WESTERN SYDNEY Speech Pathology
UNIVERSITY

W

REFERRAL FOR SPEECH PATHOLOGY SERVICES

Clinic

DATE OF REFERRAL

PREFERRED PRONOUNS AND NAME

DATE OF BIRTH (DOB)

ADDRESS

PHONE NUMBER

EMAIL ADDRESS

REASON FOR REFERRAL o Voice Assessment / Therapy
0 Gender Affirming Voice Training
o Swallowing Assessment / Therapy

o Other:

CONCERN / SYMPTOMS / DIAGNOSIS
(PLEASE BE SPECIFIC)

REFERRING AGENT — NAME / POSITION

REFERRING AGENT — CONTACT DETAILS

REFERRING AGENT — SIGNATURE




Services

The Speech Pathology service at UniClinic provide assessment and therapy for adults with swallowing and communication

disorders.

Specialty areas of the clinic include:
e  Voice disorders e.g. vocal fold paralysis and muscle tension dysphonia
e Chronic cough
e Vocal cord dysfunction (VCD) / Paradoxical Vocal Fold Movement (PVFM) /Induced laryngeal obstruction (ILO)
e Gender affirming voice training
e Neurodegenerative diseases including Parkinsons Disease and MND
e QOropharyngeal dysphagia

e Communication therapy post stroke or brain injury (TBI)

Cost

Consultation fee of $30 per session
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Contact

To make an appointment or for more information, please call 02 4620 3700 or email uniclinic@westernsydney.edu.au.

Reception is open 9:00 — 4:30 Monday — Thursday

Speech Pathology Clinic is open 9:00 — 4:30 on Tuesdays and Thursdays
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