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island health
REFERRAL FOR SPEECH SERVICES
LAST NAME FIRST NAME M/F DATE OF REFERRAL
HOME PHONE
ADDRESS (Including postal code) WORK PHONE

OTHER/EMAIL
If giving a message number, please
specify name

DATE OF BIRTH

PHYSICIAN Please include initial

CARE CARD NUMBER

PARENT/GUARDIAN NAME

HAS PARENT/GUARDIAN O YES
BEEN NOTIFIED O NO
NAME OF PRESCHOOL/DAYCARE
REASON FOR REFERRAL:
PERTINENT MEDICAL HISTORY/COMMENTS:
NAME OF REFERRAL SOURCE
ADDRESS/AGENCY TELEPHONE
RELATIONSHIP OF REFERRAL SOURCE TO PATIENT
PARENT/GUARDIAN OTEACHER/DAYCARE acpce OSPEECH/LANGUAGE PATHOLOGIST
OPHN OOTHER OAUDIOLOGIST OPHYSICIAN

Vancouver Island Health Authority - Central
1665 Grant Avenue, Nanaimo, BC V9S 5K7

Speech Tel: (250) 739-6827
Speech Fax: (250) 755-6260
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