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  RUH      SCH      SPH      Other _________ 

REFERRAL FOR ADULT OUTPATIENT SPEECH AND LANGUAGE SERVICES        Addressograph

NAME: _____________________________

HSN: _______________________________

D.O.B.: _____________________________
       Addressograph

NAME: _____________________________

HSN: _______________________________

D.O.B.: _____________________________

* For modified barium swallow study, only complete Diagnostic Imaging Requisition on back of this form.  
							  Referral date:  ______________________________________________
Client’s name:     Last _____________________________________________          First _________________________________________
Date of birth (dd-mm-yyyy): _____________________________________     Personal Health Number: ____________________________
Family physician: _______________________________________    Email address: ____________________________________________
Address: ___________________________________________________________________________     Postal code: ________________
Preferred contact #: ____________________________________________   (  Home       Cell       Work)
Alternate #: ___________________________________________________   (  Home       Cell       Work)
Next of Kin/Caregiver: _____________________________________     Relationship: __________________________       Not applicable

DIAGNOSIS: _______________________________________________________________    Onset: ______________________________
Other significant medical history:     	  None             		  
       Yes – details ________________________________________________________________________________________________     
     Is the client at risk for falls?    No     Yes - details ___________________________________________________________________
Previous speech/language therapy:	  None	    *only refer when discharged from all other health authority SLP services 
       Yes – SLP _________________________________ Dates/ # of sessions _________________________________________________

REASON FOR REFERRAL:
   Swallowing:  Clinical Evaluation or Modified Barium Swallow (MBS) at SLP’s discretion
   Voice:  Hoarseness, cough, vocal fold paralysis, vocal cord dysfunction, voice feminization.
	If seen by ENT, please provide name of ENT ____________________________________________and include report, if possible. 
  Neuro (Stroke, ABI/TBI)									 
	Motor speech: Apraxia, dysarthria							 
  	Language:  Understanding and use of language, reading, writing				 
   	Cognitive skill:  Memory, reasoning, processing difficulties				 
  Progressive Disorders: ALS, Parkinson’s, PPA 
  Augmentative & Alternative Communication:  Limited use of verbal language
  Fluency:  Stuttering, stammering	Please refer patients with speech disorders, learning disabilities, auditory processing disorders, fluency disorders and accent reduction for private services.   Patients can go to www.saslpa.ca to find a private speech language pathologist.     

 






Additional information: ___________________________________________________________________________________________
_______________________________________________________________________________________________________________ 

REFERRAL SOURCE:        Self       Physician       SLP (attach Ax/Tx Summary)    Other   _____________________________________

Name _________________________________     Signature ___________________________________     Phone #: __________________

Please include relevant medical history, treatment summaries, discharge reports.
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Saskatchewan Patient Label

Health Authority NAME:
HSN:
O RUH O scH O spH O Other
MEDICAL IMAGING REQUISITION D.O.B.:
Patient address: Phone #:
Room #:
O STAT O Urgent O Non-urgent
Precaution Status: U Contact O Airborne U Droplet
U Contact + Airborne

Transportation:
U Portable O walk U Wheelchair ]
O Stretcher O Bed O Carried acr O Ultrasound O Angio O General

Procedure Requested:

Diagnosis/Pertinent Clinical and Investigational Information:
Attending Physician:

Ordering Physician:

Print Name:

Contact Number:

O Please check box if this is an interventional procedure

Nurse to complete lower section ONLY for interventional procedures. Complete as soon as physician has completed
the upper portion so the procedure may be booked.

1. The following lab results need to be reviewed by the radiologist. For Medical Imaging Staff only (within acceptable ranges).
Please check if they have been collected: CBC/platelets Yes No

Hgb O No U Yes on chart/SCM/eHealthviewer INR Yes No

INR/PTT O No O Yes on chart/SCM/eHealthviewer PTT Yes No

Urea/Creatinine a No O Yes on chart/SCM/eHealthviewer | Creatinine Yes No

2. Anticoagulation Medications — Dependant on the patient condition, anticoagulation therapy may need to be withheld prior to
the majority of interventional radiological procedures. Please indicate the date last dose was given:

Warfarin: last dose - Heparin: last dose -

ASA: last dose - Clopidogrel (Plavix): last dose -

LMWH (Tinzaparin): last dose -

Novel anticoagulants (direct thrombin inhibitors, Factor Xa inhibitors): last dose -

3. Isthe patient ordered to be NPO? O Yes O No

Form completed by nurse

Technologist’s initials
Print name

Scheduling Information (for Medical Imaging Staff): Date Time
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