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Physician Referral Form
     
	[bookmark: _Hlk210994752]Patient Information 	   

	Name:                                                                                                     DOB (DD/MM/YY):

	Phone:                                                            E-mail:               

	Mailing Address:

	If the primary contact is not the patient, please provide their details below:

	[bookmark: _Hlk210836455][bookmark: _Hlk210836847]Relationship to Patient:  ☐Parent  ☐Guardian  ☐Substitute Decision Maker (SDM)  ☐Other:

	Name:                                                                                                                                       

	Phone:                                                                             E-mail:                                                       



	Reason for Referral (please check all that apply)
☐ Swallowing (Dysphagia): ☐ Choking Episodes ☐Coughing/throat clearing/wet voice at meals                                 ☐ Difficulty chewing solids ☐ Sensation of food/liquid sticking in throat  ☐ Difficulty/inability initiating swallow                           ☐Significant/unexplained weight loss ☐ Recent aspiration pneumonia ☐ Diet texture advancement 
☐Other: 
☐Communication: ☐Speech Sounds ☐Language: ☐Expressive ☐Receptive  ☐Voice ☐ Stuttering ☐Social Skills  ☐Cognitive-Communication: ☐Attention ☐Memory ☐Reasoning  ☐Other: 
Comments/Details: 




	Medical History  
Relevant Diagnoses and Dates of Onset (DD/MM/YY):    
Other Specialists and Professionals Involved:            



	Current Diet (for swallowing referrals):  ☐Solids: ☐Pureed ☐Minced&Moist   ☐Soft&Bite Sized  ☐Regular  Liquids: ☐Thickened    ☐ Thin   



	[bookmark: _Hlk210994822]The Patient or their Parent, Guardian, or Substitute Decision Maker (SDM) (if applicable) has provided consent for this referral and understands that Speech Partners will contact them to schedule a non-OHIP covered appointment.    ☐ Yes   ☐ No 



	[bookmark: _Hlk210994834]Referring Physician Information

	Name:                                                                          Clinic Name:                                     Phone:    

	Address:                                                                       Email:                                                Fax:

	Referring Physician Signature:                                                          Date (DD/MM/YY):



Thank you for your referral.                                                             Fax: 647-848-2988
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