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P A T I E N T   I N F O R M A T I O N    
(P H Y S I C I A N   R E F E R R A L) 

 
 
Patient Name: ________________________________________  
Date of Birth: __________________  
Address: _____________________________________________  
Phone Number: ________________  
 
MEDICAL HISTORY  
 
Primary Diagnosis: ___________________________________________________________________  
 
Past Medical History: _________________________________________________________________  
 
Relevant Medication: _________________________________________________________________  
 
REASON FOR REFERRAL  
 
___Dysphagia Evaluation  
___Flexible Endoscopic Evaluation of Swallow (FEES)  
___Dysphagia Therapy  
___Speech-Language Evaluation  
___Speech-Language Therapy Voice Evaluation  
___Voice Therapy  
___Cognitive-Communication Evaluation  
___Cognitive Therapy  
 
REFERRING PHYSICIAN INFORMATION  
 
Physician’s Name: ______________________________________________  
Physician’s Signature: ___________________________________________  
Address: _______________________________________________________  
Phone: _________________________________________________________ 
Email:__________________________________________________________  
 
Please include recent medical history, physician notes, and imaging results (e.g., CXR, MRI, CT, VFSS, laryngoscopy, etc) when emailing this form. 

mailto:contact@coastalspeechandswallow.com
http://www.coastalspeechandswallow.com/

