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REQUEST FOR SERVICE:                            
NHS HIGHLAND 

SPEECH AND LANGUAGE THERAPY SERVICE

Please fill in all the relevant information in as much detail as possible and return to:
Speech and Language Therapy Department,  Lorn and Islands Hospital, Glengallan Road, Oban PA34 4TL  Tel: 01631 788975

Please complete in BLOCK CAPITALS

Referrer details                                                    Date of referral:__________________                                                    
Name of referrer: _________________________Signature_______________________
Designation: ____________________________ Phone no._______________________
Address:       ___________________________________________________________
I discussed and agreed this referral with the parent / carer on_____________________
Personal Information

Child’s name:   __________________________________________________________
Address: _______________________________________________________________
_________________________________________  Postcode: ____________________

Date of Birth: ______________  CHI: _______________________ Sex: _____________

Name of Parent / Carer:  __________________________________________________

Carer’s relationship to child: ________________________________________________ ​​​​​​​​​​​​​​


Telephone number: _____________________  Mobile: __________________________


Email address: __________________________________________________________

GP Practice: ____________________________________________________________

First language (if not English):  __________________________________

Other professionals / agencies involved:  ______________________________________
Details of Lead Professional  ________________________________________________
Education Placement

Goes to school / nursery / playgroup at:  ______________________________________
Nursery/playgroup – attends  mornings / afternoons
Relevant family information

_____________________________________________________________________________________________________________________________________________________________________________________________________________________
Reasons for Referral
Please tick the boxes indicating areas of concern, and give further details in the box below.  
	Medical conditions
	
	Understanding verbal language
	

	Hearing
	
	Use of verbal language
	

	Dentition
	
	Speech sounds / intelligibility
	

	Development physical & cognitive levels
	
	Speech fluency (stammering)
	

	Eating and drinking skills
	
	Voice quality
	

	Attention control
	
	Awareness of social rules or danger
	

	Taking turns / eye contact
	
	Motivation to communicate & communication opportunities
	

	Play / behaviour
	
	Social and life skills
	


	Further details:   (please use a separate sheet if needed)

	


Impact on school and home life:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________
Please say what you expect from this speech and language therapy referral:
_______________________________________________________________________
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