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Speech and Language Therapy
Services for Older People, Co Meath
Referral Form
	Personal Details
	

	Name 

Date of Birth:              


	Address

Phone number

	Address / Contact details of NOK or Primary Carer


	Referral:

Urgent   □ 

Routine      □

	General Practitioner
	Official Use Only

Date received:

Prioritisation:

Waiting list:


Please note if adequate medical history is not provided, the referral will be returned to the referral source
Medical History: (diagnosis / medications).  Please include details of medical investigations (ie. CT brain / MRI where available), also past medical history where applicable.  List medications if these are relevant.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Description of presenting problem :(if an SLT is referring, please attach details of assessment / interventions carried out to date). 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please detail any other services the client is accessing in the community
______________________________________________________________________________

______________________________________________________________________________
Please complete the following:  

Reason for Referral

	
	Severity of impairment  
	Impact of impairment on client
	Please √ where appropriate

For assessment  
+/- advice
	For Rehabilitation /therapy
	For 

Review 

/ 
Monitor 

	Communication
	Mild  □
Moderate: □
Severe: □
	Mild  □
Moderate:□
Severe: □
	
	
	

	Swallowing
	Mild  □
Moderate: □
Severe: □
	Mild  □
Moderate:□
Severe: □
	
	
	


Note: it is expected that a subjective judgement will be made. Must be completed for prioritisation purposes.
Signature of referrer: _________________________
Date: _____________________

Please return completed referral forms to:
Speech and Language Therapist, 
Services for Older People,  Speech and Language Therapy Department, Child and Family Centre, Navan
