	
	RAD Interpreting Booking Form

East Kent CCGs 
	RAD Ref: 
	

	
	
	Date:
	


Referrer Details

	Practice Name:
	

	Full Postal Address:
	

	Practice Code:
	
	Tel No:
	

	Persons Name:
	
	Fax No:
	

	Email Address:
	


Assignment Details

	Date of appointment:
	
	Start time:
	
	Finish
time:
	

	Venue Address:
	
	Directions:
	

	Contact Name 

at Venue:
	
	Contact Tel at Venue:
	

	Details of Assignment:
	

	Additional Info:
	

	Name of Deaf person(s): 
	

	Number & type of support required 



	British Sign 

Language (BSL)
	
	Lip speaker:
	

	Sign Supported 

English (SSE)
	
	Speech-to-text-reporter 

(STTR)
	

	Other Sign Language
	
	Electronic notetaker
	

	Deaf relay interpreter
	
	Manual notetaker
	

	Deafblind Hands On
	

	Deafblind Visual Frame
	


Invoicing Details & Fees
	Company Name:
	East Kent CCGs

	Full Postal Address:
	Use Tradeshift for electronic invoicing

	Persons Name:
	

	Email Address:
	

	Telephone No:
	


Please return this booking form to interpreting@royaldeaf.org.uk or alternatively via fax 0300 688 2627.  Should you have any queries please telephone 0300 688 2626
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