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Description automatically generated]                 PHYSICIAN PRESCRIPTION/REFERRAL FORM
                                                                    FAX 713.456.2041  |  PHONE: 832.490.8488

PATIENT INFORMATION
Patient Name: ___________________________________________________DOB  _____/ _____/ ________ Parent/Caregiver Name: ______________________________________________________________________ Address: _________________________________________________________Apartment: _______________ City: ________________________________________________________State: __________Zip: _________ 
Phone: ____________________________________________Other Phone: _______________________ 


Diagnosis and ICD 10 Code: ______________________________Onset Date: ___________________________ Diagnosis and ICD 10 Code:______________________________ Onset Date: ___________________________
Diagnosis and ICD 10 Code:______________________________ Onset Date: ___________________________

(Please send additional diagnoses or instruction on a second referral sheet if necessary)
Special Instructions/Precautions: ____________________________________________________

PHYSICIAN INFORMATION
Physician Name: _______________________________________ Clinic Name: ___________________________ Address: _________________________________________________________________________________
City: ________________________________________________________State: __________ Zip: _________ Phone: ________________________________________________________ Fax: _______________________
If form is not completed by physician, please provide the information below:
Name: ______________________________ Organization ____________________ Phone ________________ How did you hear about us? ______________________________________________________________

RECOMMENDED THERAPY
OCCUPATIONAL THERAPY                          SPEECH THERAPY                            PHYSICAL THERAPY 
____ Evaluation only                               ____ Evaluation only                                    ____ Evaluation only
____ Evaluation and treatment             ____ Evaluation and treatment                  ____ Evaluation and treatment 

If feeding referral please check box   	

Physician Signature: __________________________________________ Date: ______/ ______/ _______

(Confidential Information)
Unless otherwise indicated by the nature of this transmittal, the information contained in this FAX message is privileged and confidential, intended for the use of the designated recipient (employee or agent responsible to deliver to the designee). You are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, communication is strictly prohibited. If you have received this communication in error, please notify us immediately via toll-free call to 832.490.8488
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