
 

 

REFERRAL FORM TO SLDCENTER 
 
DATE ___________________________ 
 
Please check all that apply: 
REASON FOR REFERRAL:___ EVALUATION ___ TREATMENT 

SPEECH _______________ OCCUPATIONAL THERAPY__________    

 
PATIENT  INFORMATION 

 
CHILD'S NAME ____________________________________________  DOB: _____________ 
NAME OF PARENTS/GUARDIAN _______________________________________________ 

ADDRESS ____________________________________________________________________ 

CITY__________________________________  STATE _________  ZIP CODE ____________ 

HOME PHONE # ____________________________ CELL # ___________________________ 
 
REFERRED BY _______________________________________________________________                       

RELATIONSHIP TO CHILD : ______________________   CONTACT PHONE # __________  

HEALTH INSURANCE INFORMATION: 
HEALTH INSURANCE _________________________________________________________ 

NAME OF POLICY HOLDER ____________________________________________________ 

DOB ___________________    EMPLOYER ________________________________________ 

POLICY/CARD NUMBER _______________________________________________________ 
 
HEALTH INSURANCE _________________________________________________________ 
NAME OF POLICY HOLDER ____________________________________________________ 

DOB ___________________    EMPLOYER ________________________________________ 

POLICY/CARD NUMBER _______________________________________________________ 

PEDIATRICIAN ______________________________   PHONE # ______________________ 
 
STATEMENT OF CONCERN:____________________________________________________ 
_____________________________________________________________________________________
_______________________________________________________________________ 
ANY DIAGNOSIS? _____________________________________________________________ 
 
TREATMENT SESSION WILL BE CONDUCTED IN THE FOLLOWING SETTING:                        

___ SLDCENTER             

___OTHER(PLEASE GIVE NAME)_________________________ 


