PRESCRIPTION FOR OCCUPATIONAL THERAPY SERVICES
	Date:
	     


	Consumer Name (please print):
	     
	Case #:
	     


	DOB:
	     
	Onset Date:
	     


	This section to be completed by Primary Health Care Provider (PHCP) – MD, DO, PA-C, NP:


Medical Diagnoses:

	 FORMCHECKBOX 

	R53.2 Functional Quadriplegia

	 FORMCHECKBOX 

	G80.0 Spastic Quadriplegic Cerebral Palsy

	 FORMCHECKBOX 

	G80.3 Athetoid Cerebral Palsy

	 FORMCHECKBOX 

	G80.9 Cerebral Palsy, unspecified

	 FORMCHECKBOX 

	G81.90 Hemiplegia, unspecified affecting unspecified side

	 FORMCHECKBOX 

	M41.0 Infantile Idiopathic Scoliosis, site unspecified

	 FORMCHECKBOX 

	F84.9 Pervasive Developmental Disorder, unspecified

	 FORMCHECKBOX 

	F90.9 Attention Deficit Hyperactivity Disorder, unspecified type

	 FORMCHECKBOX 

	F84.0 Autistic Disorder

	 FORMCHECKBOX 

	Other:
	     


Medical Reasons for Treatment:

	 FORMCHECKBOX 

	R27.0 Ataxia, unspecified

	 FORMCHECKBOX 

	M62.81 Muscle Weakness
	     

	 FORMCHECKBOX 

	M25.60 Joint Stiffness
	     

	 FORMCHECKBOX 

	R53.81 Other Malaise

	 FORMCHECKBOX 

	G89.29 Other Chronic Pain

	 FORMCHECKBOX 

	R26.2 Difficulty Walking, not elsewhere classified

	 FORMCHECKBOX 

	R54 Age-Related Physical Disability

	 FORMCHECKBOX 

	Other:
	     


Services Requested:  OT Evaluation and treat as indicated.
     
	PHCP’s Signature:
	
	Date:
	


	PHCP’s Name (please print):
	     


	PHCP’s NPI #:
	     


	PHCP’s Address:
	     


	PHCP’s Phone #:
	     
	PHCP’s NPI:
	     


