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THERAPY PRESCRIPTION FOR EDUCATIONAL NEEDS
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RECOMMENDATIONS

	OCCUPATIONAL THERAPY
	
	PHYSICAL THERAPY
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	[bookmark: Check2]|_| Evaluation/Treatment
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Frequency Of Treatment To Be Determined By The IEP

THERAPISTS:
Signed/     __________________________________
Signed/     __________________________________

PHYSICIAN:
(Signature) _______________________________________     (Date) ________________________
(Address) _______________________________________________________________________
(Phone) _________________________________    (FAX) _________________________________

PLEASE RETURN SIGNED DOCUMENT TO THE ADDRESS OR FAX NUMBER ABOVE
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