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720 Seneca Street Level G 

Seattle, WA 98101 
julieaf.slp@soundspeechandswallow.com 

soundspeechandswallow.com 
 
Referral to Sound Speech and Swallow PLLC 
 
Date: _________________________________________________________ 
Patient name: _________________________________________________________ 
Address: _________________________________________________________ 
City, State, Zip: ________________________________________________________ 
Phone number: ________________________________________________________ 
 
 
I am referring my patient to speech therapy because: 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
 
Referral from: 
 
Name: __________________________________________________________ 
Address: __________________________________________________________ 
City, State: __________________________________________________________ 
Phone number: _________________________________________________________ 
Email: __________________________________________________________ 
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