REFERRAL FORM - PHYSICIAN'S PRESCRIPTION
FAX. 1.866.497.2746 qoiresy PHONE: 817.727.2869

Pediatric Therapy

Please use this form to start your patient’s therapy services with A to Z Pediatric Therapy

PATIENT’S NAME DATEOFBIRTH: ___ / /

PARENT/CAREGIVER'S NAME

PRIMARY LANGUAGE SPOKEN IN THE HOME: O ENGLISH 0 SPANISH 0 OTHER:

ADDRESS APARTMENT
Ty STATE ZIp
HOME PHONE { ) OTHER PHONE ( )

MEDICAID # MEDICAIDHMO? ___ YES __NO TYPE

OTHER INSURANCE? YES NO IF YES, NAME OF INSURANCE

POLICY HOLDER NAME poB:__/ [/ D#

INSURANCE POLICY GROUP # INSURANCE PHONE #

CHIEF COMPLAINT OR DIAGNOSIS

DIAGNOSIS & ICD-9 ONSET DATE / /
DIAGNOSIS & ICD-9 ' ' ONSET DATE / /
(PLEASE SEND ADDITIONAL DIAGNOSES OR INSTRUCTIONS ON SEPARATE SHEET IF NECESSARY)

PHYSICTAN TNFORMATTON ~ s o i s i s s s i s ~ I Pt £t o 1t o £ ot £ et Pk e kPt b

PHYSICIAN NAME CLINIC NAME

ADDRESS CITY, STATE, Zip

PHONE ( ) FAX ( )

SPEECH/LANGUAGE THERAPY _ OCCUPATIONAL THERAPY PHYSICAL THERAPY
EVALUATION ONLY EVALUATION ONLY EVALUATION ONLY
EVALUATION & TREATMENT EVALUATION & TREATMENT EVALUATION & TREATMENT
OTHER ‘ OTHER OTHER

PHYSICIAN’S SIGNATURE DATE

PLEASE SIGN AND DATE SO THAT WE CAN START YOUR PATIENT’S CARE IMMEDIATELY

{Confidential Information)
Unless atherwise indicated or obvious 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 {or the employee or agent responsible to defiver to the designated recipient). You are hereby notified that
any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please notify us
immediately via phone at 817.727.2869 and return original message to the following address:
A to Z PEDIATRIC THERAPY: PO Box 1972, Keller, TX 76244



