


PHYSICIAN ORDER FORM – SPECIALIZED SERVICES




TO:	_________________________________________	FOR:	__________________________________ 	_____________   		Physician’s Name (Please Print)				Student’s Name				Date of Birth	

_________________________________________		____________________________________	________
Address							School					Grade

_________________________________________		____________________________________	
Diagnosis							Medicaid number



The following services have been included on the above-named student’s individualized service plan.
			
	Service
	X = service includes 
on plan
	Service Amount 
(times per week and/or minutes)

	Physical Therapy
	
	

	Occupational Therapy
	
	

	Speech Therapy
	
	

	Audiology
	
	



Physician Authorization:

I authorize the above identified services as medically necessary and refer this student for services.


_____________________________________		____________________
Physician’s Signature					Date


___________________________
Date of Referral
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