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Children and Young People’s Therapy Service

Speech and Language Therapy, Occupational Therapy and Physiotherapy for Children and Young People

	Please indicate the profession(s) you would like the child/young person to be assessed by
	Occupational Therapist (OT), Physiotherapist (PT) and/or Speech and Language Therapist (SLT) 
		


Please write OT, PT and / or SLT



Identifying details
Record details of infant, child or young person referred or attach a report which contains the required information
	Surname
		



	First names
		




	Any previous names
		



	

	Male (M) / Female (F) please write M or F
		



	Date of birth
		




	Address
		



	NHS number (if known)
		




	
	
	Name of School or
Pre-school
		




	
	
	Name of GP
		




	Postcode
		



	Location of GP
		






Details of parents/carers
	Name(s)
		



	Contact telephone
		




	Relationship to infant, child or young person
		



	Parental responsibility?
		


Please write YES or NO



Reason for Referral 
	· Reason: NB. If preferred, please attach a report with clear indication of the reasons for referral







· Please explain the impact of this problem on the child/young person’s daily life:





· Please outline any strategies that have been used to help the child/young person and whether these have been successful: 



· Information re child or young person’s developmental or academic level




Previous contact with Speech and Language Therapy / Occupational Therapy / Physiotherapy, if known
	


Other services working with this infant, child or young person
	


Date and result of last hearing test, if applicable
	


Specific requirements
		Child’s first language:
		



	 Parent’s first language:
		




	Is an interpreter or 
signer required?
		


Please write YES or NO and, if YES, the service required
	Can parents/carers access written information?
		


Please write YES or NO






PLEASE NOTE: All boxes below MUST be completed to enable us to process the referral
I confirm that parents/carers have given their consent for this referral
	Signed 
(unless emailed)
		



	Date:
		




	Print name
		



	Role:
		




	Address
		




	Telephone number(s)
		




	Email address
		






PLEASE NOTE: REQUIRED ADDITIONAL INFORMATION FORMS

All forms are available on the ITS website at  https://somersetft.nhs.uk/children-and-young-peoples-therapy-service/


· If you are in a school or pre-school/nursery and referring a child with speech, language and/or communication needs, you will need to attach a completed Communication Competencies Questionnaire 

· If you are referring a child for Occupational Therapy assessment, you will need to attach a completed Additional Information to Support Occupational Therapy Referral Form 

Please return the completed referral form and additional information form, as appropriate, either by email to: ITSreferrals@sompar.nhs.uk or by post to: CYP Therapy Referrals, Children and Young People’s Therapy Service, Priory House, Priory Health Park, Glastonbury Road, Wells, Somerset BA5 1XL
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