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Paediatric Speech and Language Therapy Department
Additional Information to referral form
	Reason for request:


	

	

	Medical History

a)   Include relevant information, such as, neonatal history, information about ENT issues, neuro-developmental, cardiac and respiratory problems (including history of chest infections). 

b)   Does the baby/child dribble a lot?

c)   Is there a history of reflux, eg early history of vomiting associated with feeding?

d)   Does the baby/child/young person experience coughing/choking during feeding?   If so, at what stage does this occur?

e) Does the child/young person have a known diagnosis?



	

	

	

	

	

	

	Weight

a)   Has there been a history of recent weight loss?

b)   Is there a history of poor weight gain or failure to thrive?



	Weight:
	Length/Height:

	

	Family History

a)   Is there a history of eating difficulties in the family?   If yes, please describe.

b)   Is there a history of allergy?


	

	


 FEEDING, EATING, DRINKING AND/OR SWALLOWING 

Name:                                               Date of Birth:

	Behaviour

Is feeding a positive experience, eg is the baby settled during feeding or after?   Is there excessive crying? Or other signs of distress before, during or after the meal? Is the child/young person motivated to eat/ drink?



	

	


	Quantity of food intake

a)   How much milk/ fluid is baby/child accepting at the current time?

b)   How much solid food is the baby/child  accepting (spoonfuls)?



	

	

	

	Length of time

How long does a mealtime take? Milk feeds and/or solids (minutes)



	

	For Schools
a)   Please describe the environment the child/young person eats/drinks in at school, e.g. busy dining hall, etc.

b)   Does the child/young person feed themselves independently?

c)   If not, how much support do they require?

d)  If the child/young person needs feeding by a member of staff, are they a designated person or a number

    of people?

	

	

	Have you, the referrer, observed a feed / mealtime / snack?                                          Yes / No

Please note your observations and advice given below:



	

	


	Desired outcome for the child.   Please write in this box what you are hoping will be achieved for your child following a referral to the Specialist Feeding Service.

	

	


What does your child eat and drink? 


Please tick: 


milk     (               puree                (                             finger food which dissolve or melt      (                 


water   (               mashed food    (                             soft finger food                                      (


juice     (              chopped food   (                             crunchy finger food                             (





What sorts of food does your child like best?











What sorts of food does your child avoid or find difficult?
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