
  
 

 

CONNECTIONS: SPEECH AND LANGUAGE THERAPY 

ADULT SPEECH & LANGUAGE THERAPY REFERRAL FORM 

Please send completed form via email to refer@connectionsspeechtherapy.com or fax 1- (855) 644-3066 

Any queries please contact (859) 626-2271 

Patient Name    DOB (MM/DD/YYYY)   

Home Phone   Cell Phone    

Address 

 

 Email   

Marital Status   Does the patient live 

alone? 

  

Working Status   Occupation (past or 

present) 

  

Do you consider this referral to be urgent?      Yes  No  

Does the patient have dementia (including Lewy Body Dementia or Primary Progressive Aphasia)?    Yes  No  

Does the patient have capacity to consent to this referral?              Yes  No  

If yes, are they aware of the referral & have they given their consent   Yes  No  

If no, has it been agreed that this referral, & subsequent SLP input, is in the patient’s best interests?  Yes  No  

Medical diagnosis & reason for referral:  

  

  

Current swallowing difficulties:   

  

  

New or existing?  (If existing, what has changed)?     

 

           

Current communication difficulties (understanding, using language, slurred speech, stuttering, other)?  

  

  

New or existing?  (If existing, what has changed)?  

 

 



  
 

 

Dysphagia Referrals Only: 

What is the patient currently eating/drinking? (please circle)  

Food –      Regular       Soft & bite-sized (IDDSI Level 6)        Minced & Moist (IDDSI Level 5)        Puree (IDDSI Level 4) 

Liquidised (IDDSI Level 3)         Unknown  

Drinks –      Thin Fluids       Slightly Thick (IDDSI Level 1)      Mildly Thick (IDDSI Level 2)      Moderately Thick (IDDSI Level 3)      

Extremely Thick (IDDSI Level 4 )         Unknown 

Is the patient/caregiver/relative expressing levels of concern/anxiety/distress as a result of their communication or 

swallowing difficulty?       No        Yes      If Yes:   High level       Moderate level       Low level  

Any further information of relevance?  

  

 

 

   

  

Referred by:  

  

Professional Title:  

NPI (if applicable): 

Contact Address:  

  

Telephone No:  

GP Name: Facility:   

  

 

       

 

 

 

 _____________________________________________________________   _____________________________ 

 

 Signature          Date 

 

 

 

If you have any questions or comments about this document, please contact us by phone (859-626-2271), email 

(refer@connectionsspeechtherapy.com) or find us online at www.connectionsspeechtherapy.com 


