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SPEECH PATHOLOGY oo (A)
CHILDCARE / PRESCHOOL / SCHOOL REFERRAL FORM

Dear Parent,

The childcare/preschool/school has identified that your childmay benefit from a speech and/or language assessment. Please fill
in and sign this form and return it to childcare/preschool/school as soon as possible.

CHILD’S DETAILS

Ssurpame: FirstName: .~~~
phone: ... poB:
Parents/Caregivers Names: Address:

Please select any options below that you believe describes your child.

1)  Speech Sounds
a. O Speech can be difficult for some people to understand
b. U Sometimes uses the wrong sounds
c. U Sometimes leaves out sounds
2) Language
a. U Sometimes has difficulty following instructions
b. O Talk in shorter sentences that you would expect a younger child to use
c. U Makes mistakes with grammar

3) Fluency
a. U Stutters e.g. repeats sounds, words, sentences or is not able to say words when they want to
4) Voice

a. U Their voice sounds different to most other children
b. O They lose their voice regularly even when they do not have a cold
5) Learning/Behaviour
a. U Not doing as well as you think they should
U If they are at school are they having difficulty learning to read and/or spell
O Do they have difficulties with concentration or maintaining attention
U Do you have concerns with their behaviour
U Do you have concerns with how the interact with others

® o0 o

ANY COMMENES: ......ooiiieiieiei ettt st se s E a8 bR e e e E AR st e st et esen s

| give permission fOr MY CRIlA ..o e to have a
speech and/or language assessment and ongoing therapy. | consent to the above information being made available to
Robinvale District Health Services and the creating of a RDHS Primary Care Record of Service File (See Over). | consent to
information about the speech pathology assessment and program being shared with the preschool/school.

Parents/Caregiver’s consent and signature: ... Date: .
Thank you for your assistance
Speech Pathologist

Ph: 03 5051 8160
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SPEECH PATHOLOGY oo (A)
CHILDCARE / PRESCHOOL / SCHOOL REFERRAL FORM

PERSONAL DETAILS

Has your child attended Robinvale District Health Services as an inpatient or outpatient before: ONO OYES
UNAEr WAt NAMEB? i

Title Surname Given Name/s Preferred Name
Previous Surname ( if Date of Birth: Is Date of Birth estimated? QYES QNO | Country Of Birth:
applicable): I Y
Gender: QMALE QOFEMALE Indigenous Status: 0 NO QOAboriginal QTSI

- X
Language Spoken at Home? QOEnglish QOther Interpreter Required? QYES QONO
Residential Address: Suburb: Postcode:
Postal Address: Suburb: Postcode:
Home Phone: ‘ Work Phone: ‘ Mobile Phone:

Email Address:
1st EMERGENCY CONTACT

Relationship:

Name:

Address (if different from above): Is this person the Patients Carer?
UYES OQNO

Home Phone: Work Phone: Mobile Phone: Is this person the person who
makes the patients legal decisions?
UYES OQNO

Email Address:

GP CONTACT DETAILS

Name:

Street Address:

Suburb: Postcode: ‘ Contact Phone Number:
Fax Number: Email Address:

MEDICARE CARD : 1 YES (Details Below) O NO | CTHERCARDTYPE L1 YES (Select Below) QNO
U Pensioner Card CardNo.__ Expiry ___ [ _
cardNo.__ _ _ U Health Care Card cadNo.__ _ Expiry ___|____
_ ) Q Senior Card CardNo. __ Expiry __ [ __
Medicare ID No. __ (left of name) Expiry _ _/__ _ 4 Student/Concession cardNo.__ _ Expiry _ _ | __
HEALTH INSURANCE STATUS: O YES (Details Below) O NO Insurer Name:
Card NO: ..ottt

| have read the information enclosed and understand the reasons my information must be collected. | am also aware that:

e RDHS has policies and procedures which the collection, storage, disclosure and security of patient information conform to the
Privacy Act and Health Records Act and all relevant Government laws and regulations.

e | understand that | am not obliged to provide the information requested of me, but my failure to do so might compromise the
quality of health care and treatment given to me.

e | am aware of my right to request access to the information collected about me and request amendment if | believe it to be
inaccurate. | understand that in some circumstances access might be legitimately withheld, however, | will be given explanation in
these circumstances.

e | understand that if my information is to be used for any purpose, this will be explained to me and | will be asked to give my
permission. | understand | have the right to refuse.

e |understand that | may withdraw my consent at any time.
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