Please refer to Service Information Sheet for Specific Inclusion/Exclusion Criteria.
*Denotes Mandatory Field
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