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List or attach any specialized testing (e.g. Psychology,
Psychometry, Speech, Agency/Treatment centre, etc.):

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

What interventions have been implemented to accom-
modate this student’s strengths and needs?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

RefeRRal infoRmation

Assessment requested:             oT* PT* Speech*               nursing               nutrition

*all referrals must be accompanied by an appropriate screening tool

family infoRmation

Parent/guardian name(s): ________________________________________________________________________________________________________

cell/Business Tel.: Mother: _____________________________________________Father:_________________________________________________

Permission to contact Mother at work: Y n Permission to contact Father at work: Y n

parents informed consent received: Y n Date:______________________________________________________________

Mailing Address (911/Box#): _____________________________________________________________________________________________________

city:_______________________________________________________________________ code:________________Tel.: ______________________________

cAS/homeshare/other contact:__________________________________________________________________________________________________

referral initiated by: ___________________________________________________ relationship: ___________________________________________

Tel.: _______________________________________________________________________ Date:____________________________________________________

Family Physician:________________________________________________________ Specialist: ______________________________________________

Known Diagnosis:___________________________________________________________________________________________________________________

school infoRmation

School:___________________________________________________________________________________________ Tel.: ______________________________

Attendance: AM PM Full Day Alternate Days grade:________________

Principal:____________________________________________________________ Teacher: ______________________________________________________

resource Person: ___________________________________________________________________________________________________________________

Which school personnel will be responsible for follow-up of recommendations provided by the therapist?:

name:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _Telephone:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Best time to call: __________________

Request foR school health 
suppoRt seRvices 

Student Surname: ___________________________________________________________

given name:__________________________________________________________________

Sex: M F Date of Birth:______________________________________

health card: _______________________________________________Vc: ______________

Preschool Speech Agency: ________________________________________ Date Preschool SLP Spoke with Board SLP: ______________

Authorized by: _______________________________________________________ Title:______________________________________ Date: _____________

PreSchooL SLP/BoArD SLP or SchooL PrinciPAL/DeSignATe
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