Feeding team
2nd Floor
Pendleton Gateway

1 Broadwalk

Pendleton 
Salford
M6 5FX
Specialist Feeding Team Referral Form
Name: __________________________________________
DOB: 
_____________________
Address: ___________________________________________________________________
Tel No:  ____________________GP: _____________________________________________

This is important to be able to make
contact quickly with family
NHS no

Unit number

Educational Setting

Is an Interpreter required for the appointment? Please indicate the language required.

Before we accept the referral for the above named child, please can you supply the following information: -

	
	

	1. Has the reason for referral been explained to the family and have the family consented to the referral?


	Yes / No

	2. Is the child feeding orally?


	Yes / No

	2. What is the child’s current feeding status?
- breast feeding

- Bottle feeding

- Cup feeding

· Oral diet (please indicate consistencies and routine)

· Tube feeding eg ng tube
	

	3. Are there concerns about the safety of feeding for the child?


	Yes / No


	
	

	3a.
If Yes – please note, this service is a Community Outpatient Service. There is often a wait for several weeks for an appointment. 


If there are concerns about the safety of the feeding, please can you ensure that the child has seen a doctor (GP/Paediatrician) who feels that the child is safe to wait to be seen in the community.

1. If yes, please indicate which doctor has seen the child about their feeding and when.

2. Please enclose any reports eg videofluroscopy reports and clinic letters


	___________________

Doctor

___________________

Date Seen



	4. Is the child gaining weight appropriately?


	Yes / No



	5. Is the child undergoing any surgery or is any planned – e.g. cardiac surgery?

6. Does the child have any outstanding investigations planned – e.g. chest x-ray, videofluoroscopy, barium swallow, DLTB


	Yes / No
Yes / No

	7. Are there any developmental concerns about the child? – please specify/describe:


	Yes / No

	8. Are there are signs of gastro-intestinal problems – e.g. reflux, constipation, vomiting?

If Yes – Is the child taking any medication for this? 

Please indicate:

9. Please describe any relevant structural problems – e.g. cleft lip & palate, TOF etc.


	
 Yes / No

	10. Please indicate who else is involved in the child’s care / treatment – e.g.       Paediatrician 

                                     Dietician 

                                     ENT

                                     PT/OT

                                     Starting Life Well
                                     CAMHS
	 

	11. Please describe the difficulties and issues around feeding, including how long there have been these concerns?

	

	12. Are there any Safeguarding concerns?

If yes, please provide information or contact details to discuss them

12a) Has a CAF been completed?


	Yes / No

Yes / No


Is there any general information we should know about the family, i.e. which may affect attendance?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________
Once we receive this information, we will be able to process the referral.

Please return to: 
Paediatric Speech and Language Therapy, Sandringham House, Windsor TS, Salford M5 4DG
Thank you.
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