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PATIENT REFERRAL FORM 

Patient information  

Name:  

Date of birth: 

Phone number: 

Address: 

Medical diagnosis:  

PMH: 

Medications: 

Reason for referral 

Speech therapy diagnosis: 

Patient is being referred for:  Evaluation only/ Evaluate and treat as necessary 

Dysphagia Evaluation  
 

Speech / Language 
Evaluation  

Voice Evaluation  
 

Cognitive-
Communication 
Evaluation  
 

Dysphagia treatment  
 

Speech/Language 
Treatment  
 

Voice Treatment  
 

Cognitive-
Communication 
Treatment  
 

Other: (please specify)  

 

Physician name:  

Physician signature: 

Address:  

Phone number:  

Please include recent medical history, relevant physician notes, and imaging 

results when faxing/submitting this form. 


