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Assistive Technology Service Consultation Request 

CLINICIAN INFORMATION 

Name: ___________________________________ Designation: (e.g., OT, SLP): _________________________________ 

Address: ___________________________________ Telephone/Local: _________________________________________ 

OR ___________________________________ Fax: ____________________________________________________ 

GFS Program _______________________________________ Email: _______________________________________________________ 

How and when is it easiest to contact you? ____________________________________________________________________________________ 

REQUEST TYPE 

☐ Alternate Access Assessment (Check ALL that apply) ☐ Adapted Gaming

☐ AAC device ☐ Augmentative and Alternative Communication (AAC)

☐ Mac Computer ☐ Custom 3D printed adaptation

☐ Windows Computer ☐ Device Mounting

☐ Tablet (model): ______________________________ ☐ Environmental Controls

☐ Smart Phone (model): _________________________ ☐ Other: ______________________________________________

CLIENT INFORMATION (PCIS Label OK for GFS Clients) 

Name: _________________________________________________  DOB: __________________________________________________ 

Telephone #: ___________________________________________  Email: _________________________________________________ 

Address: ________________________________________________  Postal Code: ___________________________________________ 

Diagnosis: _______________________________________________  Date of Onset: ___________________________________________ 

Current Treatment Setting: ☐Acute ☐ GFS Inpatient ☐ GFS Outpatient ☐ Other Outpatient ☐ Community ☐ Other: ___________________ 

☐ PHN: __________________________ OR ☐ MRN (GFS ONLY): _________________ Estimated Discharge Date: _____________________

☐ Consent received for the client or client representative to consult with ATS

Describe your client’s abilities relative to this request, and any additional information you feel is relevant: 

Signature: _______________________________________ Date: ______________________________________ 
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