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      ADULT OUTPATIENT REFERRAL FORM 
 

 
 
 
 
 
 
 

 

REASON FOR REFERRAL (Check all that apply):  

 Speech and/or language assessment 

 Speech and/or language therapy 

 Swallowing assessment and follow-up 
 
PLEASE DESCRIBE THE PRESENT CONCERNS: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Food Allergies (swallowing assessment referrals only):_______________________________ 
 
RELEVANT DIAGNOSES AND MEDICAL HISTORY: 
(Please attach relevant reports) 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
SPECIALISTS AND OTHER PROFESSIONALS INVOLVED WITH PATIENT: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
CONTRAINDICATIONS: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
Physician’s Signature:  _____________________________ Date: _______________________ 
 

 

Name:     Date: 

DOB:      Telephone: 

Address:     Referring Physician: 

HC#: 


