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speech therapy patient intake form

This form is for internal office use only. All information is considered confidential and will not be shared without signed consent.

Today's date: Phone* (adult patients):
Patient’s name: Family doctor:

Date of birth: Address:

Gender: M F

*please provide preferred number for receiving messages
If the patient is a child (< 18 years), please fill out this section

Parent A: Phone (h): Phone (c): Phone (w):
Parent B: Phone (h): Phone (c): Phone (w):

Pediatrician (if different from a family doctor):

Name of School/Preschool (how many days per week):

Teacher’s name & Grade:

Referral Source:
How did you find out about our clinic?

Reason for referral (i.e. what are your concerns):

Does the patient have any other relevant medical diagnoses:

Is the patient being seen now, or, on any other waitlists to be seen by health care/educational professionals:

Has the patient ever worked with a speech-language pathologist before? When?

Is the patient currently workina with a speech-lanauaae patholoaist? If ves, who?

What is your preferred day/time for appointments?

FOR OFFICE USE ONLY

Date of scheduled appointment: Patient File #
Julie St-Pierre M.Sc.S-LP(C) 5209 St. Margaret's Bay Road, Ste 206 902.826.3051 (fax 826.2670)
Speech-Language Pathologist St. Margaret's Bay Shopping Village julie@stillwaterspeech.ca
Upper Tantallon NS B3Z 1E3 stillwaterspeech.ca
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