
OCCUPATIONAL  THERAPY  PRESCRIPTION
Educationally Necessary Occupational Therapy Services
RATIONALE  FOR  THERAPY  *  PHYSICIAN’S  PRESCRIPTION
(This prescription is necessary only to access public benefits/insurance following an occupational therapy assessment and an IEP team meeting where occupational therapy services were determined to be educationally necessary to provide the student with a free appropriate public education.  Additionally, this form is not for use in providing medically necessary occupational therapy services, which in California, are the responsibility of California Children’s Services pursuant to Title 5 of the California Code of Regulations section 7570 et seq.)


STUDENT’S LEGAL NAME:___________________________________________________________________________

ID #:______________________________________________   SCHOOL:______________________________________

SPECIAL  EDUCATION  ELIGIBILITY  CATEGORY  (IES):______________________________________________________

IEP  /  504  DATE:____________________________       AGE:______________       DOB:__________________________

 1.	Areas of Educational Need Targeted for Occupational Therapy Intervention:
Measure of Delay / Deviation from Normal  /  or  Description of Function Limitation

Check:
_______	Fine Motor / Gross Motor___________________________________________________________________________________

_______	Sensory Aware / Processing_________________________________________________________________________________

_______	Visual Motor  /  Perception__________________________________________________________________________________

_______	Self-Help  and  ADL________________________________________________________________________________________

_______	Postural Stability  /  Balance_________________________________________________________________________________

_______	Motor Planning  /  Coordination______________________________________________________________________________

_______	Adaptive Play  /  Social Organization___________________________________________________________________________

_______	Environmental Modifications________________________________________________________________________________

_______	Assistive Devices  /  Equipment_______________________________________________________________________________

_______	Other___________________________________________________________________________________________________



2.	Summary of Occupational Therapist’s Recommended IEP  /  504 Plan Goals:

	________________________________________________________________________________________________________

	________________________________________________________________________________________________________

	________________________________________________________________________________________________________
	
	________________________________________________________________________________________________________

	________________________________________________________________________________________________________
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Continuation  of Occupational Therapy Prescription for:
 
Student’s Legal Name:_________________________________________________    DOB:______________________________



3.	Recommended Educationally Necessary Occupational Therapy Services, as Recommended by Student’s IEP or 504 Plan:

	________________________________________________________________________________________________________

	________________________________________________________________________________________________________

	________________________________________________________________________________________________________

	________________________________________________________________________________________________________


_____________________________________	   _____________________________________	      ________________________
Occupational Therapist’s Signature		   Occupational Therapist’s Printed Legal Name	      Contact Phone Number

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 


The student identified above has been referred to me for clearance to participate 
in educationally necessary occupational therapy services.

_____	I recommend this student receive educationally necessary Occupational Therapy services, 
	and I clear this student for participation in such services.

_____	I do not recommend this student receive educationally necessary Occupational Therapy services,
	and I do not clear this student for participation in such services because _________________________________________

	____________________________________________________________________________________________________.


This recommendation is effective for until the student’s next annual IEP (which is typically twelve months from now) 
unless otherwise indicated.

__________________________________	________________________________________	           _____________________
Physician’s Signature			Physician’s Legal Printed Name		           Physician’s Phone Number

NPI #_____________________________


 

