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Child’s Surname:                             Child’s Forename:
GSTT Assistive Communication Service

Referral Form: Paediatrics

Please read the acceptance and exclusion criteria carefully prior to making a referral. 

In order to assist with processing of this referral, please tick all criteria which apply to this client. 

A client must meet all acceptance criteria to qualify for this service. To avoid delay in processing of this referral please complete all sections of the referral. 

Please phone 0203 049 7751 or email gst-tr.acs-hub@nhs.net to discuss any queries

	Acceptance Criteria
A child who is eligible to access a specialist Assistive Communication Service (ACS) has the following:

· A severe/complex communication difficulty associated with a range of physical, cognitive, learning, or sensory deficits;

· A clear discrepancy between their level of understanding and ability to speak

In addition, a child must:

· Be able to understand the purpose of a communication aid

· Have developed beyond cause and effect understanding

And should:

· Have experience of using low tech Augmentative and Alternative Communication (AAC), which is insufficient to enable them to realise their communicative potential. 

Exclusion Criteria

· Not having achieved cause and effect understanding

· Have impaired cognitive abilities that would prevent the user from retaining information on how to use equipment

· Ability to use a standard touch screen or keyboard with literacy based software

Please note: It is essential that a key community therapist is present throughout the assessment process, that they are able to provide regular support to the child, monitor the use of equipment and take part in the assessment review.
If the child meets any of the exclusion criteria please phone prior to completing the referral.


SECTION 1: CHILD INFORMATION

	1a: CHILD INFORMATION

	Child’s Name: 

	Address:

	Tel: 

	
	Mobile: 

	
	Funding Borough: 

	Date of Birth: 
	NHS Number: 


	Ethnicity: 
	Gender: Male  FORMCHECKBOX 
     Female FORMCHECKBOX 


	GP Address: 

	GP Telephone Number:



	School / College Name: 


	School/ College Address:



	Telephone:
	

	1b: PEOPLE INVOLVED IN CHILD’S CARE (give names)

	Parents / Main Carer 
(note down and relationship to the person being referred):
	

	Who should we contact in regards to the person being referred?
	

	Class Teacher:
	

	SENCO:
	

	Speech and Language Therapist:
	

	Occupational Therapist:
	

	Physiotherapist:
	

	Does the child have an up-to-date EHCP / Statement report ?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



	1c: CURRENT PACKAGE OF CARE 
(e.g. annual, termly, half termly, fortnightly, weekly)

	Speech and Language Therapy :
	

	Occupational Therapy :
	

	Physiotherapy :
	

	1d: CONSENT 

	Has the child’s guardian consented to this referral?
	Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 


	If consent has not been given, explain why not? :   

	Educational setting informed of referral :
	Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 


	If this was a “best interest” decision, who was involved? 




Ensure that all appropriate persons are informed that this referral has been made.
	1e: DIAGNOSIS

	Primary Diagnoses:

	Date of onset: 
	Stable  FORMCHECKBOX 
  Deteriorating  FORMCHECKBOX 
  Improving  FORMCHECKBOX 


	Other significant medical history: 


	List of medications:


SECTION 2: REFERRER INFORMATION
	2a: REFERRER’S INFORMATION

	Referrer’s Name: 
	Referrer’s profession: 

	Referrer’s Address: 
	Referrer’s telephone number: 


	Referrer’s email address: 
	Current communication goals at school/college: 


	2b: REASON FOR REFERRAL

	Reason for referral:


	Teacher’s goals from referral: 



	Child’s goals from referral:
	Parent/Carers’ goals for child from referral: 



	SECTION 2c: MEETS THE CRITERIA FOR REFERRAL

	Does the child understand cause and effect? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does the child understand the purpose of a communication aid? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Provide examples from your observations:



	Is there a discrepancy between their understanding and ability to speak? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Provide examples from your observations:


	**If you have answered “no” to the above questions the child may not currently meet the eligibility criteria for complex AAC assessment –contact GSTT ACS to discuss before continuing with the referral.

	Have low tech strategies been trialled? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Are there reasons why low tech strategies are insufficient to meet communication needs? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Describe briefly here (use section 6c to expand):



	**Local teams should explore use of low tech strategies and techniques. If methods are later found to be insufficient to meet the child’s needs, then a referral may be appropriate. 


SECTION 3: COMMUNICATION

	3a. CURRENT COMMUNICATION METHODS

	
	Used
	Details/limitations/issues

	Verbal expression
	 FORMCHECKBOX 

	

	Written text
	 FORMCHECKBOX 

	

	Partner-assisted scanning
	 FORMCHECKBOX 

	

	Low tech AAC 
(paper chart, E-Tran Frame)
	 FORMCHECKBOX 


	

	Gesture/Signing/Facial Expression
	 FORMCHECKBOX 

	

	High Tech AAC device 
	 FORMCHECKBOX 

	

	Other 
	 FORMCHECKBOX 

	

	What strategies help with communication?     



	3b: COMMUNICATION ABILITY 

	Speech Therapy Diagnosis (attach most recent communication report): 



	Results from Receptive Language assessment:



	Results from Expressive Language assessment: 


	
	Strengths 
	Limitations

	Speech
	
	

	Voice 
	
	

	Receptive Language 
	
	

	Reading 
	
	

	Expressive Language
	
	

	Spelling skills
	
	

	Symbol use 
(Symbol type)
	
	

	Social communication
	
	

	Tick which one best describes the childs expressive language ability:

 FORMCHECKBOX 
 Unlikely to be able to combine words, phrases, or symbols to create more than once concept. Uses high tech aids or low tech systems to select one concept at a time. 

 FORMCHECKBOX 
 Likely to use complex multi-page vocabulary to combine multiple words, phrases or symbols to compile a sentence. 
 FORMCHECKBOX 
 Likely to be able to construct novel messages using the alphabet. 

	3c: COMMUNICATION FUNCTIONS:

	Tell us how the child is able to communicate functionally (e.g. comment, share information, attract attention, etc)



	3d: COMMUNICATION NEEDS

	Where does the child wish to communicate? 



	With whom does the child wish to communicate? 



	Client’s first language: 



	Is an interpreter be required? 
	Yes  FORMCHECKBOX 
*
	No  FORMCHECKBOX 


	*Specify language and dialect: 

	Does the child need access to additional languages on a communication device (if yes list languages needed):




SECTION 4: MOTOR AND SENSORY FUNCTION

	4a. UPPER LIMB MOTOR FUNCTION

	Fingers, hands and arms
	Left
	Right
	Comment/details

	Decreased range
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Decreased strength
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Contractures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Ataxia / Dyspraxia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Tone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Increased OR Decreased 

	Poor coordination 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Tremor
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Give examples of what activities of daily living the child can/cannot do with their hands (e.g., eating, writing, pressing/swiping tablets, typing…): 


	4b. HEAD/ NECK CONTROL

	
	Yes
	No
	Unknown
	Describe what supports are in place to achieve head control?

	Rotate head left and right
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Flex neck down
(look down)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Extend neck
(look up)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Flex neck left
(ear to shoulder)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Flex neck right 
(ear to shoulder)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	4c. EYE MOVEMENT

	
	Yes
	No
	Unknown
	Comment/Details

	Up and down movement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Left and right movement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Nystagmus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Strabismus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	4d. SENSORY / PERCEPTUAL 

	
	Yes
	No
	Comment/Details

	Visual Impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	**Comment on how they use their vision in everyday situations and attach any reports



	Hearing impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are hearing aids in place?Yes  FORMCHECKBOX 
          No   FORMCHECKBOX 

Left   FORMCHECKBOX 
      Right   FORMCHECKBOX 



	4e: MOBILITY 

	
	Yes
	No
	Assistance required
	Comment/Details

	Ambulant
(able to walk)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Aids (frames/crutches) 

	Manual Wheelchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Model, if known 

	Powered Wheelchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Model, if known 

	Buggies/strollers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Model, if known

	 FORMCHECKBOX 
 Uses Headrest 
 FORMCHECKBOX 
 Uses wheelchair tray
 FORMCHECKBOX 
 Powered Wheelchair Controller – mounted on which side

	Do you know if the wheelchair is likely to change soon?

	4f. SEATING – MAJORITY OF THE DAY

	
	Yes
	No
	Comment/Details – approximately how many hours

	Armchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Manual Wheelchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Powered Wheelchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Buggie/stroller
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


SECTION 5: COGNITION AND BEHAVIOUR

	5a: COGNITIVE FUNCTION 

	
	Yes
	No
	Comment/Details on the ability to learn to use new equipment

	Memory impairment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Reduced learning ability 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Reduced attention span 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Reduced reasoning/problem solving
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	5b: BEHAVIOUR

	
	Yes
	No
	Comment/Details

	Does the child have any current challenging behaviours
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	How does the child respond in frustrating situations? 


	Is the child at risk of developing behavioural issues due to lack of communication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Describe any emotional / psychological factors which may affect the assessment.  



	Are there strategies that can be used to reduce risk within the assessment? 

*Attach any behaviour support plans



SECTION 6: EDUCATION
	6a: EDUCATION

	What is the child’s P-Level or curriculum level for the following and give examples where possible: 

	Communication:
	

	Reading*:
	

	Spelling*:
	

	Writing*:
	

	Speaking (including use of AAC):
	

	Listening: 
	


SECTION 7: COMPUTER ACCESS

	7a : CURRENT COMPUTER ACCESS

	Describe the child’s previous experience of using computers/tablets:

	Does the person have access to a computer? Yes  FORMCHECKBOX 
  No FORMCHECKBOX 


	Does the child have access to a tablet?           Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	How does the child access computers/tablets:



SECTION 8: APPOINTMENT BOOKING
	8a: APPOINTMENT BOOKING INFORMATION

	Please fill in section 8 in full or the referral processing or first appointment may be delayed
We ask that clients come to Bowley Close Centre for appointments, as this enables our team to provide a comprehensive assessment with access to a full range of assessment equipment. We are able to provide transport where needed.
Will this be possible for the child?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  If not, state reasons why:

	If transport needs to be provided by us, indicate clients’ ability for most suitable transport: 

	 FORMCHECKBOX 
 Child can walk to vehicle (W1)     
 FORMCHECKBOX 
 Child travels in Wheelchair but can transfer (C1)
 FORMCHECKBOX 
 Child requires a 2 man lift i.e. For carrying down stairs/steps etc.,. (C2)
 FORMCHECKBOX 
 Child travels in a wheelchair but no carrying by ambulance staff required (C3)
 FORMCHECKBOX 
 Bariatric vehicle required (B)  
 FORMCHECKBOX 
 Stretc.,her required (S)

	If the child is unable to come to us, where is the most appropriate location for the initial assessment session to occur? 

Address: 



	Is there parking available at the above property? 

Details:
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Is internet access available? 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Are there any safeguarding issues to be aware of?

Details (if appropriate): 


	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Are there any cultural considerations to be aware of?

Details (if appropriate):


	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Key Community/School Therapist (if different to referrer): 

Name:                                           Email:                                                    Tel:
On which days is the key community therapist available for appointments, tick all possible days and encircle the time of day: 

 FORMCHECKBOX 
Monday (am/pm)          FORMCHECKBOX 
 Tuesday (am/pm)             FORMCHECKBOX 
 Wednesday (am/pm)       

 FORMCHECKBOX 
 Thursday (am/pm)       FORMCHECKBOX 
 Friday (am/pm)       
Are there times of the day that are best for assessment with the child (e.g. avoiding times when the child may be tired, etc.,):

 FORMCHECKBOX 
Monday (am/pm)          FORMCHECKBOX 
 Tuesday (am/pm)             FORMCHECKBOX 
 Wednesday (am/pm)       

 FORMCHECKBOX 
 Thursday (am/pm)       FORMCHECKBOX 
 Friday (am/pm)       


SECTION 9: ADDITIONAL INFORMATION
	9a: ADDITIONAL INFORMATION 

	

	SECTION 9b: ATTACHED DOCUMENTS/REPORTS 

	Details of attachment/s: 


	

	Guy’s and St Thomas’ Assistive Communication Service

GSTT NHS Foundation Trust

Bowley Close Rehabilitation Centre

Farquhar Road

London  SE19 1SZ
	Tel  020 3049 7751

E-mail: gst-tr.acs-hub@nhs.net
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