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Occupational and Physical Therapy Physician Order
20__/__ School Year
 
	Child’s Name:	
	«StudentFirstName» «StudentLastName»
                      
	DOB 




Medical Diagnosis as Related to Prescribed  (
ICD-9 Code(s) or Diagnosis Statement
)Treatment: _____________________________________
_____			______________________________________


I recommend the above listed student receive the following services:

                                                             Effective from 9/1/____ to 9/1/____
                         				         
            Purpose of Treatment:
	   Occupational Therapy
	 Physical Therapy
___I____ Minutes
___G___ Minutes
	
__________________________________________
__________________________________________



___I ___ Minutes                               _________________________________
___G___ Minutes	                      _________________________________

	



      Speech / Language Therapy
   ___I ___ Minutes                               _________________________________
   ___G___ minutes	                         _________________________________
				
 (
Physician Contact Information:   
Place Stamp Here
)_________________________________	___________________
Physician/Physician Asst./Nurse Practitioner Name	Provider ID Number/NPI
 (please Print)		
						________________________
						Telephone Number

_________________________________________	________________________
Physician/Physician Asst./Nurse Practitioner Signature	Date				
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