
 

Adult Outpatient Speech and Language Services Referral Form  

The NH Outpatient Speech and Language Department will accept referrals for the following populations: 
✓ Adults 18+ 
✓ Patients with recent disorders of speech, language and cognitive communication.   
✓ Note that it will be at the discretion of the speech-language pathologist for services if the patient has 

recently completed treatment as an outpatient  
 

✓  

 

 

 

   

 

 

 

Name: ______________________________________________       Date: _____________________________ 

Signature: ___________________________________________       Phone: ____________________________ 

             Fax: _______________________________ 

 

Patient Information 

NAME:  ___________________________________________________ HCN #: _______________________________________ 

ADDRESS: ______________________________________________________________________________________________ 

CITY: _____________________________________  PROVINCE: ________________   POSTAL CODE:  _____________________  

DATE OF BIRTH (DD/MM/YYYY):  ___________________________ PHONE NUMBER:  _________________________________ 

 Alternate contact              Substitute Decision Maker          Other 

NAME: __________________________________________ PHONE NUMBER:  ________________________________ 

RELATIONSHIP: _____________________________________________________________________________________ 

 
Reason for Referral  

Please indicate if the issue is          Acute      Chronic 

 Aphasia 

 Cognitive communication 

 Fluency 

 Speech  

 Swallowing – please complete the “Outpatient Swallowing Referral Form” 

 Voice – Confirm ENT appointment date and/or attach recent ENT report  

 Other: _______________________________________________________ 

Diagnosis:  _________________________________________________________________________________________ 

Description of problems / concerns:____________________________________________________________________ 

__________________________________________________________________________________________________

Medical History:_____________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Has this patient previously been seen by a speech language pathologist?       Yes    No 

Has this patient been referred to any other services / sites for speech - language pathology?  Yes    No 

If yes, please indicate which site / service:  ____________________________________________________________ 

Medical History (note that incomplete referrals will be returned)   

Referring Physician / Nurse Practitioner   



 

Catchment Areas  

PLEASE FAX REFERRAL TO: 

Niagara Falls Site    Welland Hospital Site  *For Residents of St. Catharines  

Fax: 905-358-4957    Fax: 905-735-8491     refer to Hotel Dieu Shaver 

905-378-4647 ext 53751   905-378-4647 ext 33392  

 

 

 

 

Niagara Falls Site  
Niagara Falls, Niagara on the Lake, Virgil, Fort Erie, Crystal Beach, Ridgeway, Sherkston 
Attention: Speech Language Pathology 
Fax: 905 358 4957 
Phone: 905 378 4647 ext. 53751 
 
Welland Hospital Site 
Welland, Fonthill, Port Colborne, Fenwick, Wainfleet, Dunnville  
Attention: Speech Language Pathology 
Fax: 905 735 8491 
Phone: 905 378 4647 ext. 33392 
 
 
 


