-Talking Toddlers

Information Sheet
If you are referring a child to Speech and Language Therapy 
Services please do not also refer to Talking Toddlers.
	Child’s Name ___________________

Address _______________________

______________________________

__________Post Code ____________


	Name of child’s GP _______________

Address _______________________

______________________________

__________Post Code ____________

	Date of Birth ___________________
	Child’s first language _____________

Do the family need an interpreter?

Yes □         No □     If yes what language: _________________

	Name of mother    ____________

Name of father   ______________

Contact number(s)

Home  ________________________

Mobile ________________________


	Name of child’s health visitor________________________

Contact details __________________

______________________________
Other Services __________________

	Does your child currently attend a playgroup/nursery?

Yes _____   No ______

If yes, please state name & sessions attended ______________________

_____________________________
	Any other relevant information (e.g. late to achieve milestones etc)

______________________________

______________________________

______________________________


	Does your child suffer from any medical conditions?

______________________________

______________________________

______________________________
	Has your child recently had a hearing test?  

     Yes _____   No ______

If yes please state result _____________________________

	Does your child use a dummy?

     Yes _____  No ______

If yes please state frequency _____________________________

_____________________________
	Does your child have any special dietary requirements (e.g. vegetarian, vegan, allergies)?  ___________________________________________________

	

	Current speech and language skills (in terms of understanding and expression)
____________________________________________________________

____________________________________________________________

____________________________________________________________




Please Turn Over
Parents Preference for group location:
Please indicate preferred Children’s Centre and Day/Time and mode of transport for sessions-please be aware that groups will run on certain days at different venues during the week so parents may have to attend an alternative group.
	  Preferred Location
  ________________________________ 
  ________________________________

  ________________________________


	  Preferred Day/Time
 Monday (  Tuesday ( Wednesday (
 Thursday ( Friday (
 AM (          PM (
   Car/Taxi □     Bus □    Walking □


I agree to my child participating in the Talking Toddlers Group.

Parents/carers signature ____________________________________________
Referred by (Block Capitals) _________________________________________

Position held __________________ Tel________________________________
Address _____________________________________________________________________________________________________________________________________________________________________________________________Signature______________________ Date ________________

Please return completed form to: Early Years Speech & Language Therapy Team,

Firth Park Clinic, North Quadrant, Sheffield, S5 6NU or call : 0114 3053957
or email: jane.staton@nhs.net 
