
 

 
 

REQUEST FOR SPEECH & LANGUAGE SCREENING 

I would like to request for my child to receive a speech and language screening provided 

by Apple Patch Therapy. 

Child’s Full Name:   _______________________________    Date of Birth: _________________ 

Concern(s): Check all that apply 
 

  ___ Misarticulating sounds/speech ___ Grammar difficulties 

  ___ Language comprehension  ___ Expressive language 

  ___  Listening skills    ___ Difficulty with fluency 
 

Other:   _______________________________________________________________ 

               _______________________________________________________________ 
 

 

Insurance: ______________________           Insurance ID: __________________ 

 

 

Parent/Caregiver Name:  _______________________________________   

Phone:  ___________________    Email: _____________________ 

 

Parent/Caregiver Signature: ____________________________    Date:  ___________________ 

 

This form constitutes a request for screening  with parent/caregiver/guardian permission to determine whether 

areas of concern can be addressed. This screening will include a review of the student’s communicative abilities 

and can address language comprehension and use, articulation, fluency or voice. Results and recommendations 

will be reviewed with parent and teacher to determine the plan of action.   

Phone: (407) 900-5313, Fax: (888) 972-5443 
1858 Alafaya Trail, Ste. 207, Orlando, FL 32826 
Email Address: ApplePatchTX@gmail.com 
Website: www.ApplePatchTherapy.com 


