
                                                                     Pediatric & Adult Therapy Services 
     328 South Sage Avenue, Suite 209   
                               Mobile, Alabama 36606             
                                Phone: (251) 379-0580 
     Fax: (844) 971-1940  
                                                               Email: kimikopears@pats-llc.com  

 
Speech-Language Therapy Referral Form 

 
Patient Information: 
Name: _________________________________________________________________ 
  Last   First   Middle Initial    
 
Date of Birth: ___________       Age: _______     Gender: ________ 
 
Parent / Guardian (if under 18): ______________________________________________ 
 
Address: ________________________________________________________________ 

City / State / Zip Code: _____________________________________________________ 

Preferred Phone: ____________________    Okay to Leave Message:   Y   /  N 
 
Secondary Phone: __________________     Okay to Leave Message:   Y   /  N  
 
Email Address: ______________________________________ (Email-based 
communication may not be confidential / HIPAA compliant) 
 
Referring Professional: 
 
Name: _________________________________________________________________ 
  Last   First   Middle Initial    
Practice: ________________________________________________________________ 

Address: ________________________________________________________________ 

City / State / Zip Code: _____________________________________________________ 

Phone Number: __________________    Fax Number: ___________________________ 
 
 
Diagnosis: ______________________________________________________________ 
 
Reason for Referral: ______________________________________________________ 
 
_______________________________________________________________________ 
 
 Evaluate   
 Treat 

 
_____________________________          _____________ 
Physician Signature           Date 

 
Physician Referral Form (Effective 2021) 


