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1. CLIENT INFORMATON 

Client Last Name: 
 

Client First Name: 

Date of Birth: 
Personal Health  

Identification Number (PHIN): 

Diagnosis:  

 
2. CLINICIAN INFORMATION  

Speech-Language Pathologist (SLP) Name: Organization: 

SLP office phone: SLP cell phone: 

SLP Fax:  SLP email:  

Occupational Therapist (OT) Name: 
 

Organization (if different from SLP): 

OT Office phone: OT cell phone: 

OT Fax:  OT email:  

3. EQUIPMENT  

Current System (device/software, mount, access method, as applicable): 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Equipment/ Software in Need of Change: 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Prescribed Replacement Equipment/ Software: 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Rationale for new equipment/ software (include change in need and brief summary of trial outcomes if applicable):  
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 

Date:  
Printed Name of SLP                                    SLP Signature   

_________________________________  __________________________________ Date:  
Printed Name                                                OT Signature  

4. PRESCRIPTION APPROVAL (CDP Internal Use) 

Prescription Change Request Reviewed By:  
_________________________________   ______________________________ Approved: 
SLP Printed Name                                        SLP Signature    
_________________________________   ______________________________ Approved: 
OT Printed Name                                          OT Signature   
 

Rental Status:   Re-initiate Rental:                                                       Continue Rental 
 
Notes: _________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
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