
Referral Form
Allied Therapy Services

Patient Name: 

Date of Birth (DOB): 
Address: 
Cell Phone:
Email: 

Reason for Referral (Please check all that apply)

Speech-Language Pathology (SLP)
☐ Communication and Language
☐ Speech Sounds and Intelligibility
☐ Swallowing or feeding concerns
☐ Stuttering
☐ Voice
☐ ADHD Strategies
☐ Other

Comments:

Referring Provider Information
Provider Name: 
Date of Referral: 
Provider Location:
Fax #: 

Please fax this form to Allied Therapy:  1-877-490-7107

Occupational Therapy (OT)
☐ Fine and gross motor skills
☐ Sensory processing interventions
☐ Emotional regulation 
☐ Adaptive and daily living skill support
☐ ADHD Strategies
☐ Other

Behaviour Therapy (BCBA)
☐ Skill Building
☐ Challenging Behaviours
☐ Goal setting and Habit Building
☐ Impulse Control 
☐ Maladaptive behaviours
☐ ADHD Strategies


