PREMIER

SPEECH & SWALLOWING
SOLUTIONS, LLC.

REFERRAL FORM

[

Referral Date: Staff date:
Patient Name: DOB: Sex: M
Address: City: State: Zip:
Phone: Ins#: Ins:
Ethnicity: (For state and Federal record keeping only)
Parent/Guardian: Relationship: Cell #
Ordered: ST school?
Diagnosis Surgical Procedure ICD9 Code
1. 1.
2. 2.
3. 3.
4, 4.
5. 5.
6. 6.
Referred by: Address:
Phone: Fax: Pager:
Physician: Specialty:
Address: City: County:  Harris State: Zip:
Phone: Fax: LIC #

NPI#

PLEASE FAX REFERRAL TO
(877) 886-0898
Email: intake@premierspeechtx.com
Phone: 281.717.4308



mailto:intake@premierspeechtx.com

