
[image: image1.png]small '|'(\|k




Small Talk Centre for Language Development

Referral/Application Form

Please send to:  Small Talk Centre for Language Development

574 West 20th Avenue

Vancouver, B.C.  V5Z 1X7

or:

Fax to:  604 872-3912 (Attention:  Michelle Keillor-Caven)

For email inquiries please contact:  michelle.smalltalk@telus.net
Date of referral:  _________________________________

FAMILY AND CHILD INFORMATION:

Child’s Name:  _______________________________________   PARIS I.D. # ______________________
D.O.B.:  _____________________________________________   L1 ______________________________
Address:  ___________________________________________   Proficiency in English ______________

    ___________________________________________

Postal Code:   _______________________________________

Home Phone:  _______________________________________

Mother’s Name:  _____________________________________

Work Phone:  ________________










Cell Phone:    ________________

Father’s Name:   _____________________________________

Work Phone:  ________________










Cell Phone:    ________________

Family Email  Address:   ____________________________________
    

Please give a brief description of your speech and language concerns regarding this child:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Small Talk Referral/Application (page 2)

MEDICAL INFORMATION:

Has your child been assessed at Sunny Hill or B.C. Children’s Hospital?   _________

Does your child have a diagnosis of autism?  _______________________________________________

Does your child have a diagnosis of a developmental disability?  ______________________________

Does your child have any other medical diagnosis?  _________________________________________

Is your child on any medication? (please list)________________________________________________

REFERRAL SOURCE INFORMATION:

Name of the Speech-Language Pathologist making this referral:  _______________________________

Referral Source Organization:   ___________________________________________________________

Phone Number:  ______________________

CONSENT:
I give permission to obtain written and verbal information regarding my children from the referral source to the following:

· Small Talk Centre for Language Development

· Ministry of Children and Family Development

Additionally:

· I give Small Talk permission to share file information with the Ministry of Children and Family Development  as this ministry is a partner in the funding of services for my child

_________________________________________                           ______________________

Parent/Guardian Signature




      Date

· Assessment documents/reports are accompanying this referral to assist in determining my child’s eligibility and program placement level.   


