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Donna Rizzo, MS CCC/SLP 
38 High Service Avenue 

North Providence, RI 02911 
401-447-9246

ihearit.rizzo@gmail.com 

Auditory Oral Speech and Language Services 
Early Intervention Referral Form 

Referring Agency:     

Date of Referral:    

Referral Contact/Service Coordinator: Cell Phone: 

Child’s Name:     Male   Female     Non-Binary 

DOB:  

Parent/Guardian name(s):  

Home Address:  

Home Phone:     Cell Phone: Email:  

Preferred Method of Contact  Home Phone  Cell Phone  Text 

What is the child’s hearing loss diagnosis? 

Who is the child’s audiologist?    

Does child present with other developmental concerns  Yes  No 

If yes, please explain:    

Please forward this referral form and parental consent to initiate referral: 
  Parental Consent for the Release of Information 

The following document can be sent with the referral or via follow up correspondence: 
  IFSP (including Child and Family Outcomes) 
  Audiological Records  

Please send this referral form and supporting documents to the email listed above.  You 
will get a response within 24 hours.  Thank you for your referral. 
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