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SPEECH AND LANGUAGE THERAPY LED VIDEOFLUOROSCOPY CLINIC

SLT QUEEN MARY’S HOSPITAL:  Lower Ground Floor, Room L211, Roehampton Lane, SW15 5PN. Tel 020 8487 6146/6145 (SLT) VF Administrator:  020 8487 6148 email: eileenmary.clarke@stgeorges.nhs.uk   Fax: 020 8487 6147
VIDEOFLUOROSCOPY (VFS) REFERRAL
Date referred: ………………………………….





Date received:……..………………………………



                                                                                                                                                  (for office use only)

	Patient Name:

	DOB :

	Gender:

Female           (
Male               (

	Patient Address:

	Patient Tel No:

	Name of GP:
Name of Consultant:

	Full address of GP:
	Tel No. of GP:

	Name of referring SLT:

	Full address of referring SLT& email address:
	Tel No. of referring SLT:

	Please indicate who you would like additional reports to be sent out to:

	Full Name & Address:
	Full Name & Address:
	Full Name & Address:


	Would you like a copy of the report sent to the patient?                                                 Yes    (        No     (


CHECKLIST: MUST BE COMPLETED BY REFERRING SLT PRIOR TO PROCEEDING WITH VFS REFERRAL

	· Has this patient got MRSA at the point of referral?
	      No    (
	    Yes    (

	· Is the patient medically stable/well enough to tolerate travel and investigation?
	       Yes   (
	     No    (


	· Has the patient got good sitting balance and head posture?

	         Yes   (
	        No    (

	· Is the patient wheelchair bound?
· If yes, can you see the neck unobstructed by the wheelchair or shoulders when viewing the patient from the side?


	        No    (
        Yes   (
	        Yes    (
        No     (

	· Will the patient’s cognitive/sensory/physical status allow compliance with verbal instructions?

	         Yes   (
	         No    (

	· Is there considered to be a high risk of aspiration on oral intake?


	          No   (
	        Yes    (

	· Has the procedure been explained to the patient and consent obtained and documented?                                                                                                                                                                 


	Yes   (
	        No    (


Please note:  If any answers are in the right hand response column, Videofluoroscopy may not be appropriate or possible – please phone the VF SLT to discuss
FINAL STEPS TO REFERRAL:

Doctors:  Please sign and send/fax the x-ray form otherwise procedure cannot be carried out.
Speech & Language therapists: The referral will not be booked until VF SLT is in receipt of both referral form and signed x-ray form. All transport is to be arranged by the referring SLT.  The referring SLT must attend the VF appointment. The patient should be in Radiology waiting area 15 minutes before the appointment time
Patient name:………………………………..




Patient DOB:……………………………
	SLT Summary of Medical History 

(incl. chest  & weight status)


	VFS Objectives

(SLT reasons for referral)
eg

	Summary of Swallowing Assessment

Pre-oral Stage

Oro-motor Exam
Oral Stage

Pharyngeal stage



	Current nutrition & hydration (oral/NG/PEG)?


	Is the patient diabetic?
	Any food allergies?

	Which consistencies are currently recommended?


	Communicative ability?
	Is an interpreter required?

Note: Referring SLT to arrange interpreter if required

	Compensatory strategies/postural manoeuvres to be trialled at VFS?


	Which consistencies should be trialled at VFS?

	Who will be accompanying the patient to VF in addition to referring SLT?  (names/relationships):
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