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020 7405 9200 ext 5293
Developmental Communication Service
Referral form 
(to be completed by child’s therapy team 
and local Consultant Paediatrician (not GP))

	Section 1: Child and local team details



	Name of child


	
	DOB
	

	Address


	
	Telephone
	

	
	
	NHS number
	

	School/nursery

	

	REFERRING CONSULTANT
(Consultant Paediatrician/ school doctor/Other Consultant)
	

	Referrer’s address


	
	Referrer’s phone/email

	Known diagnoses/problems at referral
Copies of previous medical correspondence helpful
	

	Previous investigations including brain imaging if relevant (please state at which hospital imaging was carried out)
Copies of previous medical correspondence helpful
	

	Current medications

	

	Speech & Language Therapist

Occupational Therapist

Physiotherapist

Other, eg Specialist Teacher 


	Name:

Add:

Tel
Email:

Name:

Add:

Tel
Email: 

Name:

Add:

Tel
Email: 

Name:

Add:

Tel
Email:


Parental Responsibility:

	
	Name
	Relationship to child
	Address
	Parental responsibility
	Aware of referral

	Person 1


	
	
	
	Yes/ No 
	

	Person 2


	
	
	
	Yes/ No
	

	Person 3


	
	
	
	Yes/ No
	


	Section 2: Referral questions and communication skills

	What are your main concerns?

What specific questions would you like the DCS team to address?

Level of language comprehension, date/age, methods used, scores obtained

Current expressive communication methods 

Communicative functions: what does the child communicate about?
Please send a copy of the most recent Speech and Language Therapy report detailing current targets/strategies

	Section 3: Supporting information

	Previous developmental/cognitive assessments? Please details dates and findings

Known levels of educational achievement (eg National Curriculum levels, P levels for numeracy and literacy)

Numeracy

Literacy

Is there any discrepancy between NC levels/P levels and reported levels of language comprehension that you would find it helpful for us to investigate?

It may be helpful to send a copy of the latest IEP if available

	Play interests


	Hand skills


	Mobility / positioning equipment used (for example - wheelchair, walker, splints, powered chair)


	Vision: are there any concerns about the child’s visual responses (how s/he looks at things) or level of vision?
Details of any Eye clinic assessment including visual acuity measures where available


	Hearing: are there any concerns about the child’s hearing?
Hearing test results/methods

	Is there anything else you think that would be helpful for us to know?



	Referring doctor’s signature (Paediatrician)


	Date of referral


PLEASE RETURN TO: 
SERVICE CO-ORDINATOR; DEVELOPMENTAL COMMUNICATION SERVICE; NEURODISABILITY TEAM; LEVEL 10; OLD NURSES HOME; GREAT ORMOND STREET HOSPITAL, GREAT ORMOND STREET, LONDON WC1N 3JH
Or send via secure nhs.net address to:

gos-tr.neurodisabilityreferrals@nhs.net
DCS Referral form
Page 4

