
SPROUTS Gender Affirming Voice Training Intake Form
Please complete this form and return it to the SPROUTS Clinic Manager via email: speechpathology.clinic@uts.edu.au

	YOUR DETAILS

	Legal Name:
	Preferred Name:

	Pronouns:
	Date of birth:
	Age:

	Age:
	

	Address:

	Gender:	
[image: ]     Female/Woman    [image: ] Male/Man   [image: ] Non-binary    [image: ] Other




	Primary languages spoken:

	Educational history:

	Occupation:



	
MEDICAL HISTORY

	Referred by:	[image: ] GP	[image: ] ENT	[image: ] Counsellor/Psychologist
[image: ]  Other: ___________________________________________________________


	Reason for referral:

	Other medical history/diagnoses/surgery:

	Please list any current medications:

	Please list any allergies:

	Please describe the current quality of your voice and your concerns:



[image: ][image: ]
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	VOICE CARE (VOCAL HYGIENE)


	Daily water intake:
	Daily caffeine intake (coffee, tea, coke, others):


	Daily alcohol servings:
	Smoking history   Nonsmoker   Current smoker   Former smoker

	If former smoker, at what age did you quit?
	For current and former smokers, at what age did you begin smoking:

	Cigarettes:
· cigarettes per day: 	
· packs per day:____
Chewing tobacco: 
· per day:___

	Smoke recreational drugs:
· per day:___
· per week:___
· per month:___

	E-cigarettes:
· E-cigarettes per day:____
	Pipe:
· per day:___
Cigar:
· per day:___


	Vocal Activities (describe all that apply) 

	Activity
	Hours per day
	Describe/comment

	Telephone usage
	
	

	Talking in one to one conversation
	
	

	Talking in noisy settings
	
	

	Talking to groups
	
	

	Yelling or cheering
	
	

	Throat clearing/Coughing
	
	

	Using voice during exercising
	
	

	Singing
	
	




	Are you a Vocal Performer: 
[image: ] Yes [image: ] No
	Have you completed any previous voice training? [image: ] Yes [image: ] No

If yes, please describe:




	What percentage of your day is spent living as your true gender?
· 0-25%
· 25-50%
· 50-75%
· 75-100%
Comments:




	VOICE USE & CONCERNS


	Please tick all that apply to you:

Speak extensively:
· at work
· socially
· in pubs
· on the phone

· Frequent yelling or loud talking
· Frequent whispering - doing what?


How much do you use your voice at work every day?

· 1-2hrs	
· 2-4hrs	
· 4-6hrs	
· 6-8hrs	
· more than 8hrs

	Please tick all that apply to you:

· Frequently cough/clear your throat
· Frequently sore throat
· Frequent bad breath
· Frequent ‘heartburn’
· Frequently feel tired
· Chronic fatigue or insomnia
· Frequently thirsty or dehydrated
· Swallowing problems
· Frequent headaches
· Frequent neck/shoulder pain
· Feeling of a lump in the throat
· Bitter or acid taste; bad breath or hoarseness first thing in the morning


	Please describe the environment at work where you mostly using your voice
(e.g. large open classroom, open plan office, high level of background noise, any smoke, chemicals, allergens, temperature changes):






	VOICE GOALS


	Please tick all the goals that are important to you:


· Improve voice health
· Learn strategies for voice care
· Raise/lower pitch
· Variable intonation (ie. Feminine/masculine use of stress patterns in speaking)
· Feminine/Masculine body language
· Feminine/Masculine language styles, vocabulary, and social skills
· Other: 











	APPOINTMENT PREFERENCES


	Would you prefer to attend in person at our clinic, or via telehealth (online)? 
 
	 

	Which days of the week and times are you available to attend appointments? 
 
Please note, our clinic operates on weekdays only, with appointments offered between 9am and 3pm.
 
	· Monday:__________
· Tuesday:__________
· Wednesday:__________
· Thursday:__________
· Friday:__________




[image: ][image: ][image: ]


SPROUTS Client Consent Form
I ____________________ give permission to be seen by a speech pathologist at UTS Speech Pathology. I also give permission for the Speech Pathologist to send or obtain relevant information / reports to or from other services (e.g., Occupational Therapy, Physiotherapy, General Practitioner, etc.) when necessary for the management of my therapy. 
I DO NOT wish for information to be shared with (Please list services/professionals you DO NOT want us to share information with on the line below)
______________________________________________________________________________
Signed: 							Date: 				

Please provide the contact details of relevant health professionals e.g. GP, ENT, psychologist, respiratory physician:

	Name:
	Profession:

	Address:
	Phone:

	Email:
	Consent for report to be sent:
· Yes
· No



	Name:
	Profession:

	Address:
	Phone:

	Email:
	Consent for report to be sent:
· Yes
· No



	Name:
	Profession:

	Address:
	Phone:

	Email:
	Consent for report to be sent:
· Yes
· No




Signature: 	Date: 	







Your signature below indicates that you have read the information in this document and the Clinic Policy (attached in the following pages), and agree to abide by the terms during the period of your relationship with the clinic and its staff.
Your initials next to each item below highlights the major points of the Clinic Policy to which you are agreeing. 
If you have any questions or are unclear about any information in the Clinic Policy, please feel free to discuss with your speech pathologist. 

	Clinic Policy Agreement
	Initials

	I understand that I and/or my child may be observed/recorded or my case discussed with students/supervisors at the clinic, for the purpose of continuing professional development and case conferencing.
	

	[bookmark: _Int_WCv6VDwG]I have read and understood the information about confidentiality of personal information.
	

	I have read and understood the privacy statement.
	

	I understand that the clinic aims to provide services in an efficient and evidence-based manner. This means that my speech pathologist will recommend an attendance schedule for the management of my or my child’s condition. I also understand that it will be necessary to complete therapy activities outside of the treatment sessions and to complete questionnaires or other measures as part of the therapy process.
	

	I have read and understood the policies about the cancellation of sessions.
	

	I understand that frequent cancellations, no-shows, or late arrivals may result in the termination of services at the clinic.
	

	I understand that tele-practice using video conferencing requires a viable internet connection, an adequately sized screen (not a mobile phone), private workspace and a stable surface to place my device. 
	

	I understand that for tele-practice sessions, I or myself and my child are to log into the teleconference session using the link provided by my speech pathologist at the scheduled time and I am aware that I am not to leave my child unaccompanied during the session.  
	

	I understand that my speech pathologist may need to correspond with other professionals such as a general practitioner, psychologist, teacher, school counsellor or another speech pathologist regarding the management of my/my child’s communication and/or swallowing disorder. 
	






Please sign below to indicate your consent. 
	I hereby give my consent:

	· For my speech pathologist to contact relevant professionals as described above and to send and/or to receive reports from relevant professionals involved with my care.
	Yes
[  ]
	No
[  ]

	· For my sessions to be observed by clinic supervisors and/or audio/video recorded for the purposes of treatment planning and supervision. I understand that I will be notified of any intended observations or recordings before my session commences.
	Yes
[  ]
	No
[  ]


	· For recordings of my sessions to be used for teaching and learning purposes in the UTS Master of Speech Pathology degree 
e.g. recordings may be shown to current/future Speech Pathology students/educators to support their learning at UTS.
	Yes
[  ]
	No
[  ]

	· I would like to be informed about future research activities 
at the Centre. 
	Yes
[  ]
	No
[  ]



	Client Consent:

	Print Client Name:
	___________________________________________________

	Client Signature:
	______________________________
	Date: 
	

	* Note a digital signature is acceptable


	


	Speech Pathologist

	Print Speech Pathologist Name:
	_________________________________________

	Speech Pathologist Signature:
	_____________________
	Date:
	___________


	* Note a digital signature is acceptable






SPROUTS Clinic Policy
[bookmark: _Toc5973213]Overview
This document explains important aspects of the Speech Pathology clinic (hereafter referred to as the clinic) and services provided. After reading this document, you will be provided with the opportunity to consent to the terms and conditions of receiving services at the clinic. 
The clinic is an assessment and treatment clinic within the UTS: Graduate School of Health. The clinic offers services to the general community to all age groups and all geographical areas both domestically and internationally. Potential clients can contact us directly or have a health care provider (e.g., a general practitioner) provide a written referral.  The clinic is a student learning clinic. Master of Speech Pathology students provide services under the supervision of a Certified, Practicing Speech Pathologist. 
[bookmark: _Toc5973214]Services
The clinic offers speech pathology assessment and treatment of communication and mealtimes. The speech pathologists use evidenced based procedures and will be determined on an individual basis.
Services are provided in person and via tele-practice. Tele-practice services incorporate the same procedures as within clinic services although the client does not attend the clinic, rather the assessment or treatment session is conducted using the phone or videoconferencing facilities. Tele-practice sessions by telephone are only available for adolescents and adults. For families of children aged under 16 attending tele-practice sessions, both the child and parent or other designated responsible adult (e.g., teacher) are required to be present and supervising the child throughout the entire session. 
[bookmark: _Toc5973215]Supervision
The speech pathologists in the clinic receive supervision and mentoring for ongoing professional development. The supervisors are speech pathologists experienced with the assessment and treatment of swallowing and communication. The supervision will involve observation of clinic sessions and case conferences with supervisors. Through this supervision model, clients will have access to the expertise of the leading members of the profession, ensuring the highest standard of care. 
[bookmark: _Toc5973216]Confidentiality 
Speech pathologists and clinical supervisors have ethical and legal obligations to protect the privacy of people requiring and receiving services at the clinic. Clients of the clinic have a right to expect that the staff at the clinic will treat personal and private information about clients in confidence. 
All personal information gathered for the provision of services at the clinic remains confidential. 
[bookmark: _Toc5973217]Safe and Inclusive Services
The clinic is committed to being a safe and inclusive environment for all individuals to access speech pathology services. The clinic supports the needs of culturally and linguistically diverse individuals, gender diverse individuals, the LGBTQIA+ community, and people of all races and religions.
The clinic is committed to delivering culturally safe, inclusive, and responsive speech pathology services for Aboriginal and Torres Strait Islander Peoples. This commitment recognises the centrality of Culture, Connection to Country, Language, Identity, Family, kinship and Community to health and wellbeing of Aboriginal and Torres Strait Islander Peoples. The clinic supports self-determination in all healthcare decisions.


All staff, students, and clients attending the clinic are expected to uphold the values of the clinic and act in ways that are free from racism or discrimination for all people of any background.
Client compliments and complaints should be directed to the Clinic Director (Lucy.Bryant@uts.edu.au) for response.
Privacy Notice 
Collecting your information
Information collected on clients includes name, date of birth, personal and health information. Disclosure of information by a client to the clinic is voluntary. However, failure to disclose relevant information may compromise your assessment and/or treatment.
Using client information
The personal and health information collected is to provide adequate assessment, diagnosis, and treatment of presenting problems. Information held about a client is accessible by the treating speech pathologist. This information is required to provide treatment services. 
Refer also to observation and recording sessions and research below. 
Disclosing client information
A client’s information will be available only to staff who have authorised access to client file records unless release of information is required or permitted by law, or if you have provided consent for your information to be provided to another party. For example, information may be disclosed where: (1) it is subpoenaed by a court of law, (2) failure to disclose information would place a client or another person at risk, or (3) such information is legally required to be reported.
To assist in any management needs that may arise during the course of receiving services at the clinic, the treating speech pathologist may recommend that they contact other health professionals, teachers, and/or medical practitioners. The treating speech pathologist will only consult with or release information to other professionals with a client’s consent. 
Accessing or correcting information
On request, clients may inspect and amend personal information about them held by the clinic. All requests to access or amend information must be lodged in writing to the Clinic Director and will be assessed on a case-by-case basis. Requests for access or to amend information held will be dealt with within 21 working days.
Erasure or deletion of personal information
Clients may request that their personal information as outlined above be erased or deleted. We may be under legal obligations to retain information held about a client for minimum retention periods. When we are legally permitted to erase personal information, the request will be actioned. Information about clients will be destroyed by the most appropriate, safe and secure means available at the time that information about clients is permitted to be erased. For all requests to erase or delete personal information held at the Centre, clients are to contact the Office Manager at speechpathology.clinic@uts.edu.au.



Complaints
If clients believe their privacy has been breached, or if they have concerns regarding the management of their personal information, they can contact the clinic manager by email speechpathology.clinic@uts.edu.au or phone (02) 9514 7189 in the first instance. If a client continues to have concerns they can request an internal interview. Further information can be found at ‘Making a complaint’ (https://www.uts.edu.au/about/uts-governance/privacy-uts/your-privacy-uts/complaints).
Observation and recording of sessions
Client sessions may be observed, or audio/video recorded for supervision purposes and continuing professional development purposes for speech pathology staff and students at the clinic. With your permission, recordings may be retained for teaching and learning purposes only.
The UTS Clinic is affiliated with the UTS Master of Speech Pathology degree. With your permission, recordings may be retained for use in teaching and learning within the degree. Should you consent, your recordings will be retained and will be accessible to the UTS Master of Speech Pathology academic team. Recordings may be shown to students within their classes, to enhance their speech pathology education.
If you do not wish to be recorded, or do not consent to your recordings being retained, you may withdraw your consent for recordings and/or retention of recordings at any time. All material is kept confidential within the UTS team – either the clinic team, or the wider academic team, depending on the consent you provide. Clients will be advised before their session if their session may be observed. Clients can consent, decline, or withdraw consent for their sessions to be observed or recorded without consequence.
Research
The Speech Pathology clinic is both a teaching clinic and a site for research that has been approved for conduct at the clinic by the University of Technology Human Ethics Committee. Clients will be informed about any potential opportunities to participate in research. On the signature page of the Consent Form clients can elect to opt in or out of being contacted for research studies. Clients meeting the criteria for inclusion in an ethically approved study, who agree to be contacted, will be sent an information sheet about the relevant study. Clients will either voluntarily choose to take part or to decline participation. Participation in ethically approved research is entirely voluntary. Should clients choose not to participate in any research projects, this will in no way affect the services provided or their relationships with the clinic staff, currently or in the future.  
Storage of information
Client files will be stored securely in an electronic format. Only the treating speech pathologists, clinical supervisors and administrative staff at the clinic are authorized to access information about clients during the performance of their duties. 

[bookmark: _Toc5973218]



Fees
There are currently no fees for speech pathology services provided through the UTS Speech Pathology Clinic (this is correct at time of writing).
	Assessment  
	$0

	Treatment
	$0

	Maintenance (30–40 min)
	$0

	Standard Report
	$0

	Medico-legal Report
	$0

	Cancellation Fee (<24hours)
	$0

	Failure to attend with no notice
	$0


[bookmark: _Toc5973219]









Appointments and Cancellations
Following an assessment, if treatment is recommended, sessions are typically scheduled once per week for between 30 minutes to one hour. Missed sessions and late arrivals are problematic for both clients and treating speech pathologists. Therefore, clients are asked to make a commitment to attend regularly and promptly. If clients arrive late for an appointment, the session will conclude at the original scheduled time.
To cancel or postpone an appointment the client is to contact the clinic manager by phone on (02) 9514 3096 or email speechpathology.clinic@uts.edu.au at least 24 hours prior to the appointment time. In the event that a session is cancelled by clinic staff, the client will be contacted and the appointment will be rescheduled. 
It is important to note that irregular attendance is likely to compromise the effectiveness of treatment and access to treatment may need to be discontinued if this occurs. Therefore, in the event of two successive cancellations, or absence from treatment for three weeks the scheduled appointment time will be allocated to another client. 
[bookmark: _Toc5973220]Contacting the Clinic
The clinic reception phone is (02) 9514 3096 and email is speechpathology.clinic@uts.edu.au . 
[bookmark: _Toc5973221]Social Media Policy
The speech pathologists working in the clinic are unable to accept requests for Facebook, Instagram, and X, or any other social media platform. 
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Speech Pathology Reaching Out at UTS
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