DOTHAN CITY SCHOOLS 20__-20__
	Occupational Therapy Patient Information Form

	Name:                                                                                    DOB:

	School:                                                                                  Grade:

	Diagnosis:



	Medications:



	Parent:                                                             Phone:

	Address:                                                          Work Phone:

	Physician:                                                        Physician’s phone:


Parent Concerns related to school performance: ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please Sign:

Authorization for Treatment:  The undersigned hereby authorizes A-Plus Therapy (referred to as “Provider”) to render 

to the patient occupational therapy that the Provider and/or patient’s physician determine to be necessary and advisable:

Release of Information:  The undersigned hereby certifies that all information provided to the Provider by the undersigned is true and accurate in all respects; authorizes Provider to disclose any information, medical or non-medical, furnished to or obtained by Provider in connection with patient’s diagnosis and/or treatment to any physician, government agency, (including the U.S. Department of Health and Human Services, or any of its intermediaries or carriers), insurance company or health care provider requesting such information; agrees to allow Provider access to patient medical records and agrees to allow Provider to make copies of such records; consents to the discussing by Provider of the patient’s medical condition with patient’s family members for medical or claims management purposes.



Signed:____________________________________
Date:_____________

**I agree to an OT re-evaluation to establish goals for each school year:  

Signature:         _______________________________________________________     Date: ________________

