gD

EDUCARE THERAPY

Pediatric Learning Center

PATIENT INFORMATION

Patient Name:

PEDIATRIC THERAPY REFERRAL FORM

Please fax to: 888-234-6493

Date of Birth:

Parent/Guardian Name:

Phone:

Address:

City:

Email:

INSURANCE INFORMATION

(PRIMARY)
Carrier/Plan:

Policy #:

Policy Holder Name:

Policy Holder Date of Birth:

(SECONDARY)
Carrier/Plan:

Policy #:

Policy Holder Name:

Policy Holder Date of Birth:

TREATMENT INFORMATION

Evaluate and Treat Discipline:

ICD-10 Diagnosis:

[1 Speech Therapy

1 Occupational Therapy

Concerns/Info:

PHYSICIAN INFORMATION

Physician Name:

Clinic/Practice Name:

Address:

Phone: Fax:

Referral/Care Coordinator:

| certify that the patient is under my care and authorize the evaluation and treatment of the patient if deemed necessary.

Physician Signature

Date:

9676 Bartlett Circle, STE 900 |

Fort Worth, TX 76244 |
www.educaretherapy.com

Phone: 817-717-3800




