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SPEECH AND LANGUAGE THERAPY LED VIDEOFLUOROSCOPY CLINIC
COMMUNITY VIDEOFLUOROSCOPY (VFS) REFERRAL
Date referred: ……



Date received:……..………………………………………..









                                       (for office use only)

Patient details:

	Name:
	
	DOB:
	
	NHS number:
	

	Address:
	
	Gender:
	
	Telephone number:
	


Referring SLT details:
	Name:
	
	Email AND Tel. No. (including mobile)
	
	Address:
	Wandsworth Community Neuro Team                      
St George's University Hospitals 

NHS Foundation Trust
St John's Therapy Centre
162 St John's Hill
Battersea
London SW11 1SW 



Referring Medical professional:
	Name of GP or Consultant:
	
	Surgery or Hospital address:
	


	CHECKLIST FOR SLT TO COMPLETE PRIOR TO PROCEEDING WITH VFS REFERRAL

	
	Yes
	No
	Details

	Has the person got MRSA at the point of referral?
	
	
	

	Is the patient medically stable enough to tolerate travel and the 30 minute procedure?
	
	
	

	Is the patient able to sit in a standard chair for 30 minutes?
	
	
	

	Does the patient require assistance with transferring?
	
	
	

	Is the patient in their own wheelchair?
	
	
	(Please check dimensions will fit within machine)

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

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


PLEASE NOTE:
Referrals will ONLY be accepted via email: stgh-tr.communityvfs@nhs.net
Consultant or GP radiology referrals should be scanned and attached to the referral email.  Appointments will only be issued once both SLT referral form and Radiology referral are signed and received via email.
All transport is to be arranged / booked by local SLT.  
Local SLT must attend the VF appointment. 
Community VFS clinics run weekly on a Tuesday morning between 9.30 and 11.30.
Location of VF clinic:  Queen Mary’s Hospital, Radiology Department, Ground Floor, Roehampton Lane, SW15 5PN


          Contact number for the day of appointment only – 0208 487 6529
Patient name:… …………………………….          Patient DOB:……… ……………………

	Medical Diagnosis:
	

	PMH:
	

	Relevant dysphagia history:
	·  

	Summary of swallowing characteristics from bedside assessment:
	


	Aims of VFS:
	·  

	Which consistencies should be trialled:
	 

	Which strategies / postures should be trialled:
	· 


	Current means of nutrition and hydration:
	Fully oral / partially oral / NGT / PEG

	Current oral consistencies and quantities:
	

	Is the patient diabetic?
	Yes/ No (if yes please detail)



	Does the patient have any food/fluid allergies?
	Yes / No (if yes please detail)


Communication:

	Please provide any relevant details/advice to support patient:
	

	Is an interpreter required?


	Yes / No (If yes, local SLT to arrange this)

Language: Somali


	Who will be attending the procedure with the patient?
	SLT: tbc
Relative / carer: 
Please note due to limited space it may not be possible for the relative / carer to be in the room


O:\Therapy\Neurology\Speech and Language Therapy\Videofluoroscopy\Admin for VF\Clinic Forms\SLT referral 2017
