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EXTENSION THERAPY SERVICES




REFERRAL FORM FOR OCCUPATIONAL THERAPY AND/OR PHYSICAL THERAPY SERVICES
	REFERRING PERSON:  
	     
	
	DATE:  
	     

	STUDENT:  
	     
	
	DATE OF BIRTH:
	     

	PARENT(S)/GUARDIAN(S):  
	     
	
	PHONE #S:  
	     

	ADDRESS:
	     
	
	TOWN/ZIP:
	     

	SCHOOL SYSTEM:  
	     
	SCHOOL:
	     
	GRADE:
	     

	SCHOOL CONTACT/TEACHER(S):
	     
	
	CONTACT #:
	     


REASON FOR REFERRAL (Please check ( Occupational therapy and/or Physical therapy as well as Evaluation/Assessment and/or Continue Services):
 FORMCHECKBOX 
 Occupational Therapy: 
	
	 FORMCHECKBOX 
 Evaluation/Assessment (Please attach signed parental consent)

	
	Comments: 
	     

	
	 FORMCHECKBOX 
 Continue Services (Please indicate frequency ex. ½ hour/week and attach IEP/goal sheet)

	
	Comments: 
	     


 FORMCHECKBOX 
 PHYSICAL Therapy: (**See below, PHYSICIAN INFORMATION must be completed when requesting physical therapy)
	
	 FORMCHECKBOX 
 Evaluation/Assessment (Please attach signed parental consent)

	
	Comments: 
	     

	
	 FORMCHECKBOX 
 Continue Services (Please indicate frequency ex. ½ hour/week and attach IEP/goal sheet)

	
	Comments: 
	     


	PRECAUTIONS/MEDICATIONS/ALLERGIES:  
	

	     


	**PHYSICIAN:  
	     
	
	**TELEPHONE:  
	     

	**ADDRESS:
	     
	
	** TOWN/ZIP:
	     


	DIRECTOR/SUPERVISOR’S SIGNATURE/INITIALS:  
	     
	

	
	
	


FOR ACES EXTENSION THERAPY SERVICES USE ONLY:
	DISCHARGE: 
	Date:
	
	Reason:
	


Extension Therapy SERVICES ▪ 205 Skiff Street Hamden, CT 06517 ▪ Phone: 203 407 4470 ▪ Fax: 203 407 4528 ▪ email: ETSSECR@aces.org

