NHS Specialised AAC Service
[bookmark: _GoBack]Assessment Referral Form
This form is used to make a referral for a specialised AAC assessment. Guidance is provided throughout – if you have any further questions about filling out the form please email eats.lincoln@nhs.net
If you are requesting equipment only, please complete the equipment request report – if you require a copy please email the above eats.lincoln@nhs.net  to request.
Please note, this is not a referral on. A local AAC team will be expected to be involved at the assessment and to continue to work with the patient once the assessment is completed. Please give as much information as you have available. A more complete referral will prevent phone calls for information and will speed up acceptance, however not all sections will be appropriate for all referrals. If information regarding a section is detailed in an attached report please indicate.
	SECTION 1: BIOGRAPHICAL INFORMATION

	1.1 Date of referral:

	1.2 Patient Name:
	1.11 GP Address

	1.3 Date of birth
	1.14 Referrer Name:

	1.4 Home address
	1.15 Referrer Contact Address:

	1.5 Postcode
	1.16 Referrer Profession:

	1.6 Tel No:
	1.17 Referrer Tel No.

	1.7 Email:
	1.18 Referrer Email

	1.8 NHS Number:
	1.19 Risks Associated with Home Visit

	1.9 Ethnicity
	

	1.13 Patient Gender:
	

	1.11 Patient Home Situation (lives with partner / carer etc – please provide details if possible)
	



	SECTION  2: MEDICAL HISTORY

	2.1 Medical History
Please briefly detail the patient’s medical history including key dates and expansion of acronyms as necessary.




	2.2 Speech and Language Diagnosis
Please briefly detail the person’s speech and language diagnosis and needs. Please detail how the client is currently communicating.

	SECTION 3: REASON FOR REFERRAL

	3.1 Background to referral
Please describe the background to this referral and any factors impacting on the person’s use of AAC.
Please detail why this referral is being made at the current time.

	3.2 Expectations of referral
Please describe the expectations / requests from the client and the referrer. If a specific device has been mentioned or trialled by the service please detail here.



	SECTION 4: OTHER INFORMATION

	4.1 Other professionals involved
Please detail other professionals involved with this individual and their roles. If the referrer is not a speech and language therapist, please detail the speech and language therapy service involved.



	SECTIO N 5: CONSENT

	Has the person consented to the referral? 	
	If no, why not?

	YES
	NO
	UNDER 18
	UNABLE TO CONSENT

	If under 18 consent should be sought from parent / guardian
	If unable to consent and decision is in person’s best interest, please attach supporting documentation or location of supporting documentation.

	Signature of parent / guardian
By signing here you consent to the EATS team assessing your child


	Signature of referrer



Please return completed forms by secure email (nhs.net) to Lincoln.eats@nhs.net
Or post to 
Electronic Assistive Technology Service
Fen House 
Fen Lane
North Hykeham
Lincoln
LN6 8UZ

Any questions – please email Lincoln.eats@nhs.net or phone 01522 697282
For office use only
	Date Received:
	
	Date Acknowledged:
	

	Date Accepted / Rejected:
	
	Referrer informed of decision:
	

	Date Allocated:
	
	Allocated to (clinician):
	



