
 

intake  R 07/05 

 
REQUEST FOR CLINICAL SERVICES 

 
DATE OF REQUEST:    
 
NAME:    DOB:    SEX:    
 
PARENTS/GUARDIANS/ 
OTHER RELATIVE (specify):        
 
ADDRESS:    HOME PHONE:      
 
                      WORK PHONE:      
 
                    Fax:________________________________Email:__________________________ 
 
REFERRED BY:  _______________________________ Physican UPIN#________________ 
  
SCHOOL ATTENDING:    DISTRICT:      
 
PRIMARY CONTACT PERSON:    TELEPHONE:      
 
HAVE YOU EVER BEEN TO OUR CLINIC BEFORE:  YES_____NO_____ 
 

SERVICES REQUESTED 
AUDIOLOGY                                                            SPEECH-LANGUAGE PATHOLGY 
___Comprehensive Audiological Evaluation  ___Speech/Language __Eval. __TX 
___Hearing Aid Evaluation & Fitting    ___Voice__Eval. __TX 
___Central Auditory Processing Evaluation  ___Bilingual Speech/Language  

__Eval. __TX 
___Vestibular Assessment (ENG/VNG)  ___Aphasia __Eval. __TX 
___Otoacoustic Emissions (TEOAE/DPOAE) ___Dysarthria __Eval. __TX 
___ABR       ___Evaluation: Speech Generating Device  
___Stacked ABR            ___Fluency (Stuttering) __Eval __TX 
___VEMP  
___EcochG 
___ASSR (Auditory Steady State Response)     
___Aural Rehabilitation Class 
___Living with Hearing Loss ___PAL (Parents Adjusting to Loss) 
 
REASON FOR REQUEST:        
 
      
 
      
 
      
 
(Office use only)  REFERRAL TAKEN BY:  _____________Date Appointment Made:_________ 


