
 

 

CLIENT INFORMATION: 

Full Name: _______________________________________         Gender:    Male     Female 

Date of Birth: (yyyy)_____ / (mm) ___ / (dd) ___    Ontario Health Card # _________________ 

Address: _____________________________________________  Postal Code: ______________ 

Guardian Name: _______________________________________________________________ 

Home Phone: ______________________  Day Time Phone: ____________________________  

 

SERVICE REQUEST (if known) 

  Occupational Therapy     Physiotherapy       Speech Language Pathology 

  Augmentative & Alternative Communication           Seating and Mobility 

  Infant Growth and Development Clinic (at risk infants birth to 3 – due to neonatal or birth history) 

 

Social Work services available to families of children (0-19) if accessing other services.  Please note 

if client/family would benefit from social work contact for: 

 

  Access to Community Resources        Clinical Counseling      Parenting Concerns 

 

CLINICAL INFORMATION: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

REFERRANT INFORMATION: (please ensure client is aware of referral) 

Name: ________________________________          Telephone: _________________________ 

Address: _____________________________________________________________________ 

Signature: _______________________________    Date: _______________________________ 

* (Please attach any relevant reports) 

 

 

SERVICE REQUEST 

200 Brock Street East, Thunder Bay, ON P7E 0A2   Tel:  (807) 623-4381   Fax: (807) 623-7161     www.georgejeffrey.com 




