: 2 Deer Lodge Centre (DLC)
] Assistive Technology S P e
Winnipeg, MB  R3J OL3

Communication Devices Program Fax: (204) 885-2524
Voice Amplifier Prescription Form

FOR OFFICE USE ONLY
Date: Received:

DDIMM M|Y Y Y Y D DIM M M[Y Y Y Y

1. CLIENT INFORMATION

Client Last Name: Client First Name:
Ll Personal Health
Date of Birth: '\ rob \dentification Number (PHiN): | | | [ [ 11|
2. PRESCRIBER INFORMATION
Speech-Language Pathologist (SLP) Name: Employer:
SLP primary phone/ fax: SLP email:
Duration of involvement with client: Ability to follow the client every 6 months: Yes / No
Occupational Therapist (OT) Name: Employer (if different from SLP):
OT primary phone/ fax: OT email:
Duration of involvement with client: Ability to follow the client every 6 months: Yes / No

4. EQUIPMENT SELECTION

Voice Amplifier Selected:
*include headset style and any
additional equipment required

Name and signature of SLP
Assessor and Device Prescriber:

Printed Name SLP Signature *
Date:

Name and signature of OT

Assessor and Device Prescriber:
Printed Name OT Signature *
Date:

* |t is my professional opinion that this individual meets the eligibility requirements for the CDP and that the prescribed equipment is the best option
available at this time.

PRESCRIPTION APPROVAL (CDP Internal Use)

Prescription Reviewed By:

Date Approved:

SLP Printed Name SLP Signature
Date Approved:
OT Printed Name OT Signature
Form # CDP-05b Routing Instructions: 1. Fax Completed Form to CDP at 204-885-2524, 2. File in Medical Record/CDP Chart Revised May 2024
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