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PAEDIATRIC FEEDING ASSESSMENT
 SPEECH AND LANGUAGE THERAPY DEPARTMENT

Parents to sign attached consent form

Child’s name:





Date of Birth: 
                                         
NHS No: 


Address:
 


      
            



Postcode:

Telephone/Mobile no:



Email:






 

Name & Address of GP.:
Interpreter required:   YES / NO           
If Yes, Language required: 
Parental permission must be obtained or the referral will be returned (form attached)

Parental Consent obtained      YES / NO  























	Frequent coughing or spluttering when eating and/or drinking
	
	Gurgly/wet voice during or shortly after eating and/or drinking
	
	Poor growth and/or loss of weight

	Frequent gasping for breath when eating and/or drinking
	
	Changes around behaviour at mealtimes including refusal
	
	Frequent chest infections/respiratory difficulties


FEEDING/ SWALLOWING PROBLEMS:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Do not refer to Speech and Language Therapy if: 

· The child is under 12 months, with no medical conditions, eats solids but sometimes gags on finger foods or foods with lumps. See fussy eater advice. 
http://www.nhsggc.org.uk/kids/life-skills/joining-in-with-sensory-differences/


· The child is under 12 months, has no medical conditions, but does not always chew their food. See the link for advice on learning to chew. www.southwestyorkshire.nhs.uk/wp-content/uploads/2023/02/Learning-to-chew.pdf
· The child has a mental health condition that explains their eating and drinking, for example anorexia, bulimia, avoidant restrictive food intake disorder (ARFID), phobias and anxiety.  Seek psychological support
· The child is taking more milk than is recommended for their age / stage of development and as a result is not having solids or eating lumpy food. Discuss with the child’s Health Visitor. See advice:CS40649_healthy_infant_feeding_Booklet_WEB_2.pdf (sybhealthiertogether.nhs.uk)
· The child is drooling but has no indications of eating, drinking or swallowing difficulties. See advice STAT (southwestyorkshire.nhs.uk)
· The child is vomiting frequently or has gastro-oesophageal reflux but with no signs of swallowing difficulties e.g. coughing, choking, distress when eating and drinking. Please seek medical advice.






PARENT/CARER CONSENT 

FOR SPEECH & LANGUAGE  THERAPY SERVICE

· I agree to my child being referred to, and seen by Speech & Language Therapy.
· I agree any reports can be shared with other services involved with my child.
· I agree that the service can share and receive information from all relevant services involved with my child.
· I agree to appointments being texted to my mobile phone.
PLEASE COMPLETE  
NAME OF THE CHILD:
.…………………………….

DOB:
……………………
Signed by parent/carer:     ……………………………………………………………

Print Parent/ Carer NAME: ……………………………………………………… 
Mobile Number:
…………………………………………………………………..
Email:

………………………………………………………………

Or if (electronic return)

Above was discussed with parent/carer and 

Consent to referral and sharing information given by ……………………………………….

On date:  ……………………………..
Relationship to child:………………………………
Comments / Requests

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
Referred by:					Designation: 





Address of Referrer	: …………………………………………………………..





Tel No:       ……………………………….	Date: ……………………….


.


Email:	………………………………………………………..








Please return this form via secure e-mail to: rgh-tr.cypstherapyservices@nhs.net


Children’s Speech & Language Therapy


Kimberworth Place, Kimberworth Road, Rotherham S61 1HE





Telephone:  01709 423230/423229





Incomplete forms or those lacking detailed information, will be returned to referrer.





























