
EASTERN MJCHJGAN UNIVERSITY 

Dear Parent or Guardian, 

Please fill out the enclosed questionnaire as accurately as possible. The information will 
help us better prepare for your child's evaluation. Your answers are confidential. They 
become part of our clinical records, which will only be released with your consent. 

Please complete all sections which may apply to your child. If specific dates, illnesses, 
etc., are unavailable, please so indicate. Please send copies of any previous evaluations 
(I.E.P), educational services or medical reports. 

Also included are a Release of Information form and an Authorization form. The release 
will allow us to mail your child's reports to you. The Authorization indicates your 
acceptance that students-in-training will be involved with your child and allows us to 
make appropriate professional use of the information you have provided. 
THESE FORMS MUST BE COMPLETED BEFORE AN APPOINTIMENT 
CAN BE SCHEDULED. 

Please return these completed forms to: Speech and Hearing Clinic 
Suite 135 Porter Building 
Eastern Michigan 
University Ypsilanti, 
Michigan 48197 

When we have received all of the completed and signed forms, we will activate file and contact 
you when we have an opening. 

Sincerely, 

Speech and Hearing Clinic Staff 

EASTERN MICHIGAN UNIVERSITY'S SPEECH AND HEARING CLINIC IS ACCREDITED 
FOR CLINICAL-SERVICES BY THE COUNCIL FOR PROFESSIONAL SERVICES ACCREDITATION 
OF THE AMERICAN SPEECH-LANGUAGE-HEARING ASSOCIATION (ASHA).

College of  Education Clinical Suite • Suite 135 Porter • Ypsilanti, MI 48197 

Phone: 734.487.4410 
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