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 HOSPITAL SULTAN ABDUL AZIZ SHAH 
UNIVERSITI PUTRA MALAYSIA 

Kod Dokumen: HSAAS/REHAB/BR30 

SPEECH THERAPY REFERRAL FORM 

 
 

Name : ________________________________ MRN No. : ______________________ 

Age : ________________________________ I/C No. : ______________________ 

D.O.B. : ________________________________ Wad/ Outpt : ______________________ 

Date of referral : _______________________ Phone No. : ______________________ 

Time of referral : _______________________ Diagnosis : ______________________ 

 

Please select:  

 Speech therapy  

with NGT 

without NGT  

 Speech therapy adult-language 

 Speech therapy adult-voice 

 Speech therapy paed-feeding 

with OGT 

without OGT  

 Speech therapy paed-language 

 with tongue-tie 

 without tongue-tie  

 

Remarks: 
 
 
 
 
 
 

 

Referred by: Office used: 
  

Date of 
appointment 

: ________________________ 

Time given : ________________________ 

_____________________________________________   

Specialist/ Medical Officer 
 (Signature & Stamp) 

Received by 
(Signature & 
Stamp) 

: ______________________ 

 

 

 

 

 

 

 


