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AHP Children’s Therapy Team

ADDITIONAL INFORMATION TO BE COMPLETED FOR ALL REQUESTS FOR FEEDING AND SWALLOWING ASSESSMENT:


	Child’s Name:
	Date of birth:
	NHS number:

	Please indicate the swallowing or feeding concerns: (Please complete with parents/guardians)

Using the table below please indicate if any of these are true for the infant/child by ticking ( the relevant boxes:
Frequently coughs / chokes with food and / or drink
Verbally reports difficulty swallowing or “things getting stuck’’
Has a history of frequent chest infections
Has required and / or still requires some bolus tube feeds
Shows signs of stress when eating or drinking, e.g. sweating, skin pallor change,  eye tearing etc.
Parental or professional concern about the mechanics of eating or drinking
Has increased wheezing when breathing, specifically associated with eating / drinking
Struggling with age appropriate lumpy or mashed food over 9 months of age with vomiting or gagging in evidence
Has apnoea or cyanotic attacks associated with eating / drinking
Has significant food aversion that is preventing development of age appropriate oro-motor skills
Has a ‘watery’ voice during or after meals 
Has nasal regurgitation of food when eating / drinking
Has anatomical/structural complications giving concern re swallow safety.
Has significant food/drink refusal in association with medical intervention resulting in restricted diet e.g. GOR  
Reported deterioration in chewing and swallowing skills
Younger premature baby who is not feeding as nurses would expect for his/her gestational age
Has other muscle/movement problems, e.g. cerebral palsy, muscular dystrophy in association with any of above
Premature baby born with neurological difficulties or a syndrome known to have associated feeding difficulties
Has difficulty controlling saliva in association with any of the above
Baby aged 37  weeks and  over who is not progressing with bottle feeds
Has struggled to gain weight with any of the above symptoms
Significant parental anxiety about feeding 
or swallowing skills


	 What specific support would you like from Speech & Language Therapy? 

(a) Assessment / Advice / Intervention as appropriate     
[image: image1]      
(b) Support with differential diagnosis                              
[image: image2]
(c) Other (please explain) ……………………………………………………………………………….

Please make sure all parts of the form are completed. This form must be accompanied by the Integrated Children’s Therapy referral form.
Decisions regarding the acceptance of referrals are based on the information supplied.


Please return the completed referral form to: yhs-tr.ChildrenTherapyAdmin@nhs.net
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