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greater newcastle cluster
Referral and Information Centre (RIC)
Intake Referral: Community Speech Pathology 
REFERRER:   All boxes in shading are MANDATORY. The referral will be sent back to you if these details are not included.
	Referrer name:
	   

	Referrer organisation
	

	Phone:
	FAX: 

	Date of referral:
	


	CLIENTS name:
	

	MRN (if known): 
	

	DOB:
	

	NOK Names (& relationships):
	

	ADDRESS:
	

	PHONE NUMBERS:
	MOBILE:

	EMAIL:
	

	GP & CONTACT DETAILS:
	

	Medicare Number (+ child’s position No. on card)
	                                                                     Expiry date: 

	Clients Centrelink number 
	                                                                     Expiry date:


	Does the client identify as Aboriginal or Torres Strait Islander?
	

	Country of Birth
	

	Date of arrival in Australia
	

	Languages spoken at home
	



	PRESENTING ISSUE: 


	Please describe reason for referral (e.g. Feeding difficulties, speech/ language difficulties/delayed, stuttering, voice)



	RELEVANT MEDICAL HISTORY:


	Does the child have any diagnosed medical/health issues? Yes / No
If YES, please describe:


	
	Is the child being seen by any other services/health professionals, including speech pathology? Yes / No
If YES, please describe:

Please fax relevant reports to 49 242502 marked “Attention RIC: speech pathology referral information” 



	HEARING
	Are there concerns with the child’s ability to hear? Yes / No

	
	Does the child have a history of frequent middle ear infections? Yes / No
If YES, do they see an Ear, Nose and Throat (ENT) specialist? 


	
	Has the child had a hearing assessment? Yes / No

When was this performed and what were the results?



	DISABILITY SEVICES:

	Has the child applied for NDIS? Yes / No
Has the child been accepted to NDIS? Yes/No

Is the Child currently receiving NDIS funding? Yes/No
Has the child been diagnosed with a global or developmental disability or moderate or severe cognitive impairment? Yes / No
(If answered YES to any of these questions about disability/other funding-then the child does not meet service criteria and cannot be referred to this service.)

	SCHOOLING
	Does the child attend preschool? Yes / No


	
	Does the child attend school? Yes / No

If YES School attended: ___________________________Year at school: Yr __
If at school, has school counsellor assessment occurred?: YES/NO
If YES, who performed the assessment and when was it performed?

Please fax the report to 49 242502- marked “Attention RIC: speech pathology referral information” 



	FAMILY HISTORY
	Is there a family history of speech/ language / hearing problems or have other children in the family attended speech pathology? Yes / No

If YES please describe



	OUT-OF-HOME / FOSTER CARE
	Is the child in out-of-home care? Yes / No

(If YES, which service are they with (eg Community Services, Life without Barriers, Catholic Care))?

Who is the child's regular caseworker?

Name:__________________________________________ Phone:__________________________________________
Email:______________________________________________________________ 





OTHER:
Please fax completed form to RIC : 49 242 502


Or email: 

CNRIC@Hnehealth.nsw.gov.au 
 

