
 
 

 

 
DATE: 
 

Intake Form 
 

1.​ Name:  
 
 

2.​Client’s Name and DOB: 
 
 

3.​Address: 
 
 

4.​Phone Number: 
 
 

5.​Concern(s): 
 

 
 
STAFF NOTES 
 
 
 

#3, 675 3rd Street SE Medicine Hat , AB T1A 1H9 
Ph: 403.580.3804 | Fax: 403.580.5551 

www.speechlw.ca 
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