


Pediatric Physician Referral to DiagnosTEX for Dysphagia Consult with MBSS 
*Please fax this signed order, demographic sheet, and latest clinicals to (888) 920-1201* 

 
 

Patient Name:___________________________________________________ DOB: ____________ Sex:  M  or  F 

Street Address: ___________________________________________ City: _____________________ Zip: ___________ 

Phone Number: _________________________ Parent Email: ________________________________________________  

Insurance Provider: ________________________________________ Subscriber ID: ______________________________ 
 
Ordering Provider (Full Name with Credentials): ___________________________________________________________  
Provider Phone: ___________________________ Provider Fax: ____________________________ 
Provider Address: ___________________________________________________________________________________ 
 

☐Physician consult requested for dysphagia consultation to include all medically necessary assessment of swallowing 
function, including Modified Barium Swallow Study (MBSS) for oral and pharyngeal stages, as well as, esophagus and 
cervical spine assessment. 

 
Reason for Consult:    Medical Necessity:     

☐Coughing          ☐TBI 

☐Choking                ☐Feeding Difficulties  

☐Respiratory Concerns    ☐GERD; Vomiting 
☐Vomiting      ☐Weight loss or poor weight gain 
☐Poor PO Intake; Aversion             ☐History of Dysphagia 
☐Suspect Silent Aspiration            ☐Genetic Anomaly (specify) ______________________ 
☐Diet Upgrade         ☐Consistent respiratory concerns 

☐Other:__________________________  ☐Other ______________________________________ 
 

Currently receiving Speech/Feeding Therapy:   ☐ Yes ☐ No                
 
Other specialties involved in patient’s care:______________________________________________________________ 
Other Important Information:  _________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
ORDERING MD/DO/PA/NP Signature: ________________________________Date:_____________NPI:______________ 
Incomplete referrals will not be processed until all paperwork required is received. Verbal orders can be taken but a 
written order must be provided for ALL patients. If you have any questions, please call 817-514-6271. 
 

Please remember to include the following: 

☐Demographic sheet 

☐Most recent medical history & clinical notes 
 

FAX NUMBER: 888-920-1201 
 

If we are unable to reach the family, we will let you know. 
A copy of the completed report will be faxed to your office upon completion of the study. 
Thank you for coordinating care of your patient with us! 



 
    8913 Mid Cities Blvd. 
    Suite 100 
    North Richland Hills, Texas 76182 
    O: 817-514-6271 
    F: 888-920-1201 

 

 

DiagnosTEX Pediatric Intake Form 

Patient Name: _______________________________________________    Date of Birth: _______________________ 

Parent(s)/Legal Guardian(s) Name(s): ___________________________________________________________________ 

Phone: ___________________________ Email address: ____________________________________________________ 

Language(s) Spoke in the Home: ____________________________        Attend daycare/school:  ☐ Yes    ☐ No     

Parents’ Main Feeding Concerns: _______________________________________________________________________ 

Pediatrician: ______________________________________ Name of Office: ____________________________________ 

Birth History 

 ☐ Full-term     NICU stay: ☐ No  ☐ Yes, Length of stay _______________  

 ☐ Pre-term:       __ weeks__        days  Delivery:  ☐ Vaginal  ☐ C-Section  

 Complications:   ☐ N/A  ______________________________________________________________________ 

Currently on Reflux Medications:  ☐ Yes  ☐ No         Food Allergies:  ☐ N/A ____________________________________ 

Vision Deficits:  ☐  Yes  ☐  No  Hearing Deficits:  ☐ Yes  ☐ No 

Can the child follow simple commands:   ☐ Yes ☐ No  

Recurrent Respiratory Illnesses:  ☐ Yes  ☐  No Diagnosis: __________________________________________________     

Previous Swallow Study:   ☐ Yes  ☐ No    If yes, what type of study?  ☐ MBSS    ☐ FEES 

Date: ______________  Results: ____________________________________________________ 

 
Current Diet and Feeding Strategies: Check all that apply 
 
☐ NPO ☐ GT/NG Dependent ☐ Feeding With Therapy Only 
Liquids: ☐ Thin (Regular) ☐ ½ Nectar ☐ Nectar ☐ Honey ☐ N/A 

Drinking Mechanism:  ☐ Bottle: ________________     ☐ Breast      ☐ Sippy Cup      ☐ Straw cup        ☐ Open Cup 
Solids:  ☐ Age appropriate ☐ Puree ☐ Mashed solids ☐ Soft & bite sized ☐ N/A 

Level of assistance during feeding:  ☐ Independent     ☐ Some assistance      ☐ Dependent 

Behaviors:  ☐ Picky Eating     ☐Reflux; Vomiting    ☐ Difficulty transitioning to solids     ☐ Aversion   

Coughing/Choking on:  ☐Liquids from a _____________________     ☐Puree       ☐Solids       ☐ Secretions 

 
Current Therapy 
 

 Therapist & Company Name Therapist Contact Info 

Physical                     ☐  N/A   

Occupational            ☐  N/A   

Speech/Feeding       ☐  N/A   



 
If you would like the report sent to any additional providers, besides the referring, please fill out the following: 

Name of provider Phone number Fax number 
   

   

   

 
Anything you may want us to know prior to the appointment (feeding behaviors, likes/dislikes, etc): 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Please call with any questions prior to the appointment. 
 
Name of Person Completing Form: ______________________________________  Date: _______________ 
Relationship to Patient: _____________________________ 



  

 
                8913 Mid Cities Blvd. 
               Suite 100 
            North Richland Hills, Texas 76182 
           O: 817-514-6271 
             F: 817-514-6278 

 

Private Pay Agreement 
I have been informed and understand the procedure of the Modified Barium 
Swallow Study (MBSS). I authorize DiagnosTEX to complete the Modified Barium 
Swallow Study with Dysphagia Consultation on (patient name) 
________________________________________. 

 

I agree to be billed the cost of this procedure, paid within 30 days at a discount of 
50% for a total cost of $450.00. A minimum of 1/3 of the payment ($150.00) is 
due up front. 

 

A payment plan can be established with DiagnosTEX on any remaining balance. 
Please contact us at 817-514-6271 for more information. 

 

Signature __________________________________________________________ 

Relationship to patient___________________________ Date ________________ 

Print Name _________________________________________________________ 

Phone Number ______________________________________________________ 

 

MBSS study will not be scheduled until this paperwork is signed and returned to 
DiagnosTEX along with all other required paperwork.  


