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REFERRAL FORM                                                                         Date     
CLIENT INFORMATION

	Full Name
	     

	Date of Birth
	     
	Sex                 FORMCHECKBOX 
 male  FORMCHECKBOX 
 female

	Names of parents/

guardians/carers
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Address 
	     

	Phone number
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Email
	     

	Nursery name
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Address, tel. no.
email


	1

     
	2

     

	Key person at nursery
	     

	Current days/times of nursery placement 
	     

	Any plans to change nursery soon?
	     


REFERRING PRACTITIONER DETAILS

	Name, Designation & Contact Details (including email)


	     

	Reason for referral (briefly)

	     

	Diagnosis or relevant medical /health information
	


Is parent/guardian/carer aware of this referral?   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

Urgent referral?  FORMCHECKBOX 
 yes (Please give reason)
OTHER PROFESSIONALS INVOLVED

It is the policy of this service to liaise with all professionals involved. Please list all professionals who have been involved with this client in the last year, including GP.

	Name and Designation
	Contact Details (inc phone)

	     

	     

	     

	     

	     

	     

	     

	     


LANGUAGE SKILLS

(If possible to be completed by a Speech & Language Therapist known to the client)

	Pre-language skills:   Child shows…
Attention to an object
	Yes
	No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attention to a person (makes eye contact?  FORMCHECKBOX 
)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Understands cause and effect
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Can take turns (e.g. waits until other stops then communicates)
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Language Comprehension: Child matches or identifies…
Objects
	Yes
	No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Photographs
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pictures/Symbols
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child understands…

	Single Words
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Phrases
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Expressive Language:  Child is able to…
Use gesture (e.g. pointing, touching adult to get attention)
	Yes
	No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Use voice to get attention
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Use a sound/word consistently to communicate
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Make him/herself understood by familiar people
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Interaction Style:

 FORMCHECKBOX 
 prefers own company      
 FORMCHECKBOX 
 responds to others cues in 1-1 situations   FORMCHECKBOX 
 initiates interaction with others


GROSS AND FINE MOTOR SKILLS
(If possible, to be completed by Physiotherapist or Occ Therapist known to the Client)

	Basic Muscle Tone
	Low  FORMCHECKBOX 

	High  FORMCHECKBOX 

	Normal  FORMCHECKBOX 

	Variable  FORMCHECKBOX 


	Head Control
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Comment:

	Hand Function (tick if any voluntary control seen)
	Reach  FORMCHECKBOX 

	Grasp  FORMCHECKBOX 

	Release  FORMCHECKBOX 

	Point  FORMCHECKBOX 


	Leg/Foot Control
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	Comment: 

	Hand preference (if any)?
	 FORMCHECKBOX 
 right    FORMCHECKBOX 
 left

	Sitting
	 FORMCHECKBOX 
 independent   FORMCHECKBOX 
 supported  FORMCHECKBOX 
 seated position not advised

	Mobility
	 FORMCHECKBOX 
 walking    FORMCHECKBOX 
  not walking
 FORMCHECKBOX 
 walking with aids/support

	Please give details of any special seating


	     

	Please give details of any assistive technology already tried
	     


SENSORY PREFERENCES
	Child shows preference for…
	Please note under each sensory category what interests/motivates client (e.g. toys, characters, movement or musical games, etc)

	 Visual?     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	     

	Sounds?    Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

   
	     


	Touch?      Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	     

	Movement? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	     

	Smell/Taste? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 


	     

	Overall response to sensation
	Minimal/Reduced  FORMCHECKBOX 

	Excess/Intense  

 FORMCHECKBOX 

	Adequate/appropriate

 FORMCHECKBOX 


	Current Aims/ Goals or any further information

	     


I understand, that by making this referral, I agree to undertake any additional support required following the recommendations made as an outcome of this assessment.

Signature _____________________________ please tick if online referral  FORMCHECKBOX 

Please complete and return form to:


Keycomm Resource Centre,


1c Pennywell Road,


Edinburgh, EH4 4PH


Tel 0131 311 7130 Fax 0131 332 6871


Email: � HYPERLINK "mailto:janet.1.ramsay@ea.edin.sch.uk" ��janet.1.ramsay@ea.edin.sch.uk�
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