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Communication Disorder: 
 

___  Aphasia 

___  Cognitive-Linguistic 

___  Dysarthria 

___  Apraxia 

___  Co-occurring Development Disorder 

 

Severity of Communication Disorder: 

 

___  Mild 

___  Moderate 

___  Severe 

 

Etiology:  _________________________________________________________ 

Date of Incident or years post: ______________________________________ 

Mobility (walker, wheelchair, independent):  __________________________ 

 

Referring S-LP: ______________________________________________ 

SLP Phone Number: __________________________________________ 

History with Client:  __________________________________________ 

 

Please return completed form to Allison Baird at SpeechWorks Inc. 

B1-101, 11 Evergreen Place, Winnipeg, MB, R3L 2T9 

FAX:  204-452-6553      PHONE:  204-231-2165 

 

Name:       __________________________________________ 

DOB:         __________________________________________ 

Address:   __________________________________________ 

                 __________________________________________ 

Phone Number: _________________________________ 

Contact Person, Relationship & Phone Number (if different): 

___________________________________________________ 

___________________________________________________ 


