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FEEDING AND SWALLOWING CLINIC 
Referral Form

	BCCH MRN: ______________________________________
Patient Name: _____________________________________

                                           (last)                           (first)                     

Sex:  Male / Female

D.O.B: ______________________________________________
                      (dd/mm/yyyy)

PHN:________________________________________________


This clinic provides a one time consultation for children age 0-16 years of age who have or are at risk for swallowing difficulties or aspiration.  The assessment includes an oral motor assessment, a dietary assessment and a videofluoroscopy feeding study.  Please complete this referral form and fax to: BCCH Occupational Therapy – Fax: 604-875-3220
Include pertinent information such as: Consultation Letter, Investigations, Growth Chart, Testing & Lab Results.  A radiology request for VFFS must be included.
Date of Referral:____________________________
Parent/Guardian’s Name:


Home Phone:  


Work Phone:  

Cell Phone:  


Address:  



Referring Physician:



Office Phone:



Fax Number:  

Pager No.:  


Address:  



Email address:__________________________________________
Reason for Referral/Diagnosis: _______________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Describe clinical signs/symptoms of swallowing dysfunction/dysphagia:  ____________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Weight:  __________
Length/Height: __________
Weight / Growth Concerns:
Y / N
Further Comments:__________________________________________________________________________________________

__________________________________________________________________________________________________________
Does this child have a developmental delay
Y  /  N
         (If yes, please refer to SunnyHill Health Centre Feeding Team)
Interpreter Needed?
Y  /  N

If YES, language spoken?  




Please note: Criteria for this service are:
· Normally developing or unresolved medical issues requiring follow-up by specialty services at BCCH.
· For children who are not at significant risk of aspiration, must reliably take a minimum of  ½ to 1 teaspoon sized bolus (depending on the age of the child) for safety with solids to be assessed.  
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