
Early Childhood Associates
910 West End Avenue, Suite 1C, New York, New York 10025

Telephone: (212)-662-9200

Fax: (212)-662-9222

PRESCRIPTION FORM
Child’s Name:    _____________________________            _____________________________
Date of Birth:  _____________                      ICD-9 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:

​​​​​​​​​​________________________________________________________________________


________________________________________________________________________
_______________________________________
            _________________________________
Signature of Physician & License #                               Date       
_______________________________________             
NPI Number                                                                      
______________________________________________________________________________

Address 

_________________________________     

Telephone Number  

