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SARL  Referral
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Name:
                                                                                          Date:

Referral Date:         
        Region:   FORMCHECKBOX 
NE    FORMCHECKBOX 
NW    FORMCHECKBOX 
Metro    FORMCHECKBOX 
SE    FORMCHECKBOX 
SW
Individual:        DOB:        HAT score:       
SS#:         




Jackson Class Member  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
Attach the following! This referral will be returned if these forms are not attached.

 FORMCHECKBOX 
Face sheets(s) of current ISP for all IDT contact information and ISP dates

 FORMCHECKBOX 
Most recent completed Aspiration Risk Screening Tool
Referral Type   (check appropriate box and complete all information)
 FORMCHECKBOX 
  Initial 


  FORMCHECKBOX 
  Annual 

 FORMCHECKBOX 
 Update 
 FORMCHECKBOX 
  Removal - please complete all information, note all changes; attach clinical justification for removal (e.g. test/evaluation results; evidence of sustained improvement in risky eating behavior); note date of IDT meeting that discussed SARL removal: _____ 

 FORMCHECKBOX 
  Deferral - please complete all information and attach: 

 FORMCHECKBOX 
Decision Justification Form, identifying rationale for individual’s/guardian’s decision not to follow clinical recommendations;  

 FORMCHECKBOX 
IDT minutes describing the discussion regarding this decision;

 FORMCHECKBOX 
PCP recommendations made after consultation with agency nurse; and

 FORMCHECKBOX 
Aspiration relevant support plans, revised per individual’s/guardian’s decision.

Complete the following: 
Current weight         

Weight 6 months ago      
 FORMCHECKBOX 
 VFSS      (date)       FORMCHECKBOX 
 MBS      (date)    FORMCHECKBOX 
 Bedside Swallow eval      (date)  
 FORMCHECKBOX 
  SAFE clinic referral to SARL      (date)     FORMCHECKBOX 
 PCP referral to SARL      (date)

 FORMCHECKBOX 
  G- tube                         FORMCHECKBOX 
 J – tube                   FORMCHECKBOX 
 G/J  tube                FORMCHECKBOX 
 NG tube    

	List all pneumonia diagnoses within the past two (2) years

	Date
	Hospitalized ?   
	Date
	Hospitalized? 

	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 
	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 

	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 
	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 

	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 
	
	    FORMCHECKBOX 
   yes                 FORMCHECKBOX 
 no 


If high or moderate risk:

IDT Eating Specialist:                                                      Discipline:     
Email address:         Phone/Fax:      
Agency Nurse:            Agency:       Email address:  ___       Phone/Fax:      
If high risk:

ARM Sub-Committee Chairperson:        Discipline:     
Email address:          Phone/Fax:      
Submit completed packet to: 

DDSD Aspiration Coordinator  

5301 Central NE Suite 1700 Albuquerque NM 87110  

Fax: 505-841-2987      

An electronic set of documents may be emailed to  aspiration.coord@state.nm.us
NM DOH/DDSD Clinical Services Bureau

5301 Central Ave. NE, Ste 1700

Albuquerque, NM  87108

Ph:  505-839-2948   1-800-283-8415  fax:  505-841-2987


