Speech Therapy Associates - Referral Form
501 S. Rancho Dr. #I-60 Las Vegas, NV 89106
P.702-598-1622   F. 702-598-1696
**Please attach insurance card and clinical notes supporting the diagnosis.**
Today’s Date: _________​​​​_
Patient Information

Patient’s Name: ________________________  Parent/Guardian: ___________________

Patient’s DOB: ______________  Phone: ______________ Cell: ___________________

Home Address: ___________________________________________________________

Diagnosis:  ______________________________________________________________

Referring Physician: _________________  Phone: ____________ Fax: ______________
Contact Person: __________________________Phone: _______________ Ext: _______

Insurance Information

Primary Insurance: ______________________________ Phone #: __________________

Member #:_____________________________ Group #: __________________________
Name of Insured: ________________________D.O.B. _________ SSN: _____________
Relationship to Patient:       Self       Spouse       Mother      Father        Legal Guardian     
Secondary Insurance: ____________________________ Phone #: __________________
Member #:_____________________________ Group #: __________________________

Name of Insured: ________________________D.O.B. _________ SSN: _____________
Relationship to Patient:       Self       Spouse       Mother      Father        Legal Guardian   

Procedure Requested
 FORMCHECKBOX 
 Speech/Language Evaluation 
 FORMCHECKBOX 
 Cognitive Evaluation

 FORMCHECKBOX 
 Voice Evaluation
 FORMCHECKBOX 
 Modified Barium Swallow (MBS)
** If you have any questions please contact our office**

