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PERSCRIPTION FORM 

Physician’s Name________________________    Patient’s Name  __________________________ 

Address   _________________________    Address   __________________________ 

City, State, Zip  _________________________    City, State, Zip  __________________________ 

Phone     _________________________    Phone    __________________________ 

Fax    _________________________    Date of Birth  __________________________ 

IDPA#  ________________________________     

NPI#   _______________________________ 

 

1. Complete Medical Diagnosis and Description of Problem: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

2. I prescribe the following assessments/services (checked): 

(     )  Applied Behavior Analysis Therapy                      Assessment and Treatment 

(     )   Occupational Therapy                                                Assessment and Treatment 

(     )  Speech/Language Therapy                                         Assessment and Treatment 

(     )  Other     (please explain) 

   ________________________________________________________________________ 

(     ) This is not a patient in my/our practice 

(     ) I have not seen this patient for a long period of time 

 

 

_______________________________          _______________ 

Physician’s signature              Date 


