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STAMMERING INTENSIVE COURSE 
REFERRAL FORM FOR THERAPISTS 
Please provide as much information as you can
	Client’s Name:
	
	Date of Birth:
	

	Name(s) & Occupation(s) of Parent(s) / Carer(s) / Other:
	

	

	

	

	Client’s Address:
	

	

	Client’s Email:
	
	Telephone Number:
	

	Name of College / School / Work:
	

	


	History of Stammering: (Including family history)
	

	

	

	

	

	


	Brief History of Previous & Current Intervention:
	

	

	

	

	

	


	Does the Client have an additional diagnosis? If so, please describe.
	

	

	

	

	

	


	Is there anything you would like to add?
	

	

	

	

	

	


	Name of Referring Therapist:
	

	Name & Address of Speech & Language Therapy Clinic:
	

	

	

	

	Email of Therapist:
	
	Telephone Number:
	

	

	Signature of Therapist:
	
	Date:
	


Please return to:
Alex Scott
Divisional Administrator

Division of Language & Communication Science 

School of Health Sciences

City, University of London

10 Northampton Square

London EC1V 0HB

Tel:  020 7040 0150

Email: stammeringintensive@city.ac.uk


