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1588 Marietta Hwy. Suite 210

Canton, GA 30114

The following is a checklist of information that Cherokee Pediatric Therapy Inc. needs:

□ Doctor’s prescription (current – please ensure that ** items are filled out)

□ Letter from school regarding availability of therapy (two SIGNED copies – please do NOT photocopy) ( please ensure that the letter is on school letterhead

Please note that this process will be repeated every three months to re-certify your child.

Please mail your information to:

1558 Marietta Hwy. suite 210

Canton, GA 30114

Attention: □ Amerigroup  □ Wellcare  □ Peachstate □ Medicaid □ Katie Beckett

Re: ___________________________
Medicaid# _______________________


Child’s name

Occupational Therapy (OT) and Speech and Language Pathology (SLP) in public schools are different than OT and SLP therapy received in a hospital or clinic.  School therapists focus their attention toward rehabilitating the impairments of the child and removing any barriers that may limit the child's ability function within the school environment. Clinic and hospital therapists focus on function outside the school system. 

_______________________ (□provides □does not) provide in-school therapy services.

               School Name 

Please note that Cherokee Pediatric Therapy Inc. provides appropriate non-school related therapeutic services (see attached goals).

_____________________________________                               

Name

_____________________________________                               ___________________

Signature








Date


Therapy Prescription

Name: _______________________________
Date: ____________________

DOB: _________________

**Diagnosis_____________________________________________________________

Occupational Therapy  ** Frequency    ___ X Weekly    ___ Monthly    ___ Minutes

	___ Evaluation
	___ Perceptual Motor Activities
	___ ADL 

	___ Evaluatoin & Treatment as Appropriate
	___ Sensory Integration
	___ Splints

	
	___ Feeding Evaluation/Program
	___ Home Ptrogram

	___Fine Motor Activities
	___ Aquatic Therapy
	___ Therapeutic Activities


Speech/Language Therapy  ** Frequency  ___ X Weekly    ___ Monthly   ___ Minutes

	___ Evaluation
	___ Speech Language therapy
	___ Oral Motor Activities

	___ Evaluatoin & Treatment as Appropriate
	___ Language stimulation/Comprehension
	__ Articulation Therapy

	
	___ Auditory Skills
	___ Expressive Language 

	___ Feeding Evaluation/Program
	___ Pre-Language Skills
	___ Tympanometry 

	___Swallowing Therapy
	___ Sensory Integration
	


** ESTIMATED DURATION: ____________________________________________________

** FUNCTIONAL GOALS: What would you like this child to be doing in the next 6 months:

______________________________________________________________________________

______________________________________________________________________________

** HABILITATIVE POTENTIAL: _________________________________________________

**DATE REVIEWED: _________    ** PHYSICIAN SIGNATURE: ______________________

	
	Amerigroup 
	Wellcare
	Peachstate

	Provider#
	
	
	

	Provider Medicaid #
	
	
	

	Group Practice #
	
	
	


Office Contact Name ______________________________________________

**These items are required
