
Child Development Centre 
of Prince George and District 
1687 Strathcona Avenue, Prince George, BC V2L 4E7 
Phone: (250) 563-7168 Fax: (250) 563-8039 

Request for 
Services Speech & Language Clinic 

Prince George Community Health Centre  
Unit 210A 1600 15th ave Prince George, BC V2L 3X3 
Phone: (250) 645-7710 Fax: (250) 645-7982 

Child’s Name: Date of Birth: Sex at Birth: M /F /X 
First Name, Last Name Month/Day/Year 

PHN#:  English:  Other: Interpreter Needed: Gender:   
(Personal Health Number) Y / N (if different from sex at birth) 

Identify as Indigenous? 
 Y / N 

Ethnicity/Cultural Background: 

Legal Guardian:  (  ) Phone: 
First Name, Last Name (Relationship) home cell work 

Address: 

Email for Communication 
Address City Province Postal Code 

Would you also like to receive occasional 
Regarding Services: email updates regarding the CDC? Y / N 

Legal Guardian: (  ) Phone: 
First Name, Last Name (Relationship) home cell work 

Address: 
Address (if different than the above) City Province Postal Code 

Other: ( ) Phone:  
First Name, Last Name (Relationship) home cell work 

Address: 
Address (if different than above) City Province Postal Code 

Family Physician: Paediatrician/Specialists: 

Childcare Program: Days/Times Attending: 

Date Referred:  Referred By: 
Agency Phone 

Legal Guardian has given informed consent for this referral:  Y N 
Legal Guardian is aware speech and language services are integrated between the CDC and Northern Health:  Y N 
Legal Guardian is aware CDC services are integrated with Aboriginal Supported Child Development, and the School District:  Y N 

Reason for Referral / History (Please include specific concerns, and all relevant medical history including diagnosis, extended hospital 
visits, communicable diseases, medical alerts, allergies, preferred pronouns) 

**Please send all relevant medical reports to Child Development Centre/Northern Health 

Please check all services that 
you are requesting: 

Physiotherapy Occupational 
Therapy 

Speech Therapy SCD Family Services 

Office use only:  Consents faxed  Request for Services Spreadsheet  Tracking Spreadsheet (therapy only)
Phone for Therapy  SCD Letter  Therapy Waitlist Letter
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CHILD DEVELOPMENT CENTRE 

of Prince George and District 
 

1687 Strathcona Avenue, Prince George, BC, V2L 4E7 

 
       Ph: (250) 563-7168 
       Fx: (250) 563-8039 
     
 Email:  enquiries@cdcpg.org    

 Website: www.cdcpg.org 
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Office use only:  Student  Consent  Membership      Virtual Services  

CONSENT FOR SERVICE 
 

Child's Name:        Date of Birth:        
 
As the legal guardian of the above-named child, I understand and agree to the following: 
 
• I consent for my child to receive services from the Child Development Centre (CDC). This may include 

Occupational Therapy, Speech-Language Pathology, Physiotherapy, Supported Child Development, Family 
Services, and other related support services. 

• Services may be offered in-person, at various locations, and / or virtually through video conferencing. By 
accepting any invitations for virtual services, I am consenting to receiving that virtual support. 

• The CDC maintains records relating to the services we provide. Information on your child / family is kept 
confidential and is protected under the Personal Information Protection Act. We will release this 
information only in the following circumstances: With your informed consent, as may be contractually 
required (see following bullet), and / or as legally required. 

• The Child Development Centre is contracted by the Ministry of Children and Family Development 
(MCFD) to provide Supported Child Development, Family Services, and Therapy programming. The 
related charts that we maintain while providing these services belong to the Ministry. The Ministry 
may request access to this information including but not limited to the following purposes: audits of 
services, investigations, or if the Ministry terminates our contract. 

• The CDC and the Northern Health Authority’s Speech and Language Clinic utilize a common 
electronic charting system, and we provide integrated Speech-Language Pathology services. 

• The CDC is a training facility for students in many fields. While receiving services at the CDC, your 
child may be observed, assessed and / or treated by a student under the supervision of a CDC employee. 

• The CDC may charge you for some additional materials and equipment that your child may benefit 
from; however, this will be provided only with your informed agreement to the associated costs. 
 

The CDC is a registered charity. You have the option of becoming a member of the Child Development 
Centre’s society free of charge for as long as your child receives services from us. Members can participate 
in the society’s general meetings, helping guide our programming. Members may also receive occasional 
updates regarding our services. 
 
If you wish to become a member, please initial here:     
 
A copy of the Risk and Limitations of Virtual Services can be reviewed online or upon request. 

 
I    understand that this consent is valid for the duration of my child’s 

                Print Name service and that I can cancel this consent at any time in writing to the 
Child Development Centre. 

 
 
             
Signature of legal guardian    Date 

https://cdcpg.org/wp-content/uploads/2024/06/Risks-and-Limitations-of-Virtual-Services.pdf


 

CHILD DEVELOPMENT CENTRE 

of Prince George and District 
 

1687 Strathcona Avenue, Prince George, BC, V2L 4E7 

 
       Ph: (250) 563-7168 
       Fx: (250) 563-8039 
     
 Email:  enquiries@cdcpg.org    

 Website: www.cdcpg.org 
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CONSENT TO OBTAIN / RELEASE INFORMATION 
 
Name of Child:        Date of Birth:      
 
To provide safe and effective services for your child, it is helpful to both receive and share information about 
their history, diagnosis, strengths, challenges and progress with other professionals involved in their care. All 
information is treated with strict confidentiality. This authorization will be valid for a two-year period; 
however, you may withdraw or change it at any time by notifying us in writing. 
 

Permission to Obtain & 
Release Information 
(Check all that apply) 

Professional or Agency 

Yes, I consent     Family Physician 

Yes, I consent     Specialists (includes paediatrician, surgeon, psychiatrist, etc.) 

Yes, I consent     MCFD (includes At Home Program) 

Yes, I consent     School District / School (private / public) 

Yes, I consent     Native Friendship Centre 

Yes, I consent     Outreach Agencies (includes RVCS, MCS, band office,                     
nursing stations, etc.) 

Yes, I consent     Infant Development Program 

Yes, I consent     Northern Health 

Yes, I consent     Child Care Programs 

Yes, I consent     BC Children’s Hospital, BC Women’s Hospital,                                     
& Sunny Hill Health Centre 

Yes, I consent     Behaviour Intervention 

Yes, I consent     Other Caregivers (includes foster parents, family, etc.) 

Yes, I consent     
Other (includes private therapy, agencies, CDCs, etc.) Please specify here: 

 
 

Do Not Share Information With 
(please write names of individuals or 

organizations) 
 

 
 
 
                
Print name of legal guardian   Signature     Date 
 



CHILD DEVELOPMENT CENTRE
of Prince George and District

1687 Strathcona Avenue, Prince George, BC, V2L 4E7 

     Ph: (250) 563-7168 
      Fx: (250) 563-8039 

   Email:  enquiries@cdcpg.org  
   Website: www.cdcpg.org
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Revised June 25, 2026 

CONSENT FOR USE OF AI-GENERATED CHART NOTES 

Child’s Name:   Date of Birth: 

Introduction: 
At the Child Development Centre, we strive to provide the highest quality care. As part of our 
services, we may utilize artificial intelligence (AI) computer software to assist us in the 
generation of chart notes during our sessions. These notes are then reviewed and finalized by our 
staff to ensure accuracy and completeness before being added to your child’s chart. 

Confidentiality and Security:  
We are committed to safeguarding your privacy. The AI-assisted charting tool we use generates 
clinical notes in real time based on session audio and may record and temporarily retain that 
audio to support documentation. Authorized program staff may access these recordings solely for 
the purpose of reviewing, verifying, and editing AI-generated notes. All session information, 
including documentation derived from recordings, is stored securely within a Canadian-based 
electronic record system in compliance with all applicable privacy and security requirements.   

Your Rights: 
Participation in this process is voluntary, and you may opt-out at any time without affecting the 
care you receive. If you have concerns or questions about this process, please do not hesitate to 
speak with us. 

Consent: 
 YES, I consent to the use of AI-generated chart notes as described above for future

sessions with my child.  I understand that I can opt out at any time.
 NO, I do not consent to the use of AI-generated chart notes.

I understand that this consent is valid for the duration of my child’s 
 Print Name service and that I can cancel this consent at any time in 

writing to the Child Development Centre. 

Signature of legal guardian Date 
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CLIENT INTAKE FORM 


 see CDC Family Handbook or website for more Information on Our Favourite Words 


Please add to the back/bottom of the form or another page if you do not have enough space on the front. 


Child’s Name: 


 


Preferred Name: Preferred Pronouns: 


 


Date of Birth:           


                     


Caregiver Name: 


 


Relationship to child: 


 


Best Contact Number: 


Communication preference: 


 
Text ☐call ☐email ☐ 


Languages fluently spoken at home: 


 


Daycare/Preschool/School Name: 


 


Days and Times: 


 


 


FAMILY and FRIENDS: Important People in Child’s Life (People and pets in the home 


and important support people outside of the home such as outside caregivers, extended 


family and close friends): 


Name  
Lives with 


Child (Y/N) 


Relationship to child (include age of siblings) 
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FUN what activities makes your child happy and what do you enjoy doing as a family? 


FITNESS what activities does your child like to do to move their body? 


FUNCTION Tell us how your child plays, participates and engages in their daily life: 


Home: 


Community: 


Preschool/school: 
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FUTURE: What goals would you like support to work on with your child? 


(now and in the future) 


Yes/No Comments 


Language/communication Yes☐ 


No ☐ 


Feeding Yes☐ 


No ☐ 


Behaviour Yes☐ 


No ☐ 


Head/Neck position Yes☐ 


No ☐ 


Motor skills (sitting, walking etc.) Yes☐ 


No ☐ 


Hand skills (cutting, drawing…) Yes☐ 


No ☐ 


Daily living skills (dressing, toileting…) Yes☐ 


No ☐ 


Play skills/Social Skills Yes☐ 


No ☐ 


Sensory Differences Yes☐ 


No ☐ 


Parenting Skills/Workshop Yes☐ 


No ☐ 


Community Participation Yes☐ 


No ☐ 


Transitions: 


Preschool/Kindergarten/Adult 
Yes☐ 


No ☐ 


Other Yes☐ 


No ☐ 
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HISTORY: Current and past health concerns, including relevant concerns at birth, 


including previous services (if more space is needed please add it to the last page) 


Expected 


Due Date 


Gestational Age 


at Birth 
Weeks 


Days 


Time spent in the Hospital 


Birth Weight 


Pregnancy and Delivery difficulties/complications (e.g. Preeclampsia, substance 


exposure, HELLP, IVH): 


C – section 


Yes ☐ 


No  ☐ 


Elective ☐ or 


Emergency ☐ 


Hearing screen passed? 


Yes ☐ 


No  ☐ 


Immunizations up to date? 


Yes ☐ 


No  ☐ 


Other Health Concerns/Diagnoses/Medications: 


Other Involved Support people or professionals (eg, therapists, specialists): 


Milestones Approximate Age Approximate Age 


Rolling First words 


Crawling Sitting 


Walking 
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Factors that may affect access to services 


We want to acknowledge where each family is at may be different; we are flexible on how and 


when we offer our services. Is there anything you would like us to keep in mind while we are 


providing services to your child and your ability to carry out home recommendations?   The 


following are questions that may be pertinent, you can answer as you wish.  Research shows 


these following questions may affect health care for families and we would like to help remove 


some of the barriers where we are able.  If you are comfortable answering please do, if not feel 


free to leave it blank. 


1. Do you have reliable access to transportation? Yes☐ No☐ or could this be a barrier to


you receiving services? Yes☐No☐


2. Do you need to take time off work for appointments? Yes ☐No☐


3. What days and times work best for you for scheduling appointments?


4. Are there any current life circumstances or stressors (e.g., social, financial, health-related,


recent changes, or past experiences) that may affect your ability to fully participate in


therapy? Yes☐  No☐


If you feel comfortable, you are welcome to provide additional details on the next page.


5. Are there any Custody/guardianship arrangements we need to know about? Yes ☐No ☐


(please provide details on next page)


6. Do you have any concerns or apprehensions about engaging in services with the CDC


that you would like us to be aware of?


7. Tell us of any Cultural or Spiritual Beliefs important for us to know (e.g. No mirrors for


infants under 12months):
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Additional comments or information that would be helpful for us: 
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