
 

info@amplifyspeechtherapy.com 

Phone: 541-799-0995 

Fax:  541-543-2192 

Speech Therapy Referral Form 
 

Patient Name: _______________________________________  Date: _________________________ 

Phone: _____________________________________________ 

DIAGNOSIS CODE: ____________________________________ 

     EVALUATE & TREAT 

___  VOICE 

___  MOTOR SPEECH 

___  APHASIA 

___  COGNITIVE-COMMUNICATION 

___  DYSPHAGIA 

COMMENTS:  

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

# OF VISITS REQUESTED: _______  DURATION: _________ WEEKS 

SIGNATURE: _______________________________________________________________ 

Referring Provider Printed Name _______________________________________________ 

Please include pertinent chart notes, insurance information. 

Amplify will contact patient within 48 hours of receipt. Thank you for your referral.  

Amplify is a Medicare provider, in network with PacificSource, and can obtain OON benefits with Regence, UHC, Providence while awaiting contract 
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