
	   Pediatric	  Feeding	  Referral	  Form	  

	   	  	  	  	  	  	  	  	  	  	  	  
	   Please	  fax	  completed	  form	  to	  1-‐866-‐643-‐9041	  or	  email	  kris.starnes@gmail.com	  	  
	  
Thank	  you	  for	  your	  referral!	  	  If	  you	  have	  any	  questions	  or	  concerns	  please	  call	  me	  at	  479-‐301-‐5754	  	  	  

	   Kristina	  Starnes,	  M.	  S.	  CCC-‐SLP	  	  311	  West	  Spring	  Street	  Fayetteville,	  Ar	  72701	  
	  

	  
Patient	  Name:	  _________________________________	  
Patient	  DOB:	  __________________________________	  
Parent/Guardian:	  _____________________________	  
Patient	  Email:	  __________________________________	  
Telephone:	  _______________________________	  
	  
Primary	  Insurance:	  ___________________________________	  Policy	  #:	  _________________	  	  
Insured	  Name:	  _______________	  	  
Telephone	  #:	  ____________________	  DOB:________________	  
	  
Secondary	  Insurance:	  ________________________________	  Policy	  #:	  _________________	  	  
Insured	  Name:	  _______________	  	  
Telephone	  #:	  ____________________	  DOB:________________	  	  
	  
Medical	  Diagnosis_______________________	  	  	  ICD	  9	  Code	  (s)	  	  _________________________	  
	  
Reason	  for	  Referral	  (please	  check	  all	  that	  apply):	  

o Non	  progression	  to	  age	  appropriate	  food/liquid	  

o Inefficient	  chewing	  and/or	  oral	  motor	  skills	  

o Texture	  aversion	  

o Limiting	  Textures	  

o Gagging,	  retching	  or	  coughing	  associated	  with	  meals	  

o Refusal	  of	  foods	  

o Limited	  diet	  or	  intake	  

o Signs	  of	  aspiration	  and/or	  airway	  obstruction	  

Other,	  please	  describe	  ________________________________________	  	  

	  
Please	  include	  Prescription	  For:	  Evaluation	  of	  Feeding/Swallowing	  and	  Treatment	  as	  indicated	  	  
	  
Physician’s	  Name:_______________________________	  

License#:_______________________________________	  

NPI#:	  _________________________________________	  

Office	  Telephone:	  _______________________________	  

Office	  Fax:	  ______________________________________	  

	  
Physician	  Signature:______________________________	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date:___________________________	  


