Communication Aid Service East of England (CASEE)

Augmentative & Alternative Communication (AAC) 

Specialised Services Referral Form

	Section 1: Client information

	Mr / Mrs / Ms / Miss / Dr / Other

Name:

	Date of Birth: 


	NHS Number: 



	Gender:     Male      Female
	Local Service Provider: 

(PCT/CCG/Local Team)



	Address:



	Email Address:



	Telephone Number(s)/Mobile Number(s):



	Client’s first language:

Will an interpreter be needed for CASEE appointments?   Yes      No
Client’s ethnic group:

Please tick relevant box (see category list on final page – appendix 2): 
  A      B      C      D      E      F    G      H      J      K      L      M
  N      P      R      S      Z


	Client Consent:
Has the client provided consent for this referral?    Yes      No

Is the client aware of the referral?                        Yes      No  If not, why?

Is it a best interest decision?                                Yes      No  If yes, who made the decision to refer?

Has the client expressed a desire to use a voice output communication aid?     Yes      No



	Communication consent:

Does the client consent to CASEE contacting the via:

Email                      Yes      No

Telephone (NOK)     Yes      No

Voicemail                Yes      No



	Safeguarding questions for child referrals:

Does the family have a social worker or family support worker?      Yes      No

If yes enter details:

Is the child a ‘Looked After Child’?    Yes      No

If yes enter details of social worker, foster carer and who has parental responsibility:

Is there are Child Protection Plan in place?   Yes      No

If yes, please enter any details which may be relevant to the CASEE team’s visit:




	Section 2: People involved in the client’s care

	Referrer information :

Name:

Email:

Telephone:

Address:



	NOK:

Name:

Relationship to client:

Email:

Telephone:

Address:



	GP Information: 

Name:

Email:

Telephone:

Address:



	Workplace/ School / College Name: 

Name:

Email:

Telephone:

Address: 



	Environmental Controls:

Name:

Profession:

Email:

Telephone:

Address: 


	Other:

Name:

Profession:

Email:

Telephone:

Address: 



	We will send the appointment letter to the client and the referrer.
Is there anyone else who would be relevant to invite to the appointment? 

Name:

Profession:

Email:

Telephone:

Address:



	Please complete the table below to indicate the availability of yourself and the client. Appointments are usually offered 4-6 weeks after referral. Where possible we will try to schedule an appointment on one of these days, but cannot guarantee this. 



	
	Monday
	Tuesday
	Wednesday
	Thurs
	Friday

	Referrer


	
	
	
	
	

	Client


	
	
	
	
	


	Section 3: Medical information

	Diagnosis:        

Date of onset of condition:

Is the condition:                  Stable     Deteriorating     Improving  

	Significant medical history:



	Please list below any relevant medication your client is currently taking:



	Is the client awaiting any medical interventions which may impact on outcomes (medication changes, surgery etc)?



	Does the client have a DNACPR in place?  


	Section 4: Reason for referral

	What does the client and their family hope to achieve from this referral? What is the expected outcome of the referral to CASEE?



	What would a high tech communication aid add to your client’s communication? 




	Section 5: Comprehension



	Please describe your client’s receptive language skills, including any formal or informal assessments that have been completed:



	Can your client: 
	YES
	NO

	· Understand single words
	
	

	· Understand simple sentences/questions
	
	

	· Understand longer sentences/ questions
	
	

	· Understand everyday conversation
	
	

	· Understand more complex or abstract information
	
	


	What strategies can we use to support your client’s understanding during the session?




	Section 6: Expressive communication

	Please describe your client’s expressive language skills, including their typical length of utterance & any formal or informal assessments that have been completed: 



	Does your client’s communication vary throughout the day? If yes, please give details. 

How would you describe the client’s motivation to communicate? What does the client like to 

communicate about? 


	Are there any topics that should be avoided?



	Please give examples of how your client does the following:

Gain attention:

Decline:

Accept: 

Indicate yes/no to simple questions: 

Express wants or needs:

Make choices:

Ask questions:

Provide information:

Repair conversation:

Have a long conversation:



	Which low tech communication aids has your client used?

Alphabet charts                    Partner Assisted Scanning book                    E-tran frame    
Communication book            Symbol charts                                              Other              
Please attach a copy of the client’s low tech system to this referral. 


	How would you describe their experience of using low tech AAC, please describe what works, what doesn’t work, and the reasons for this?



	How does the client access any AAC systems they may already be using? (pointing, eye pointing, partner-assisted scanning, switch/mouse/joystick etc)




	Section 7: Physical ability

	What is the client’s Gross Motor Function Classification Scale (GMFCS) level/ mobility level? Please tick:



	
	Level I
	Walks without limitations

	
	Level II
	Walks with limitations

	
	Level III
	Walks using a hand-held mobility device

	
	Level IV
	Self-mobility with limitations; may use powered mobility

	
	Level V
	Transported in a manual wheelchair

	Palisano et al 2007 (http://motorgrowth.canchild.ca) 




	Describe the client’s fine motor function/Manual Ability Classification System (MACS) level:


	
	Level I
	Handles objects easily and successfully

	
	Level II
	Handles most objects but with somewhat reduced quality and / or speed of achievement

	
	Level III
	Handles objects with difficulty; needs help to prepare and / or modify activities

	
	Level IV
	Handles a limited selection of easily managed objects in adapted situations

	
	Level V
	Does not handle objects and has severely limited ability to perform even simple actions

	Eliasson et al, 2006 (www.macs.nu)
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	Section 8: Wheelchair and seating

	Where does the client spend most of their time? 

  In bed        Wheelchair          Comfy Chair           Other

Which seating system/position allows the most functional movements?



	Would a communication aid require mounting (eg to a wheelchair/ bed frame/ comfy chair etc?)

 Yes    No

If yes, what would it need mounting to?



	If you answered yes to the above and wish the wheelchair to be mounted please answer the following questions:

	Please provide details of any wheelchairs:

Model:

Manufacturer:
How is the wheelchair controlled?



	If the client is a wheelchair user, we may need to contact their wheelchair service to enable decisions around the mounting of equipment. Please give details as follows: 

Wheelchair Service Name: 

Contact Name: 

Address: 

Phone Number: 



	Does the chair have any accessories? (eg headrest, lateral supports, wheelchair tray etc.)



	Has the client attended any posture & seating clinics in the last two years? (Please give dates) 



	Is the client awaiting any equipment which may affect the assessment? (eg spinal jacket, new seating system etc)



	Please insert an image of the seating system below:




	Section 9: Education and employment

	Please provide information on the client’s past and current level of literacy. Give details of assessment where possible.


	Please give details of the client’s past or current employment. Include highest level of educational attainment (if applicable).



	Section 10: Cognition
	

	Please provide information re: any recent/ relevant cognitive assessment results/ observations (if applicable):



	What is the client’s typical attention span? (Please describe if client is very distractible/ attends well for long periods etc)  



	Are there any long term or short term memory difficulties? 



	Are there any difficulties with compliance? (Does the client exhibit any challenging behaviours/ frustration?)



	Are there any strategies we should use to help the client engage most with the session? (eg visual timetable, breaks, rewards)




	Section 11: Vision and hearing

	Does the client have any vision difficulties?                                Yes    No

If yes, please give details & attach most recent optician’s report, any visual processing assessments etc. 



	Does the client have any hearing difficulties?                               Yes    No

If yes, please give details & attach any relevant reports. 




	Section 12: Additional information

	To your knowledge are there any health & safety or safeguarding issues that we need to be aware of when planning a home visit/assessment? eg Please outline/ contact us regarding any reasons why lone working should not be considered for this client. 



	Please state which of the clients locations is best for the appointment: 

 Home                      School                           Day Centre                   Other



	Please give details of available parking:



	Are the client/ family/ communication partners familiar with a variety of types of technology?



	Please add any feedback/ comments regarding the referral process or the completion of this form.




	Section 13: Consent and signature

	  I understand that as the referrer, it is my responsibility to ensure that appropriate consent for this referral has been obtained, and I hereby confirm that this consent has been obtained.

  I/a colleague (details provided above) will be available for contact in the weeks following the submission of this referral in order to provide further information if required and to co-ordinate attendance at any appointment/s offered.

CASEE DATA PROTECTION STATEMENT

The information you provide on this form is subject to the provision of the Data Protection Act 1998. The information will be held confidentially & will be retained for the purposes of processing your referral & meeting our statutory obligations.

 I have read the CASEE Data protection Statement, and I hereby agree to the terms and conditions of that statement.

 I understand that, as the referrer, I will be the main contact for this referral and that it will be my responsibility to disseminate information from the CASEE to the client, parent/significant other and relevant professionals, and to co-ordinate their attendance and/or contribution to the assessment process.

Signature: _______________________________________________________

Or if you are completing/submitting this form electronically, please tick this box in place of your signature 
Print name: ______________________________________________________

           Date: _ _ / _ _ / _ _ _ _




Appendix 1 

Client agreement to email contact for advice and support

I agree to the Communication Aid Service East of England (CASEE) team hosted by Addenbrooke’s Hospital to use the email address below as a method of communication with us.

Email address:
I understand that CASEE and Cambridge University Hospitals NHS Foundation Trust will use reasonable means to protect the security and confidentiality of email information sent and received. I understand that there are known and unknown risks that may affect privacy when using email to communicate. I acknowledge that those risks include, but are not limited, to:

· Email can be forwarded, printed, and stored in numerous paper and electronic forms and be received by many intended and unintended recipients without my knowledge or agreement.

· Email may be sent to the wrong address by any sender or receiver.

· Email is easier to forge than handwritten or signed papers.

· Copies of email may exist even after the sender or the receiver has deleted his or her copy

· Email service providers have a right to archive and inspect emails sent through their systems.

· Email may be intercepted during transmission without detection or authorization

· E-mail is not a secure way of corresponding and I have been advised not to transfer any sensitive information in this format.

· Email can spread computer viruses. 

If I no longer want to use e-mail as a communication method, I will notify CASEE in writing.

I understand that copies of all email correspondence will be retained in the hospital record.

Client’s Signature: ………………………………  Print name: ……………………………

Date: _ _ / _ _ / _ _ _ _



Appendix 2 

Ethnic Categories
	White

	A
	British

	B
	Irish

	C
	Any other White background

	 

	Mixed

	D
	White and Black Caribbean

	E
	White and Black African

	F
	White and Asian

	G
	Any other mixed background

	 

	Asian or Asian British

	H
	Indian

	J
	Pakistani

	K
	Bangladeshi

	L
	Any other Asian background

	 

	Black or Black British

	M
	Caribbean

	N
	African

	P
	Any other Black background

	 

	Other Ethnic Groups

	R
	Chinese

	S
	Any other ethnic group

	 

	Z
	Not stated


Right Leg








Left Hand








Right Arm








Right Foot








Left Foot








Left Leg








Left Arm








Head








Eyes








Right Hand








Please give examples of what the client is functionally able to do with each part of their body specified below:
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