TO BE COMPLETED BY REFERRING PHYSICIAN:

Suspected Diagnosis: Chief Complaint:

(Check all that apply)

"1 ADHD — Inattentive type / Hyperactive, Impulsive / Combined type
] Autism

| Asperger’s

] Developmental Delay

] Learning Disability -

1 Speech and Language Delay — Expressive / Receptive / Combined
"] Behavioral Problems -

] Fragile X
"] Prematurity
] Other -

Previous Evaluations:

] Speech/Language

1 Occupational Therapy

"1 Physical Therapy

"] Psycho-educational Testing / IEP
"1 Other:

Attached:
"] Recent Lab Work
"] Most Recent Vision Test (date): Results:

"1 Most Recent Hearing Test (date): Results:
"] Physician’s Notes

Comments:

Referring Physician’s Signature: Date:

Thank you for referring your patient.
Sincerely,
Stramski Developmental Center




