
Phone: (203) 828-6790   
Fax: (203) 800-3548  
Email: info@moretosayct.com  

     MORE TO SAY, LLC EVALUATION & TREATMENT REFERRAL 

Please circle location:   OXFORD ​ ​ BRANFORD​ ​ SHELTON  
Date:  From:  

Phone:  
Fax: To: More to Say, LLC 

Patient Name:  DOB: 

Patient Phone:  Insurance: 

Diagnosis:  

The above patient has been referred for evaluation and treatment. A referral is requested to 
proceed with these services.  

​Speech/language therapy evaluation and treatment as necessary 

​Occupational therapy evaluation and treatment as necessary  

​Feeding therapy evaluation and treatment as necessary 

​Physical therapy evaluation and treatment as necessary  

Referral concerns:  

​Articulation 
​Speech & language 
​Early communication 
​Literacy 
​Feeding/swallowing 
​Social skills 
​Delayed milestones 

​Emotional regulation 
​Executive functioning 
​Visual perception/integration 
​Activities of daily living/self-care 
​Sensory Processing 
​Gross motor 
​Fine motor 
​Balance 

 

I certify the need for service under the prescribed services. 
 
____________________________________                                     ___________________ 
Physician Signature                                                                                         Date  

 
 ​ ​ ​ Please sign & fax this referral to (203) 800-3548.  
Confidentiality Notice: The information contained in this facsimile may be confidential and legally privileged. It is intended only for use of 
the individual named. If you are not the intended recipient, you are hereby notified that the disclosure, copying, distribution, or taking of any 
action  in regards to the contents of this fax – except its direct delivery to the intended recipient – is strictly prohibited. If you have received this 
fax in  error, please notify the sender immediately and destroy this cover sheet along with its contents, and delete from your system, if 
applicable. 


