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Occupational / Physical Therapy
Physician’s Order Form


_______________________________________     __________________________
_________________

(Student’s Name)





(DOB)




(School)
_______________________________________
__________________________
_________________

(Address)





(City/State/Zip)



(Phone)
This student is currently eligible to receive occupational/physical therapy in accordance with his/her IEP.  

In Texas OT or PT cannot be provided without a current order from a physician. Reason for this request:


___A physician’s order is not present at this time.

___The current order is more than 3 years old.
___Other: ____________________________________________________________________ 

To be completed by Physician
OT and/or PT services have been included in the above named child's Individualized Education Program (IEP).  
In order for the school system to implement/resume the recommended therapy services for this child in the educational setting please complete and return the following within 7 days:
Diagnosis: _______________________________________________________________________________
Medications: _____________________________________________________________________________
Precautions:
____ Seizure Activity __________________________________________________________


____ Past Surgeries (please describe) ____________________________________________


____ Allergies ________________________________________________________________


____ Shunt___________________________________________________________________


____ Other (please describe) ____________________________________________________


                ___________________________________________________________________________________________________________________________________
          OT Eval and Treat  Other: _____________________________________________________
 
          PT Eval and Treat  Other: _____________________________________________________
Physician's Name
______________________________________________ UPIN: 


                                                           Please print
Physician's Signature: 




__________________Date: _________________

Thank you. Please return form to: _____________________________ email: ____________________ Phone: ________
Via fax: ______________________________ Via Mail: ____________________________________________________

