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Anmeldung für eine logopädische Abklärung 
 

 

Familienname: .......................................................................................................................... 

 

Vorname: .......................................................................................................................... 

 

Geburtsdatum: .......................................................................................................................... 

 

Adresse: .......................................................................................................................... 

 

Telefonnummer: .......................................................................................................................... 

 

E-Mail-Adresse: .......................................................................................................................... 

 

Name/Vorname  

Vater und Mutter: .......................................................................................................................... 

 

Name/Vorname/Alter 

Geschwister: .......................................................................................................................... 

 

Muttersprache: .......................................................................................................................... 

 

Spielgruppe: ................................................................ Betreuerin: ...................................... 

 

Kindergarten: ....................................... Stufe: ........      Lehrperson: ..................................... 

 

Schule: ....................................... Stufe: ........      Lehrperson: ..................................... 

 

Schulhaus/ Schulort: .......................................................................................................................... 

 

Kinderarzt: .......................................................................................................................... 

 

Grund der Zuweisung (in Stichworten): 

 

................................................................................................................................................................ 

 

................................................................................................................................................................ 

 

................................................................................................................................................................ 

 

................................................................................................................................................................ 

 

Ort und Datum:  .......................................................................................................................... 

 

Unterschrift der Eltern: .......................................................................................................................... 

 


