= Crow Therapies R
Pediatric Evaluation & Treatment Order

Patient’s Name: Date of Birth: Insurance ID:
(mm/dd/yyyy)

Required Documentation for Referrals:

O Well Child Visit OR Most Recent Visit w/Concerns O ASQ or PEDS O Hearing Screening (Birth - 6 years. Speech referrals only)
(. . . A
Primary Language: [ English O spanish [] oOther:

Parent/Guardian:

Phone: Cell:

Primary Insurance: ID #:

Secondary Insurance: ID #:
X, Y )

@imary Diagnosis (ICD 10):

D F84.0 Autistic Disorder D G80.9 Cerebral Palsy D Q90.9 Down Syndrome
D R62.50 Developmental Delay D G40.0 Seizure Disorder NOS D PO7 Premature Birth
O Rr27.0 Ataxia Unspecified D Q38.1 Ankyloglossia D Other:

Precautions/Contraindications:

(" PHYSICIAN ORDERS N

D SPEECH THERAPY D OCCUPATIONAL THERAPY
To evaluate & treat if indicated To evaluate & treat if indicated
Treatment Diagnosis (ICD 10): Treatment Diagnosis (ICD 10):
[[] F80.2 Mixed receptive-expressive [ Fs2 Disorder of Motor Function
language disorder ) S
D F80.0 Phonological disorder [ re2.0 Delayed Milestone in Childhood
[ r48.8 Other symbolic dysfunctins [ Rr27.8 Lack of Coordination
[J rR13.11 Dysphagia, oral phase [ other:
D R13.12 Dysphagia, oropharyngeal phase
Other:
-

J

| certify medical necessity for evaluation & treatment and attest that the Texas Health Steps Checkup is current. The family is
aware that they must comply with all therapy plans of care and complete the recommended home exercise program.

Physician Signature Date
Print Physician Name Phone
Name of Supervising Physician (if referred by NP/PA) NPI

HIPAA DISCLAIMER: This facsimile transmission contains confidential information, some or all of which may be protected health information as defined by the Federal Health Insurance Portability &
Accountability Act (HIPAA) Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to which it is addressed and many contain information that is proprietary, privileged,
confidential and/or exempt from disclosure under applicable law. If you are not the intended recipient (an employee or agent responsible for delivery of this facsimile transmission to the intended
recipient), you are hereby notified that any disclosure, dissemination, distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction. Please notify us
immediately by telephone at (888) 328-8148 to arrange the return of the information and all copies if you received this fax in error.
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