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Early Childhood Associates
1745 Broadway 17th FL New York, NY 10019
Telephone: (212)-662-9200

Fax: (212)-662-9222

PRESCRIPTION FORM
Order/Prescribe/Refer/Attend
Child’s Name:    _____________________________            _____________________________
Date of Birth:  _____________                      ICD-10 Code:  ____________________________

The above named child requires therapy services as indicated below:
◊⁭
PHYSICAL THERAPY AS NEEDED

Reason for Treatment:
_ ________________        __________________________________________________
________________________________________________________________________
◊
OCCUPATIONAL THERAPY AS NEEDED

Reason for Treatment:                                __________________________________________ _____________________________
________________________________________________________________________

◊
FEEDING THERAPY AS NEEDED

Reason for Treatment:

​​​​​​​​​​________________________________________________________________________


________________________________________________________________________
◊
SPEECH THERAPY AS NEEDED

Reason for Treatment:

​​​​​​​​​​________________________________________________________________________


________________________________________________________________________

	Signature of Physician :
	Date:

	NPI Number:
	License#:

	Address:
	Telephone Number:


	Name of Speech Therapist:
	Signature of Speech Therapist:

	NPI Number:
	License#:

	Address/ Telephone Number:
	Date:


