
SPEECH & LANGUAGE SERVICES (Birth to School Entry)
CENTRAL REFERRAL FORM FOR

DELTA, LANGLEY, SURREY AND WHITE ROCK

Mail/Fax Completed Form to:    Central Referral Speech & Language Office 
   9460 – 140th Street     Phone: 604-587-4273
   Surrey  BC  V3V 5Z4    FAX:    604-583-5113

To allow this referral to be shared with the Service Providers listed on the next page and to proceed with 
speech and languages services, this form MUST be SIGNED and both sides COMPLETED.

If this form is completed by a Foster Parent or Other Referral Source, signing here indicates that he/she has 
communicated to the Parent/Legal Guardian that this referral has been made and will be shared with Service 

Providers listed on the next page.

Signature        Date

    Parent/Legal Guardian                        Foster Parent                            Other Referral Source 
PLEASE PRINT CLEARLY

Child’s name:  __________________________________________________________             male           female  
                                  (First)                                                                   (Last)                                                                                                                 

Address:  ___________________________________City:_________________  Date of Birth: ____________________
                                                                                                                                                                   (Mo/Day/Year)

Postal Code:  ________________   Home phone: ______________________ Care Card: ________________________

Mother: _____________________________________________        Work phone: _______________________________

                                (First)                                     (Last)                                                    Cell: _____________________________________

Father:______________________________________________        Work phone: ______________________________

                               (First)                                      (Last)                                         Cell: _____________________________________

Legal Guardian (if different from above):  __________________________________  Phone: ______________________

Address: ____________________________________________________________Fax:__________________________
                                                                         

Language(s) spoken: _______________________________________________________________________________  

Child speaks/understands English:             Yes        No                    Interpreter Needed:       Yes     No                      
Has your child’s hearing been tested?      Yes         When: _______________ Where: ________________   

                                                                    No         A hearing referral will be made on your behalf

Sibling referred for Speech & Language therapy:   No    Yes  ______________________   __________________________ 

                                                                                                              Child’s name                            Clinic/centre name

Diagnosis/Description of Concern: (please attach any reports or documentation) 
_________________________________________________________________________________________________
_________________________________________________________________________________________

PLEASE COMPLETE PAGE 2 >>>>>>>>>

Reason(s) for referral:                                        
 difficult to understand             frequent colds/ear infections                    voice problem
 difficulty understanding you/others             doesn’t respond when called                   few words for age
 difficulty forming sentences                             stutters/repeats words             swallowing difficulty
Other area(s) of concern:
 gross motor (e.g. sitting, crawling, walking, running)            fine motor (e.g. using a crayon, picking up small objects)
 behaviour (e.g. aggression, tantrums, impulsiveness, difficulty with social skills)                            
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Child’s Name: ________________________________________ Date of Birth: ____________________________

Child’s family status:    Biological      Adopted    Foster   Other; describe ______________________________

                                    Aboriginal

Name of referring person: ______________________________________  Phone: __________________________

Address:  ___________________________________________             Postal code: _________________________

Relationship of referral source to client:  _________________________ Date of Referral: ______________________

E-Mail Address: _____________________________________       Fax: __________________________________

Physician(s) information:

Family doctor:  ________________________________________   Phone:  ________________________________

Address:  ____________________________________________   Fax:  __________________________________

Paediatrician:  ________________________________________   Phone:  ________________________________

Address:  ____________________________________________   Fax:  __________________________________

Additional information:  Please check and complete those that apply: 

Service Agency Name Contact’s Name Phone Number On the 
waitlist

€ Infant Development 
Program

€

€ Supported Child 
Development Program

€

€ Physiotherapy €

€ Occupational Therapy €

€ BC Children’s/Sunny Hill 
Hospital

€

€ Fraser Health Assessment 
Network

€

€ Other (e.g., private 
therapists, preschool etc.)

€

Service Providers: 

Langley Public Health Unit                                             Reach Child and Youth Development Society                             
North Delta Public Health Unit                                     Surrey Early Speech and Language Program
North Surrey Public Health Unit                                    The Centre for Child Development        
South Delta Public Health Unit

For Office Use Only


	SPEECH & LANGUAGE SERVICES (Birth to School Entry)
	CENTRAL REFERRAL FORM FOR
	DELTA, LANGLEY, SURREY AND WHITE ROCK
	Speech & Language Referral Form			                                                                         Page 2                                                                                                 


